NEW YORK STATE OFFICE FOR THE AGING

GRANT APPLICATION COVER PAGE 

NY Connects Program Year 6

Program and Budget Period: October 1, 2011 to September 30, 2012

Area Agency:  _______________________________________________________ 

Director:
________________________________________________________ 
Address:
_________________________________________________________     



_________________________________________ Zip: ____________________
Phone: 
(___) _________________________Email:______________________________
Contact person: ________________________________________________________________
Phone: 
(___) _____________________________________________________________ 
The Area Agency agrees to comply with all applicable State and Federal laws and regulations as well as all of the conditions included in your Annual Implementation Plan and this application for funding as approved.

                                                                                    
Title: _____________________ 
Name of person authorized to enter into agreement 

with the New York State Office for the Aging

                                                                                       
Date: ____________________ 
Signature of Authorized Person 

