Region 7 
Healthcare Coalition Membership Form

	Agency:
	
	
	

	
	
	
	

	
	
	
	

	Agency Name
	
	
	

	
	
	
	

	Address
	
	
	

	
	
	
	

	City
	
	State
	Zip

	
	
	
	

	Phone (xxx-xxx-xxxx)
	
	Fax(xxx-xxx-xxxx)
	

	
	
	
	

	
	
	
	

	Representative:
	
	
	

	
	
	
	

	
	
	
	

	Name
	
	Title
	

	
	
	
	

	Representative has the authority to make decisions for your agency?:       Yes      No

	

	I have received the following:
· A copy of the Region 7 Disaster Preparedness Healthcare Coalition Charter
· A copy of the Region 7 All Hazards Plan with Healthcare Coalition MOU and ACF Plan
· ACF Orientation Video

	

	
	
	
	
	

	Printed Name
	
	Signature
	
	Date

	Date:             
	
	
	
	
	

	
	   Active Coalition Member Date



