
DIRECT CARE IMPACT FUND

Clinic Partnership Application
Help local people get care. Tell us a little about your clinic.
Applying does not commit your clinic to an agreement. We will contact you next.

1. Clinic name:

Website (optional):

City and state of your clinic(s):

2. Contact person and title:

Phone: Email:

3. How would you like to help? Check any that fit.

Collect donations Provide care Both

4. Who owns your clinic?

Independent owners Private equity

Publicly traded company Other or unsure

5. What services do you offer? Check any that fit.

Primary care Labs or testing Other

6. Anything else you want us to know? (optional)

Please do not include patient names, medical details, or patient records.
I have answered honestly as best I can. You may contact me about this application.
Signature (type or sign): Date:
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