Attachment 5

[image: image1.jpg]SEI

Clinical Education Initiative

NYS Department of Health « AIDS Institute O




APPLICATION COVER SHEET
Organization Name: __________________________________________________

Vendor ID#:_________________________________________________________

Federal ID#:_________________________________________________________

Contact Person:  _____________________________________________________

Title: _______________________________________________________________

Address: ____________________________________________________________

   _______________________________________________________________

   ______________________________________________________________

Provider Type: _______________________________________________________

Phone Number: ______________________________________________________

Fax Number: ________________________________________________________

E-Mail Address: ______________________________________________________
	Funding Requested Year 1:
	

	Funding Requested Year 2:
	

	Funding Requested Year 3:
	

	Funding Requested Year 4:
	

	Funding Requested Year 5:
	

	Total Funding Requested (Years 1-5) from the AIDS Institute
	


