2011 Frail Elderly Supported Services Fund



ATTACHMENT B
PROPOSER INFORMATION SHEET
	NAME OF ORGANIZATION:
(include any DBAs or AKAs if applicable)

	LEAD ORGANIZATION?   (Please check one ()         ( Yes                  ( No

	ADMINISTRATIVE OFFICE ADDRESS 

	EXECUTIVE DIRECTOR 

Name: 

Phone:

Fax:

E-Mail:

	PROGRAM SITE ADDRESS(ES) – If different from above


	PRIMARY CONTACT  PERSON
Name: 

Phone:

Fax:

E-Mail:
	ALTERNATE CONTACT  PERSON
Name: 

Phone:

Fax:

E-Mail:

	TYPE OF ORGANIZATION 
(Please check one ()
( Government
( Non-Profit Organization

( For Profit

( Other _______________

	INCORPORATION STATUS 
(Please check one ()
( Independently Incorporated
     Date of Incorporation ___________
( Unincorporated

( Part of Parent Corporation



	PROGRAM NAME & DESCRIPTION OF PROPOSED SERVICES – Please limit to 2-3 sentences.


	AMOUNT REQUESTED

(Funds requested must match “A” on Revenue Statement)
	$



ATTACHMENT B
	TAX EXEMPT STATUS – Check one (
( Have own 501(c)(3) IRS determination letter dated ______________ (most recent)

( Have IRS 501(c)(3) or equivalent status through another organization: 
        __________________________________________ (Name of organization and status)

( Have other tax exempt status: _______________________________________________
TAX EXEMPT REPORTING STATUS – Check all that apply (
( Filed IRS 990 for 20___ on ______________ for calendar/fiscal year beginning ______________
                                                            Date                                                                                             Date

( Registered with Charitable Solicitations Office of the Ohio Attorney General on _______________
                                                                                                                                                Date
( Filed Statement of Continued Existence with Ohio Secretary of State on ___________________ (Within last 5 years)                                                                                                Date

( These actions are done on our behalf by our parent organization.



	EQUAL EMPLOYMENT OPPORTUNITY STATEMENT
( Equal Employment Opportunity Statement dated _________ is attached to this proposal.

	I certify to the best of my knowledge that information in this application is correct and this document has been duly authorized by the governing body of the Applicant.  I further certify that if this application is approved, that said program/service will be carried out in accordance with the requirements of the Frail Elderly Supported Services Fund.
SIGNATURE________________________________________     DATE:________________________

Executive Director or Authorized Official 




Page 1 of 2

