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RFA # 18138

Clinical Education Initiative

Internal Program # 18-0003


Applicant Organization Name: ___________________________________________________
Provider Type: ________________________________________________________________
Vendor ID#: __________________________________________________________________
Federal ID#:___________________________________________________________________

Contact Person: _______________________________________________________________
Title: ________________________________________________________________________
Address: _____________________________________________________________________
______________________________________________________________________________
Telephone #: ________________________________
Fax #: __________________________________
Email Address: __________________________

Component Applying For: 	☐	Component A
☐	Component B
☐	Component C
☐	Component D

Year 1 Requested Amount: _________________
Year 2 Requested Amount: _________________
Year 3 Requested Amount: _________________
Year 4 Requested Amount: _________________
Year 5 Requested Amount: __________________
Total Funding (Years 1-5) Requested From the AIDS Institute: ____________


(Applicants are required to complete Attachment 16 and include individual budgets for Years 2-5 budgets requested.  
The year 1 budget is entered in the NYS Grants Gateway)


Signature of Authorized Official: _________________________________________________
