ATTACHMENT A

 Applicant Information Form

Complete All Required Fields
	Agency/Organization/Tribe/Tribal Organization Name:


	Accounting Period:  

(Ex: Jan – Dec; Jul – Jun)



	Address:


	Did your agency expend $750,000 in federal funds during your past fiscal year?       
(YES     (NO

	City:


	State:
	ZIP:

	Applicant is:

(  Local Government

(  Non-profit Organization
	(  Federally Recognized Tribe

(  Tribal Organization (refer to Definition of Terms)

	Mailing address (if different than above):

	City:
	State:
	ZIP:



	Phone:
	Fax:
	E-mail:

	Primary Contact Name/Title:


	Program Contact Name/Title:

if different than primary
	Fiscal Contact Name/Title:

	Primary Contact’s Phone:

	Program Contact’s Phone:
	Fiscal Contact’s Phone:

	Primary Contact’s E-mail:
	Program Contact’s E-mail:
	Fiscal Contact’s E-mail:

	Federal employer identification number:


	Washington State tax registration number 
(UBI# if applicable):


	For Agencies, Organizations, and Tribal Organizations Only
Does the location where services are primarily provided comply with ADA requirements for accessibility?  
Yes (
  No  (  
If No, how will you accommodate people with disabilities that request services? 


	For Providers of Medical Social Work Only (Specialized Services)

CVC Number: 



