Attachment 1

Healthcare-Associated Infection Prevention Project

Application Cover Page

Applicant Name: _______________________________________________________________ 
Applicant Address: _____________________________________________________________

         _____________________________________________________________

Applicant Vendor ID #: _______________________ 
Applicant Charities Registration Number: _ _-_ _ -_ _ or Exemption Reason: ____________ 
Applicant is a Not-for-profit:           Yes _____    No _____ 

Project Director Information: 
Name: ___________________________

Title: ___________________________

Phone: ___________________________

Fax: ____________________________ 

E-mail: __________________________

Application Information: 

1. Project Title: ______________________________________________________________

2. Project Period Proposed Start Date: ____/____ (mm/yy) Proposed End Date: ____/_____ (mm/yy)
3. Total Funding Requested:  $___________
4. List collaborative partners and include required signed letters of agreement (attach additional 
     sheet if necessary).

  




5. List names and experience (epidemiologic research, surveillance and infection control) of each member of the project leadership team, and include curricula vitae for each (attach additional sheet if necessary).

Name:



Experience Area:

  Curricula Vitae attached:








  YES  (      
 NO  (                








  
  YES  (            NO  (    



   YES  (           NO  (                




6.  Applicant agrees to report all data to DOH via NHSN
                YES  (           NO  ( 
     (where applicable).

____________________________________                                                 ___________________

 Applicant’s Original Signature 






Date
1

