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Name:

Organization:
Make check payable to: _____________________________________________________________________
Address:

City:




      State: 

     Zip: 

     
   Phone: _____________

I certify that the expenses outlined above are correct.







Signature _______________________________________   Date______________________                    

Requests for reimbursement MUST be returned to the National Rural Health Resource Center no later than August 7, 2021.Please email a completed form to ruralhealthconference@ruralcenter.org.           
2021 CRITICAL ACCESS HOSPITAL & FLEX COMMITTEE REIMBURSEMENT FORM








The Minnesota Department of Health, Office of Rural Health and Primary Care will reimburse $100 for conference registration for each Minnesota Critical Access Hospital and each Flex Advisory Committee Member.
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Flex Committee      �








