Rural Health Care Access Program
Application Face Page
Applicant organization:      
Federal tax identification number (TIN):      
Is your organization:      FORMCHECKBOX 
 Governmental
or
 FORMCHECKBOX 
 Nonprofit entity registered with the state
County or area served by project:      
Special population served (if applicable):   FORMCHECKBOX 
 Low-income    FORMCHECKBOX 
 Migrant farm worker

Name of contact person:      
Phone number:      
FAX number:      
Address:      
City & zip code:      
E-mail:      
Name of budget contact:       
Grant category:
 FORMCHECKBOX 
   Recruitment and Retention   FORMCHECKBOX 
  Other 

 

 FORMCHECKBOX 
   Telehealth   FORMCHECKBOX 
  Community Development
Brief project description:       
Amount of funding requested:
Year 1: $      
Year 2: $      
Year 3: $      
Total amount of funding requested:
 $      
I hereby certify that the information contained in this application is true and correct.  Providing false information on any application or document submitted under this statute is a misdemeanor and grounds for declaring the applicant ineligible.  All funds determined to have been acquired on the basis of fraudulent information must be returned to the Rural Health Care Access Fund.
Authorized Signature: 





Date:      
Printed Name and Title:      [image: image1.emf]Idaho

 

State Office of Rural Health 

& Primary Care

 


