Application Form

	LEGAL APPLICATION   
	

	Official Name of Hospital
	

	Address
	

	City
	

	State
	
	Zip
	
	County
	


	FIDUCIARY AGENT  Note: This person is the primary point of contact at your hospital for all matters related to distribution of funds and signing the ADH sub-grant agreement  for this NOFA
	

	Name
	
	Title
	

	E-mail
	
	Department
	

	Phone
	
	Fax
	

	Signature
	
	Date
	


	PROJECT MANAGER  Note: This person is the primary point of contact at your hospital for 

all program matters related to the ASR  
	

	Name
	
	Title
	

	E-mail
	
	Department
	

	Phone
	
	Fax
	

	Signature
	
	Date
	


a. Are you a critical access site? Circle Yes or No
b. What is your site’s tax ID number?   

c. What is your site’s business type? Circle Governmental Agency or Non-Profit or Profit
d. What is your site’s fiscal year start date?  

e. What is your site’s fiscal year end date?  

f. What is your site’s number of ischemic stroke cases in the last 12 months?   
g. What geographic county areas does your hospital cover?
h. Check the box that applies for your hospital:





 FORMCHECKBOX 
  Current ASR Member (July – June billing cycle for the GWTG-SPMT)





 FORMCHECKBOX 
  Current ASR Member (January - December billing cycle for the GWTG-SPMT)





 FORMCHECKBOX 
  Joining ASR as New Member (pro-rated billing cycle for the GWTG-SPMT)

Authorized Signature (Ink)
Title
1

