APPLICATION COVERSHEET
FY 16 CAHC NON-COMPETITIVE APPLICATIONS
	Applicant agency name:


	Applicant agency address:



	Contact Person (name, email, phone):


	

	Authorized agency signatory name and title:

	Authorized agency signature:


	Type of CAHC:

___Clinical

___Alternative Clinical 

___School Wellness Program
___Network Site
	Target Population (Main Focus):

___Children (ages 5-10)

___Adolescents (ages 10-21)


___Dual Designated (5-21)*
*Previously applied for this designation

	Target Service Area (school, community, etc.):

	Number of youth in target area/Number of youth in school: _____

Number of unduplicated youth targeted for FY 16:_____

	Amount of Funds Requested:



Assurances
	· Abortion services, counseling and referrals for abortion services will not be provided as part of the services offered.

	· Services will comply with all federal and state laws and regulations prohibiting discrimination and with all requirements and regulations of the MDHHS and MDE.

	· Family planning drugs and/or devices will not be prescribed, dispensed or otherwise distributed (if located on school property).

	· All CAHC Minimum Program Requirements will be met through the CAHC proposal.

	Authorized agency signature:                                              Date:


FY16 CAHC Staffing List
List all staff members that work in the CAHC (i.e. Coordinator, Medical Director, Medical Provider, Mental Health Provider, Medical Assistant, RN, RD, Dental Hygienist, Outreach Coordinator, Case Manager, Health Educator, etc.).

	Staff Name
	Title/Position
	Email
	Phone
	Position paid w/ Grant Funds?
(Y/N)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


