
  
 

   
 

   
   

     
 

 

 
 

 

 
 

 

 

 
 

 

  
 

 
 

 

 

  

 

 
  

 

 
   

 

 

  

 

 
    

 

 

   

 

 

  
 

 
     

 

 
        

 

 

 
 

 

   
 

 
  

 

 

   

 

               

 

   

 

 

   

 
 

  
 

 

 

Attachment B 

Office of Vocational Rehabilitation 
and 

Statewide Independent Living Council 
Request for Application (RFA) 

Statewide Support Services Provider (SSP) Project Application 
GRANT APPLICANT NAME 

ADDRESS 

CITY STATE ZIP CODE 

TELEPHONE NUMBER FAX NUMBER 

EXECUTIVE DIRECTOR NAME 

EXECUTIVE DIRECTOR EMAIL ADDRESS EXECUTIVE DIRECTOR TELEPHONE NUMBER 

CONTACT PERSON NAME AND TITLE 

CONTACT PERSON EMAIL ADDRESS CONTACT PERSON TELEPHONE NUMBER 

COUNTIES TO BE SERVED BY THIS PROJECT 

A DUN AND BRADSTREET D-U-N-S® NUMBER IS REQUIRED FEIN# SAP VENDOR # 

FUNDING REQUEST SMALL DISADVANTAGED BUSINESS 

YES NO 

Authorized Individual 

AUTHORIZED INDIVIDUAL NAME 

SIGNATURE OF AUTHORIZED INDIVIDUAL DATE SIGNED 


	Grant Applicant Name: 
	Address: 
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	ZIP Code: 
	Telephone Number: 
	FAX Number: 
	Executive Director Name: 
	Executive Director Email Address: 
	Contact Person Name and Title: 
	Contact Person Email Address: 
	Contact Person Telephone Number: 
	Counties to be Served by this Project: 
	A Dun and Bradstreet D U N S Number is Required: 
	F E I N Number: 
	S A P Vendor Number: 
	Funding Request: 
	Authorized Individual Name: 
	Small Disadvantaged Business: Off
	Executive Director Telephone Number: 


