COVER PAGE

MINORITY HEALTHY BIRTH OUTCOMES

PUBLIC INFORMATION CAMPAIGN

February 1, 2008 - June 30, 2008

LEGAL NAME OF APPLICANT:        

TITLE OF APPLICATION:        

CONTACT PERSON:        

ADDRESS:        

CITY:        

STATE:        

ZIP:        

TELEPHONE:  (       )        

FAX:  (       )        

E-MAIL:        

TAX IDENTIFICATION NUMBER:        

DOLLAR AMOUNT REQUESTED: $       

IN-KIND: $       

PROJECT DESCRIPTION:
(Concisely describe purpose of request, target population, and services to be provided.)

	     


SIGNATURE OF AUTHORIZED APPLICANT REPRESENTATIVE:



DATE: 

MINORITY HEALTHY BIRTH OUTCOMES

PUBLIC INFORMATION CAMPAIGN

BUDGET FORM

FEBRUARY 1, 2008 – June 30, 2008

AGENCY NAME:         

PROJECT:         

	I.
PERSONNEL

(By Position Title)
	ANNUAL SALARY RATE
	NUMBER MONTHS BUDGETED
	% TIME
	GRANT AMOUNT
	IN-KIND OR MATCH
	TOTAL GRANT and IN-KIND/MATCH

	     
	     
	   
	   
	     
	     
	     

	     
	
	
	   
	     
	     
	     

	     
	
	
	   
	     
	     
	     

	     
	
	
	   
	     
	     
	     

	     
	
	
	   
	     
	     
	     

	
FRINGE BENEFITS  ( 
%)
	     
	     
	     

	
TOTAL CATEGORY I
	     
	     
	     

	

	II.
CONSULTANT & CONTRACTUAL
	GRANT AMOUNT
	IN-KIND OR MATCH
	TOTAL GRANT and IN-KIND/MATCH

	     
	     
	     
	     

	     
	     
	     
	     

	
TOTAL CATEGORY II
	     
	     
	     

	

	III.
PROGRAM SUPPLIES
	GRANT AMOUNT
	IN-KIND OR MATCH
	TOTAL GRANT and IN-KIND/MATCH

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	
TOTAL CATEGORY III
	     
	     
	     

	

	IV.
AGENCY OPERATIONS
	GRANT AMOUNT
	IN-KIND OR MATCH
	TOTAL GRANT and IN-KIND/MATCH

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	
TOTAL CATEGORY IV
	     
	     
	     

	

	V.
INDIRECT COSTS
	     
	                
	                  

	

	TOTAL ALL COSTS CATEGORIES (I-V)
	     
	     
	     


