 						ATTACHMENT 8

[bookmark: _Hlk515955123]Clinical Guidelines Program

RFA # 18788
Internal RFA # 21-0003

Application Cover Page


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

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

Annual Requested Amount: _________________       Five Year Total: _____________________
PLEASE NOTE: This is a 5-year award and it is anticipated that years 2-5 will remain the same.



Signature of Authorized Official: _________________________________________________
