ATTACHMENT 1
APPLICATION COVER PAGE

RFA#:18-0001
Outreach and Education to Increase Minority Enrollment in 

the AIDS Drug Assistance Program (ADAP) – Long Island Region (Nassau and Suffolk Counties)
Agency Name*: ________________________________________________________

Agency’s Federal ID Number:  ____________________________________________

Agency’s DUNS Number: _______________________________________________

Contact Person** (please type or print):  ______________________________________

Contact Person’s Signature:  ______________________________________________

Title:  ________________________________________________________________

Address:  _____________________________________________________________

______________________________________________________________________

Phone Number:  _______________________________________________________

Fax Number:  __________________________________________________________

Email Address:  _________________________________________________________

Total Amount of Funding Requested:  ______________________

*If joint application, partner agency name and address:  ____________________________

________________________________________________________________________

_________________________________________________________________________

*If applicant name is different from contracting agency, please briefly explain relationship:

________________________________________________________________________

________________________________________________________________________

**Note:
All official correspondence will be mailed to the attention of this person.
