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        SMALL RURAL HOSPITAL IMPROVEMENT GRANT PROGRAM (SHIP)              
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HOSPITAL CONTACT INFORMATION SHEET

effective date change: __________


	Hospital Name:


	Federal Tax Exempt Number 

	Corporation Street Address:



	Corporation City:


	Corporation County:
	Corporation Zip Code:

	Telephone Number:

(       )
	Fax Number:

(      )
	Agency E-Mail Address:

	Name of Executive Director:


	Telephone Number:

(          )
	E-mail Address:

	
	Fax Number:

(      )
	

	Name of Financial Officer:


	Telephone Number:

(          )
	E-mail Address:

	
	Fax Number:

(      )
	

	Name of Administrative Contact Person:
	Telephone Number 

(          )
	E-mail Address: 

	
	Fax Number:

(      )
	

	Name of Person Submitting Correction/Changes:

Name (print):  __________________________________________________________________________

Signature:   ____________________________________________________________________________

Date: _________________________________________________________________________________
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