                                                                      
                                                          Attachment 18
NEW YORK STATE DEPARTMENT OF HEALTH

SUCCESSSFULLY TRANSITIONING YOUTH TO ADOLESCENCE
GRANT APPLICATION COVER PAGE

APPLICANT INFORMATION

Applicant Organization/Agency Name: _______________________________________________________
Address:
_____________________________________________________________________________


City______________________ State ___________________ ZIP code___________________

County:
____________________________________________________________________________

Federal Employers ID #:                                   Charities ID# (​if applicable):_________________________
DUNS #: ________________________________________________________________________________ 
Type of Eligible Organization: ______________________________________________________________

Name of Contact Person: (please circle) Dr. / Mr. /Mrs. /Ms. _____________________________________ 

Title:  ___________________________________________________________________________________                                                                                                                                                                                                                 
Address:
_____________________________________________________________________________



City______________________ State ___________________ ZIP code__________________
Telephone:(____)___________________Fax:(____)___________________E-Mail:_____________________

ZIP codes to be targeted for services: _________________________________________________________

_________________________________________________________________________________________
Amount of funding requested:  ____________________________
Amount of matching funds to be provided by applicant organization: ___________________________

