Homeless Services Network of Central Florida, Inc.

2009 Continuum of Care
PROPOSAL COVER SHEET

Date of application:                                                    

DUNS Number_______________
Organization:    _______________________________________________________________

Organization’s Legal Name, if different: ___________________________________________

Street Address _______________________________________________________________

City:                               

 ST_____________   Zip:  ________________________
Your organization’s mission statement: 

Proposal Information

Proposal/Project Title:  __________________________________________________________
Total Amount of Grant Request:  $  _________________  % Supportive Services:____________
Project Duration:  (Must be two or three years) Start Date: _______      End Date  ________
Person preparing/submitting the application: 

Name ______________________________________________________________________

Title: ______________________________________________________________________

Phone:                                  Fax:                                       Email: ________________________
Signatures Indicating Agency and Board Approval to submit proposal: 

Agency President/CEO Signature __________________________________________________
Phone: _______________   Fax: __________________  Email: _________________________

Authorized Board Representative Signature_________________________________________

Phone: _______________   Fax: __________________  Email: _________________________

