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SIGNATURE AUTHORIZATION FORM

DATE __________________

In my absence as the Public Health Director/Administrator (from  _____________ to __________ if temporary), I hereby authorize the following person(s) to sign Memorandum of Agreements (MOA”s) from the Cabinet of Health Services, Department for Public Health as well as any other official document that may require my signature as appointing authority of the ____________________________________ Health Department.

NAME (PRINT)



TITLE



SIGNATURE
1.   ________________________
_________________ ____________________

2.   ________________________
________________ __________________

3.   ________________________
________________ ____________________

________________________________

                      SIGNATURE

Public Health Director/Administrator

_________________________________ 

                        LHD NAME

_________________________________ 


            LHD ADDRESS

__________________________________

CITY                 STATE             ZIP

