Community Challenge Grant
Attachment 10

LETTER OF INTENT BY FAMILY PACT PROVIDER
Applicant Official Agency Name       
Family PACT Clinic Name       
As an official representative of the above indicated Family PACT clinic, if the applicant agency receives an award for CCG grant funding to commence on July 1, 2011, I intend to collaborate with the agency identified above to ensure that program participants receive accurate, comprehensive information about Family PACT services. 

If awarded, this Family PACT Provider intends to: 

	
	PLEASE CHECK ALL THAT APPLY

	 FORMCHECKBOX 

	Help promote awareness of, and assistance with, accessing comprehensive family planning reproductive health services for CCG program participants.

	
	

	 FORMCHECKBOX 

	Help promote awareness of sexually transmitted infections and methods to prevent infection and transmission.

	
	

	 FORMCHECKBOX 

	Provide tours and/or open houses of the Family PACT clinic to CCG participants.

	
	

	 FORMCHECKBOX 

	Collaborate with the CCG grantee to ensure that our clinic is teen friendly.

	
	

	 FORMCHECKBOX 

	Assist with promotional activities, coordinated by the CCG grantee, to create awareness about the Family PACT clinic.

	
	

	 FORMCHECKBOX 

	Other, please specify:      

	
	


	
	     

	Signature of Family PACT Medical Director
	Date

	     
	     

	Type or Print Name and Title of Family PACT Medical Director
	Telephone Number



