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Attachment 1 – RHTP Initiative 3.2 Cover Sheet
This form must be signed and returned with Application materials to the Point of Contact (POC).
	RFA #
	RELEASE Date

	rhtp – 3.2 
	05/29/2026

	APPLICATION DUE DATE
	POC

	07/24/2026 or until funding exhausted	DHHS.EMSTraumaProgram@nebraska.gov






	CERTIFICATION AND GUARANTEE OF COMPLIANCE
	By signing this Application Cover Sheet, the applicant guarantees compliance with the provisions stated in this Request for Application (RFA) and certifies that all information contained in this application is accurate. This application is submitted pursuant to the terms of the RFA, and if the applicant is awarded funding, it will be incorporated into the grant between the parties. I understand that if anything in this application conflicts with the RFA or with the subsequent grant, the grant and RFA shall govern as set forth in the grant.

*ENTITY LEGAL NAME: MUST MATCH REGISTERED NAME ON  SAM.gov 

_______________________________________________________________

ORGANIZATION DBA “DOING BUSINESS AS” NAME (IF APPLICABLE): 

___________________________________________________

*ORGANIZATION UEI NUMBER: __________________   

*ORGANIZATION EIN NUMBER_________________

 
*ORGANIZATION TYPE: ☐   EMS Training Agency 
                                         ☐   Institution of Higher Learning           
                                         ☐   For Profit EMS Training Agency                 
                                         ☐   Tribal Government                                             
                                         ☐   AHEC                          
                                         ☐   Healthcare Training Agency
                                         ☐   Other_____________________________
      
*COMPLETE ADDRESS: 

_______________________________________________________________


*CONGRESSIONAL DISTRICT: ______________ *TELEPHONE NUMBER: ______________________ 

*EMAIL ADDRESS: _______________________

    *I CERTIFY THAT THIS ENTITY IS AN “ELIGIBLE ENTITY” AS DEFINED BY 
            THIS RFA.

        *I CERTIFY THAT THIS ENTITY IS NOT PRESENTLY DEBARRED OR SUSPENDED.

*SIGNATURE: __________________________________________________________________________

*TYPED NAME & TITLE OF SIGNER:________________________________________________________	

*CONTACT EMAIL TO PROVIDE INTENT TO AWARD OR NON-AWARD: ______________________________

*FULL NAME AND TITLE OF CONTACT: _________________________________________________________


















Questions regarding this project and application process can also be sent to: DHHS.EMSTraumaProgram@nebraska.gov













The Rural Health Transformation Program is supported by the Centers for Medicare & Medicaid Services (CMS) of the U.S. Department of Health and Human Services (US HHS) as part of a financial assistance award totaling $218,529,075.01 with 100 percent funded by CMS/US HHS. The contents are those of the Nebraska Department of Health and Human Services (DHHS) and do not necessarily represent the official views of, nor an endorsement by, CMS/US HHS, or the U.S. Government.
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