
Agreement Number:     
Grant Funding Application

Fiscal Periods

July 1, 2005 to June 30, 2006

July 1, 2006 to June 30, 2007

July 1, 2007 to June 30, 2008

July 1, 2008 to June 30, 2009

July 1, 2009 to June 30, 2010

Application Information

1.
Official Agency Name and Address (as it is to appear on grant):
Name: 
Address: 
City:      




ZIP Code:       -     
County:      
 
Telephone:  (   )     -       Fax:  (   )     -     
2.
Provider Number:

Federal Employer ID #: | | |--| | | | | | | 
3.
Agency Tax Status:

 FORMCHECKBOX 
Public (Government/University)
 FORMCHECKBOX 
Private, Nonprofit



 FORMCHECKBOX 
Other, Specify:      
4. Name of Program(s):


      
5.
Initial Agreement Payment Request:

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
No

Agency Information

6. Agency Director:


Name: 
     



Title:      

Address:      

ZIP Code:       -       
Telephone: (   )    
      Fax: (   )     -     
7.
Agency Official with Authority to Commit Agency to a Grant:


Name:      



Title:      

Address:      

ZIP Code:       -     
Telephone: (   )     -      Fax: (   )     -     
8.
Agency Fiscal Officer:


Name:      



Title:      

Address:      

ZIP Code:       -     
Telephone: (   )     -      Fax: (   )     -     
9.
Agency Fiscal Contact: Invoices /Budgets


Name:      



Title:      

Address:       

ZIP Code:       -     
Telephone: (   )     -      Fax: (   )     -     
9.
Program Director:


Name:      



Title:      

Address:      

ZIP Code:       -      Telephone: (   )     -     Fax: (   )     -     
Grant and Certification

10.
Grant:  To be completed by all applicants
The undersigned hereby affirms that the statements contained in the Grant Funding Application are true and complete to the best of the applicant's knowledge, and recognizes this is a public document, which is open to public inspection as prescribed by the California Records Act of 1968.

___________________________________   
     


Original Signature




Title

     
/      


Name (Type or Print)/ Date

11.
Certification Statement:

 I certify that this Adolescent Family Life Program and/or Adolescent Sibling Pregnancy Prevention Program (if Applicable) will comply with all applicable policies, procedures, Federal and State legal requirements, regulations, statutes, policy letters, and any other official publication or correspondence of the State or Federal government pertaining to this MCAH program. I understand the State will use the materials submitted by this agency as a guideline for program consultation and assessment.

___________________________________   
     
Original Signature



Title

     
/      


Name (Type or Print) / Date
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