APPLICATION FOR TITLE X FUNDING
FUNDING PERIOD: ________________________________________________________

Submitted to:

WYOMING HEALTH COUNCIL

416 W 24th St

Cheyenne, WY 82001

Submitted by:

Agency Name: __________________________________________________________________

Project Director: ________________________________________________________________

Telephone: ____________________________________________________________________

Fax: __________________________________________________________________________

E-Mail Address: ________________________________________________________________

Counties in Service Area (include only those counties where you have established clinic sites or satellite services):

________________________________
__________________________________________

________________________________
__________________________________________

________________________________
__________________________________________

Name of Person Writing This Grant Application: ______________________________________

I authorize that this grant application has been reviewed and approved by the Board of Directors or other governing body.

___________________________________

_________________________________

Signature of Board President or 


Date

other member of governing body
Title X Application 2012


