
Michigan Department of Community Health


Mental Health and Substance Abuse Services Administration

FY 2009 CHILDREN’S MENTAL HEALTH BLOCK GRANT PROPOSAL FACE SHEET
1. CMHSP:__________________________________ PIHP: _______________________

2.
Type of Project Request:   ___ 1-Year  ___ 2-Year  ___ 3-Year  ___ 4-Year ___ 5-Year Proposal    

3. Proposal Information:

A. Project Title: _______________________________________________________________________

B. Specific counties to be served: _______________________________________________________________________

C. Summary of service(s) that will be developed:    _________________________________

_______________________________________________________________________

D. Total amount of Block Grant funds requested: __________________________________

Year 1 Subtotal: ________  Year 2  Subtotal: _________   Year 3  Subtotal: __________ 

Year 4 Subtotal: ________  Year 5  Subtotal: _________    

E. Total Number of Children Block Grant Funding Requests Submitted: ____  

      This proposal is # _____ of # _____ (total) proposals submitted.  

F.
Has this project been funded previously with Block Grant funds? _______  

4. Name and telephone number of the individual(s) at the CMHSP to be contacted regarding this application in the event the review panel requests changes that will make the proposal appropriate to recommend for funding.  The CMHSP Fiscal Contact Person must have the authority to modify the budget forms.  The CMHSP Contact Person must have the authority to modify the statement of work and/or work plan. 

	CMHSP Contact Person for Children’s Block Grant (name, email address, telephone number)


	

	CMHSP Fiscal Contact Person (name, email address, telephone number)


	


Signature: ______________________________________
Date: ________________________




CMHSP Director




