ATTACHMENT 3
APPLICATION COVER SHEET
NYS Osteoporosis Prevention and Education Program
APPLICATION FOR GRANT AWARD

	NAME AND ADDRESS OF APPLICANT ORGANIZATION/AGENCY

ORGANIZATION/AGENCY:

ADDRESS:

	Agency Director: 
Name:

Title:
	Telephone:  (     )

E-mail Address:

	Project Director

Name:

Title:

Address:

Telephone:  (    )  

E-mail Address:
	Fiscal Officer

Name:

Title:

Address:

Telephone: (     )

E-mail Address:

	Dates of Entire Proposed Project Period

From January 1, 2010
Through December 31,2014 
	Total Costs Requested for first 12-Month Budget Period (January 1, 2009 –

December 31, 2010)



	Performance Site(s):


	Type of Organization:

_____ Public

_____ Private Not-for-Profit

	Federal Identification Number:


	Charitable Organization Number:


	Indicated Region to be Served:
_____Western NY       _____ Long Island

_____Central NY         _____Metropolitan

_____Northeastern NY

	Signature & Date:
___________________________________

	CERTIFICATION OF ACCEPTANCE

I certify that the statements herein are true and complete to the best of my knowledge, an accept the obligation to comply with NYS Department of Health terms and conditions if a grant is awarded as the result of this application.  A willfully false certification is a criminal offense.
	Official Signing for Application Organization

Name:

Title:

Address:

Telephone: (      )



