CHILD AND ADOLESCENT HEALTH CENTER PROGRAM RFP
INTENT TO APPLY FORM
**NOTE: A separate intent to apply form must be completed for EACH proposed health center or SWP**

________________________________________________________________________

Agency

________________________________________________________________________
Address

________________________________________________________________________

City




State




Zip Code
_______________________________________________________________________Phone




Fax






________________________________________________________________________

Contact Person



Title

________________________________________________________________________
Email

Type of Agency:  (check one, only)

Community Based 501(c)(3) 
_____
Federally Qualified Health Center

_____

Tribal Council 


_____
Local Health Department


_____ 

School or School District 

_____
Hospital or Healthcare System.

_____



Service area - please identify the proposed location for services (including school building, district, city and county).

__________________________________________________________________

Proposed funding model (check one):

___ Full Clinical School-Based






___ Full Clinical School-Linked






___ Alternative Clinical School-Based






___ Alternative Clinical School-Linked






___ School Wellness Program

__________________________________



_________________

Signature of Authorized Representative




Date

_______________________________________________________________________

Please Print Name and Title 


Please fax or email to:

Taggert Doll





Child and Adolescent Health Center Coordinator





Michigan Department of Community Health





dollt@michigan.gov





(517) 335-8697 (fax)

