partner agencies acknowledgement of bylaws and primary point of contact information 
[bookmark: _GoBack](This form is for Emergency Management, Volunteer Organizations and other non-health care partners only)
Facility/Agency/Organization Name: ____________________________________________________________________
Address: _____________________________________________________________
City: _________________________________________________	State: ________   Zip: ________
Phone Number: ________________________________________
By signing this document, it is agreed that __________________________________________________ (Facility/Agency/Organization), will support the West Central Minnesota Health Care Preparedness Coalition and its’ members in their preparedness efforts.  The Facility/Agency/Organization has reviewed the coalition bylaws and agree to provide updated contact information if/when any changes occur within the organization.
Primary Point of Contact Information:
Name: ____________________________________________
Phone number: _____________________________________
Email Address:  _____________________________________

Signature:
________________________________________________________ 
(Name Printed)
________________________________________________________ 
(Title)
________________________________________________________ 
(Signature)

_________________________________________________________
 (Date completed)
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