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Greater Richmond Patient Centered Medical Home Initiative
Consortium Application




Date of Application: ___________________
Legal Name of Organization:  ______________________________________________________
Address  ___________________________________________________________________


 
__________________________________________________________________

City ____________________ County_______________  State ______  Zip ______________
Telephone _________________ Fax _______________ Website ______________________
Executive Director/CEO ________________________________Phone # _______________

Organization’s Mission:  __________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Organization’s Primary Service Area: ________________________________________________ ______________________________________________________________________________
Population Served: ______________________________________________________________

______________________________________________________________________________
On a separate sheet, please describe why your organization is interested in participating in the Patient Centered Medical Home Consortium.  Describe why you think the Patient Centered Medical Home Model of care is important and any commitments your organization has made to support this Model of care.  (Limit 1 page)

Consortium members are expected to invest time and energy in fostering education and dialogue aimed at identifying issues and generating innovative ideas for safety net health care in the grater Richmond region. 
Consortium members are expected to attend periodic community meetings that will highlight updates on the Collaborative and will encourage networking opportunities aimed at generating strong community partnerships dedicated to improve safety net health care.

I confirm that the information provided within this Application is accurate and endorse the organization’s commitment to the Initiative.  

Executive Director/CEO _____________________________________  Date  ________________

Signature
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