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ABSTRACT


(Please type or legibly hand-write) 

Title of the Program: __________________________________________________________________________

Applicant Information

Organization Name: _________________________________________________________________________

Address: ___________________________________________________________________________________

City: ____________________________     State: ___________________    Zip: _________________________

Phone: _________________________________   Fax: _______________________________________________

Hours of Operation: __________________________________________________________________________

Contact Person: __________________________________   Title: _____________________________________

Contact Person Email: _________________________________   Organization web address: ________________

Employer’s Identification Number (Fed E.I.N.): ____________________________________________________

Amount of Funding Eligible: ____________________________________________________________________


Brief Summary of Proposed Program: (Succinctly state why the program is important, who will be served, what will be done, and how the success of the program will be determined.)









_____________________________________                                                             _____________________________________
 Authorized Person Signature                                                                                       	  Date

