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Healthcare Employment Reinvestment Opportunity (H.E.R.O)
Signature Page
I, the undersigned authorized representative of the applicant or industry partner, certify that, to the best of my knowledge, the information contained herein is true and correct. If funded, the applicant and any industry partner(s) will carry out the implementation steps in the manner described in this application. I further certify that the applicant will maintain accounting records in accordance with generally accepted accounting principles (GAAP), and that all funds awarded will be used in compliance with the terms and conditions of the grant award, applicable federal and state laws, and solely for the purposes set forth in this application.
President/Chancellor or Executive Director of Lead Entity: 

Lead Entity Name: __________________________________________________

Printed Name: ______________________________________________________

Signature:__________________________________________________________   Date:________________


Chief Executive Officer or Chief Financial Officer of Healthcare Partner: 

Printed Name: ______________________________________________________

Signature:__________________________________________________________   Date:________________


Chief Executive Officer or Chief Financial Officer of Healthcare Partner (if necessary): 

Printed Name: ______________________________________________________

Signature:__________________________________________________________   Date:________________


Chief Executive Officer or Chief Financial Officer of Healthcare Partner (if necessary):

Printed Name: ______________________________________________________

Signature:__________________________________________________________   Date:________________

Chief Executive Officer or Chief Financial Officer of Healthcare Partner (if necessary): 

Printed Name: ______________________________________________________

Signature:__________________________________________________________   Date:________________


*If more than four (4) healthcare partners are included in this project, please add signature lines to the page below.
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