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Please select one:  ☐Process A (DSRIP participant)        or     ☐Process B (not a DSRIP participant)

Project Name: Click here to enter text.

Applicant Legal Corporate Name: Click here to enter text.

Applicant’s Category:  (Select one category)

☐General Hospital
☐Residential Health Care Facility 
☐Diagnostics and Treatment Center (Article 28)
☐Clinics licensed pursuant to the PHL (Article 28) or MHL (Article 31)
☐Assisted Living Provider
☐Primary Care Provider
☐Certified Home Care Provider (Article 36)
☐Licensed Home Care Provider (Article 36)
☐Other entity that holds an operating certificate issued by DOH, OMH, OPWDD, and/or OASAS.  Describe:  Click here to enter text.
[bookmark: _Toc402339472][bookmark: _Toc402879638][bookmark: _Toc402992204][bookmark: _Toc403392962]
[bookmark: _Toc403991330][bookmark: _Toc403996120]Applicant’s Primary Address (include County): Click here to enter text.
Applicant Federal ID #: Click here to enter text.    
NYS Charities Registration #: Click here to enter text.
Vendor Identification #: Click here to enter text.
Applicant is:    ☐  For Profit     ☐   Not For Profit

Applicant Contact Information
Name: Click here to enter text. Title: Click here to enter text.

Phone:Click here to enter text.     E-mail:Click here to enter text.

Signature of an individual who is authorized to bind the Eligible Applicant to any MGC resulting from this application.

Name: Click here to enter text.
Applicant Authorized Signature: ___________________________________Date:_________			 



