New York State Department of Health

Asthma Program
“A Systems Approach for Reducing the Burden of Asthma in New York State”
Application Cover Page
Name of Applicant Organization: __________________________________________________
Coalition Region to be served: ____________________________________________________

Applicant Address: ______________________________________________________________

City______________________________________ State ______________Zip ______________
Name of Contact Person: _________________________________________________________
Title: _________________________________________________________________________

E-Mail (required): _______________________________________________________________
Telephone: __________________________________ Fax: ______________________________
Name of Individual Authorized to sign the Contract: ___________________________________
Title: _________________________________________________________________________

Address: ______________________________________________________________________
E-Mail: _______________________________________________________________________
Telephone: _______________________________ Fax: _________________________________

Signature: _____________________________________________________________________

Total State Funds Requested: _____________________________________________________
NYS Charity Registration # _______________________________________________________
Federal IRS Tax Identification #: ___________________________________________________
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