APPLICATION TO

KANSAS DEPARTMENT FOR AGING AND DISABILITY SERVICES
SPECIAL PROJECT

	1.  Title of Project:

     

	2.  Type of Application:

 FORMCHECKBOX 
  New              FORMCHECKBOX 
  Continuation                          FORMCHECKBOX 
  Revision                   FORMCHECKBOX 
  Supplement

	3.  Project Director 
Include:  Name, Title, Department, Mailing Address (Street, City, State, Zip Code) and E-mail Address:

     
     
     
     
     
	4.  Type of Organization:  (Check One)

 FORMCHECKBOX 

Public for Profit Agency

 FORMCHECKBOX 

Public Non-Profit Agency

 FORMCHECKBOX 

Private Non-Profit Agency

	     
(Area Code) Phone No.


	5.  Budget Year:
    From       Through      


	6.  Applicant Agency (Name and Address – Street, City, State, Zip Code):
     
     
     

	7.  Payee (Specify to whom checks should be sent –  Name, Title, Address):

     
     
     


	8.  Name, Title, Address of Official Authorized to Sign for Applicant Agency:

     
     
     

	     
Federal Tax Identification Number

	9.  Terms and Conditions:  It is understood and agreed by the under signed that:  (1) funds awarded as a result of this request are to be expended for the purposes set forth herein and in accordance with all applicable laws, regulations, policies and procedures of this State:  (2) any changes in the proposal as approved will be submitted in writing by the applicant and upon notification of approval by the State Agency shall be deemed incorporated into and become a part of this agreement;  (3) the attached Assurance of Compliance with the Department of Health and Human Services Regulations issued pursuant to Title VI of the Civil Rights Act of 1964 applies to this proposal as approved; and  (4) funds awarded by the State Agency may be terminated at any time for violation of any terms and requirements of this agreement.



	10.   Signature (Person Named in Item 8):




Signature 





Date


SS-018

7/1/12


