MHRSB RFP Response: Community Psychiatric Emergency Services Consultant


	Applicant
	Contact Person

	Name of Organization:

Address:


Agency Director:

Telephone:

Fax:

Website:

Federal tax identification #:


	Name:


Address:


Telephone:


Email:





Project Title: _____________________________________________________________

Total Project Funds Requested: ______________

Total Organizational Budget: _________________

The applicant certifies to the best of their knowledge and beliefs, the data and information in this proposal are true and correct and this document has been duly authorized by the governing body of the applicant. Further, the applicant certifies that, if the proposal is approved, the project will be conducted in accordance with the project proposal and any special condition included in the Request for Proposal. The applicant certifies that the organization does not discriminate in the provision of project services on the basis of race, color, religion, national origin, gender, gender identity, ethnicity, age, marital status, disability, pregnancy, military/veteran status, genetic information, sexual orientation, creed, human immunodeficiency virus status or other federal, state or local protected classes, and is not  in violation of any local, state or federal laws, statutes, ordinances, or resolutions.
[bookmark: _GoBack]
Authorized representative to complete the following:
	
Name and Title (print): _________________________________________________________


Signature: ___________________________________________	Date: __________________

