Rhode Island Executive Office of Health and Human Services
Medicaid Division
Ryan White Part B HIV Care Program

APPLICATION COVER SHEET 

Agency Name:

Address:

FEIN:

Type of Organization: 

Please include name, phone number, and email address of the follow staff:

Executive Director:

Chair, Board of Directors:

Finance or Accounting Director:

Medical Director (if applicable):

Project Manager (for RW HIV Care Services):

Project Period:

From:  7/1/2014
To:  6/30/2017
In response to this RFP for funding to support Ryan White HIV Care Services, please accept the accompanying application.  I hereby certify that, to the best of my knowledge and belief, the program and budgetary information supplied in support of this application is accurate, complete, and current for the award period of April 1, 2013 through March 31, 2014.

I additionally certify that I am duly authorized to submit this application on behalf of the governing body of 

(Organization Name)
________________________________________________________________________

Authorized Signature





Date
________________________________________________________________________

Typed Name






Title
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