Rick Scott

Mission: Governor

To protect, promote & improve the health
of all people in Florida through integrated
state, county & community efforts.

107104 John H. Armstrong, MD, FACS
H E ALTH State Surgeon General & Secretary

Vision: To be the Healthiest State in the Nation

Health Professional Shortage Area Designation Request Application

PLEASE TYPE OR PRINT CLEARLY

I. Contact Information:

Name, Last: First: Middle:

Email Address: Telephone Number:

Il. Clinic Site Information:

Name of Practice:

Email Address: Telephone Number:

Address:

City: Zip: County:
Populations Served:

Medicaid % Sliding Fee: Y% Medicare:Y%p Private: %0

Reason for Request:
[] Area of Critical Need Facility Designation [ ] National Health Service Corps Site Application
[] Other (describe):

For Department Use Only:

Date Request Received:

HPSA Type Application Status: Created in SDMS [] RSA: [] CA: []
Supplemental Information [] Submitted: Date In HRSA Review: [_] HRSA Denied [] Approved []
Date of HRSA Approval or Denial: Comments:

Please submit application electronically to: FL.PCO@flhealth.gov

Florida Department of Health

Division of Public Health Statistics & Performance Management ¢ Bureau of
Community Health Resources ¢ Health Resources and Access Section
4052 Bald Cypress Way, Bin A-05 « Tallahassee, FL 32399-1701

PHONE: 850/245-4009 « FAX 850/921-1898

www.FloridasHealth.com
TWITTER:HealthyFLA
FACEBOOK:FLDepartmentofHealth
YOUTUBE: fldoh
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