FAMILY CONNECTS GRANT – NURSING STAFF AGENCY
REQUEST FOR PROPOSALS
ATTACHMENT I

Organization Name:	_________________________________________________________________

Physical Address:	_________________________________________________________________

Mailing Address:	_________________________________________________________________
(if different)

Primary POC:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Medical Director:	_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Contracts POC:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Fiscal POC:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Program POC:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Other Staff:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Other Staff:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________

Other Staff:		_________________________________	Title:	___________________
	Email:		_________________________________	Phone:	___________________


Name and Title of Person(s) Authorized to Sign Contracts:

Name:	______________________________________________	Title:	___________________

Name:	______________________________________________	Title:	___________________

Name:	______________________________________________	Title:	___________________

[bookmark: Check1][bookmark: Check2][bookmark: _GoBack]Are multiple signatures required on contracts? |_| Yes	|_| No		If so, how many? ___________
