ATTACHMENT A

Michigan Department of Community Health

Mental Health and Substance Abuse Services Administration

FY 2010 COMMUNITY MENTAL HEALTH BLOCK GRANT

2nd YEAR PROPOSAL FACE SHEET
1. PIHP/CMHSP: __________________________________________________________________________________

2.
Name of Project:  ________________________________________________________________________________                         

3.
PCA #: ____________
 FORMCHECKBOX 
 Rural County
 FORMCHECKBOX 
 Urban County

4. Summary of services that will be developed: _________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

5.
Block Grant funding requested:

	   FY10 Block Grant

Funds Requested
	Equal Contribution - Required
(Except for Non-Competitive EBP Proposals)
	FY10 Other / Local

Funding (Voluntary)
	Total FY10
Funding

	       $ 
	       $
	      $
	      $


6.
Name and telephone number of the individual(s) 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 budget person must have the authority to modify the budget forms.  The work plan person must have the authority to modify the work plan. 

	
	Name
	Title
	Telephone No.
	E-mail Address

	PIHP/CMHSP Fiscal Contact
	
	
	
	

	PIHP/CMHSP Workplan Contact
	
	
	
	


Signature: ____________________________________________________
Date: __________________________


PIHP/CMHSP Director

