Attachment 3
NEW YORK STATE DEPARTMENT OF HEALTH

GRANT APPLICATION COVER SHEET

	PROGRAM
Senior Supportive Housing Services Program

RFA # 1212230202


	Applicant  



	1. TITLE OF PROJECT (PROGRAM) 

	2. NAME AND ADDRESS OF APPLICANT
                                    (signature)
	Internet Address(s):

 e-Mail:    __________________________

 Website: __________________________

	3. VENDOR IDENTIFICATION NUMBER  ___________________________
	6. CONTRACT PERIOD

	4. NOT-FOR-PROFIT STATUS    Yes ( No (    NYS Charity Registration Number

    ___________________________________
	7. AMOUNT REQUESTED FOR CONTRACT PERIOD 


	5. DIRECTOR OF PROJECT

(Program or Center Director, Coordinator or Principal Investigator)

NAME
TITLE
OFFICE TELEPHONE 

OFFICE FAX NUMBER

e-Mail Address
	8.  FINANCIAL MANAGEMENT OFFICIAL

NAME
TITLE
OFFICE TELEPHONE 

OFFICE FAX NUMBER

e-Mail Address

	Signature and title of authorized agency official:




