Attachment 6: Application Cover Page
Agency Name*:  











Agency’s Federal ID Number: 









Contact Person (please type or print)**: 








Contact Person’s Signature: 










Title: 













Address: 












County/Borough: 











Phone Number: 




Fax Number: 





Email Address: 











Please check Yes or No:

○Yes
○No
Applicant is an existing NYS designated rural health network operating within one of 



the four regions identified within this RFA, whose makeup includes providers from 



rural areas, and whose existing infrastructure can accommodate a Rural Minority 



Health Program as described in this RFA.

○Yes
○No
Applicant is a non-profit organization.
○Yes   ○No
Applicant has three (3) years experience in effective oversight of administrative, fiscal, and programmatic aspects of government, foundation or other grant-makers in health contracts, including timely and accurate submission of fiscal and program reports.
○Yes
○No
Applicant has five (5) years experience functioning as a rural health network

○Yes   ○No
Applicant has knowledge of and experience with the HHS Action Plan to Reduce Racial and Ethnic Health Disparities and the National Stakeholder Strategy for Achieving Health Equity.

Signature (attesting to the truthfulness of this submission)

Date
*If applicant name differs from the contracting agency, briefly explain the relationship: 

**All official correspondence will be mailed to the attention of this person. 
