ATTACHMENT 2

PROPOSAL FACE SHEET

REQUEST FOR PROPOSALS

FOR

CalWORKs SUBSTANCE ABUSE TREATMENT PROGRAM

	Name of Agency Submitting Proposal:
	     

 FORMTEXT 
     

	Address (Main Office):
	     

 FORMTEXT 
     

	
	     

	City, Zip Code:
	     

	Telephone:
	(     )      

	Fax:
	(     )      

	
	

	Indicate if new non-SAPC contracted agency or current SAPC contracted treatment provider
	 FORMCHECKBOX 
  New
	 FORMCHECKBOX 
  Current

	If current provider, indicate if treatment service is new or an expansion of current program services
	 FORMCHECKBOX 
  New
	 FORMCHECKBOX 
  Expansion

	Specific Geographic Area/ Location of site(s) for:
	Location
	SPA1
	SD2

	· Outpatient Counseling
	     
	     
	     

	· Day Care Habilitative
	     
	     
	     

	· Residential Treatment
	     
	     
	     

	· Residential Medical Detoxification
	     
	     
	     

	Specific Populations Targeted:
	     

	Total Amount of Funding Requested:
	     

	Name of Executive Director:
	     


________________________________________
______     ____________________

SIGNATURE OF EXECUTIVE DIRECTOR



DATE

1 Service Planning Area (visit http://publichealth.lacounty.gov/spa/spamap.htm for your facility’s SPA location)
2 Supervisorial District (visit http://planning.lacounty.gov/ for your facility’s SD location)
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