Attachment 2.4a
NEW YORK STATE DEPARTMENT OF HEALTH

Comprehensive Family Planning and Reproductive Health Care Services RFA

Component 1 Coversheet

	1.  Title of Project (Program):


	2.  Name and Address of Applicant:
      Internet Address:

	3.  Employer’s Identification Number:
       (Federal E.I.N)
	6.  Budget Period: 
January 1, 2011 – December 31, 2011

	4.  NYS Charity Registration Number:

	7.  Total Amount Requested for budget period:


	Program and Services (Indicate categories for which support is being requested)

 FILLIN   \* MERGEFORMAT   FORMCHECKBOX 
 Part A Required Core Family Planning Services ( If applying for multiple FPSAs, make additional copies, submit one coversheet for each FPSA)

Region (Attachment 2.1a): Click here to enter text.              
FPSA CODE (Attachment 2.1a):

Total Funding Requested (Part A):




Projected Client Volume for FPSA (Attachment 2.1a):







For each proposed clinic site enter each site in one of the boxes below using the following format (use a separate box for each site): County/Zip Code/Address of each clinic site/Client volume at each site. 

Example: Allegany/14813/7Court Street Belmont/250
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.
· Click here to enter text.


 FORMCHECKBOX 
  Part B Targeted Expansion to High-Need Underserved Geographic Area
Region (Attachment 2.1a):   Click here to enter text.       Amount Funding Requested:  Click here to enter text.

 The proposed clinic must be located in an area accessible to one of the ZIP codes listed in Attachment 2.2.
 Enter ZIP code from Attachment 2.2: Click here to enter text.
In the text box below enter County/Zip code/Address of clinic site /Proposed client volume (must be at least 1000 clients).   

 Click here to enter text.

	ENHANCED SERVICES Part C
 FORMCHECKBOX 
   Subpart 1(a) Increase access to Family Planning Benefit Program
  Region:   Click here to enter text.

 Amount Funding Requested:   Enter Amount 


 FORMCHECKBOX 
   Subpart 1(b) Enhanced Services for High-risk and Underserved Populations
                        FORMCHECKBOX 
 Incarcerated Populations       FORMCHECKBOX 
 Other High-risk and Underserved Populations
Amount Funding Requested:   Enter Amount
 FORMCHECKBOX 
   Subpart 1(c) Strengthening Cultural Competency Project
Amount Funding Requested:  Enter Amount

 FORMCHECKBOX 
   Subpart 2 Participation in the Infertility Prevention Program (IPP)
Enter Annual Volume of Chlamydia tests:   Click here to enter text.
Enter Prevalence Rate among Eligible Clients Tested:  Click here to enter text.
 FORMCHECKBOX 
   Subpart 3 Purchase of HPV Vaccinations (Check if agency agrees to provide vaccinations to eligible clients)
     FORMCHECKBOX 
Accept HPV funding       FORMCHECKBOX 
 Decline HPV funding

	Is applicant:

 FORMCHECKBOX 
  Article 28 Family Planning Provider

 FORMCHECKBOX 
 Section 330 Facility

 FORMCHECKBOX 
 Adding Family Planning to Operating Certificate /Signed Attestation Included

 FORMCHECKBOX 
 Family Planning on Operating Certificate



	5.  Project Director :
Name: Click here to enter text.

Title: Click here to enter text.

Telephone (area code and extension):

Click here to enter text.

Fax Number: Click here to enter text.

E-mail Address: Click here to enter text.


	8.  Financial Management Official:
Name: Click here to enter text.

Title: Click here to enter text.

Telephone (area code and extension): 

Click here to enter text.

Fax Number: Click here to enter text.

E-mail Address: Click here to enter text.



	Authorized Representative 
Print Name: Click here to enter text.

Title: Click here to enter text.


	Authorized Representative
Signature:
Date: 


