APPLICATION COVERSHEET
TRANSFORMATIONAL HEALTHCARE DELIVERY MODELS FOR CHILDREN AND ADOLESCENTS
	Applicant agency name:


	Applicant agency address:



	Contact Person (name, email, phone):


	

	Authorized agency signatory name and title:

	Authorized agency signature:


	Type of Service Delivery Model:

	Priority Areas (check all that apply):

___Access to Care

___Clinical Health Outcomes 

___Health Disparities

___Primary Preventive Care
	Target Population (Main Focus):

___Children (ages 5-11)

___Adolescents (ages 12-21)


Check if Applicable:

Information Technology Incorporated___

	Target Service Area:

	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 MDE and MDCH

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

	___ Once fully operational all grant requirements (Attachment B) will be met within the proposed service delivery model

	Authorized agency signature:                                                                                  Date:


