HPP Grant: Reimbursement Request Form, 2013-2014 

Facility Name:
     


Contact Person:  
     










 














Phone:       
Address:  

     
City:


     










 















Zip Code:       

Use one reimbursement request form per “Activity"
	Number of Hospital Activity
(i.e. #12)
	Short Description of items/backup included 
(i.e. invoices & receipt confirmation)
	Requested Reimbursement

	     
	     
	$      


For facility/agency signature 
	I certify the expenses listed above were incurred by our agency; are true and just in all respects and are in compliance with the above referenced Contract / Purchase Order.

	Signature (CONTRACTOR):
	
	
	Date:
	
	

	

	For CDPHE signature only

As a State designee, I hereby certify that all contract requirements have been met, the requested amounts are correct and the payment is authorized. 

	Signature: 
	
	Date:
	
	Signature: 
	
	Date:
	


