
DISTRICT 7 HEALTHCARE COALITION  

RESOURCE REQUEST and ACKNOWLEDGMENT OF RECEIPT OF EQUIPMENT/RESOURCES 

1. Borrowing Organization Information 

	 Organization Name: ________________________________________________________________ 

	 Address: _________________________________________________________________________ 

	 City: _________________________________________State: __________Zip: _________________ 

	 Contact Name: ___________________________________ Title: ____________________________ 

	 Contact number: ___________________ Email: _________________________________________ 

2. Equipment/Resource information 

3. AFFIRMATION. I here by swear and affirm, under penalty of perjury, that the following 
statements are true: 

A. All of the information contained on this form is true and completed to the best of my knowledge.  

B. The Equipment and/or resource that our organization is receiving will only be used by qualified 
individuals.  

C. Maintenance procedures are in place to keep the property in good condition.  

D. That any consumables required for said equipment/resource will be replaced at our organizations 
expense, unless otherwise agreed upon.  

E. I have been duly authorized to execute this Acknowledgement of Receipt on behalf of the above 
designated organization.   

Equipment/Resource Name and Inventory 
Number

Number of Units



      
Signature: __________________________________________ Date: ____________________ 

Printed Name: ___________________________________ Title: ________________________ 

D7 HCC Approved by: ______________________________ Title: ________________________


