	PROGRAM
MFP Demonstration Identification of and Outreach to Nursing Home Residents Project
	REGION  

 

	Lead Applicant (if applying as a regional consortium)  



	1. TITLE OF PROJECT (PROGRAM) 

	2. NAME AND ADDRESS OF APPLICANT

	Internet Address(s):

 e-Mail     __________________________

 Web-site __________________________

	3. EMPLOYER IDENTIFICATION NUMBER    (Fed EIN)  ___________________________
	6. BUDGET PERIOD

	4. NOT-FOR-PROFIT STATUS    Yes ( No (    NYS Charity Registration Number

    _____________________________________
	7. AMOUNT REQUESTED FOR BUDGET PERIOD 


	5. DIRECTOR OF PROJECT

(Program or Center Director, Coordinator or Principal Investigator)

NAME
TITLE
OFFICE TELEPHONE 

OFFICE FAX NUMBER

e-Mail Address
	8.  FINANCIAL MANAGEMENT OFFICIAL

NAME
TITLE
OFFICE TELEPHONE 

OFFICE FAX NUMBER

e-Mail Address


Attachment 2
NEW YORK STATE DEPARTMENT OF HEALTH

GRANT APPLICATION SUMMARY FORM

(Please submit a separate form for each contract/regional application.)

