	Application Cover Sheet


	Section A - APPLICANT INFORMATION

	1. Targeted Specialty Program:  
	Number of Residents

Anticipated:                    

	2. Applicant: 
	

	Address:  


	City:  
	State:  


	Zip:  

	3. Primary Contact:  


	E-mail:  

Telephone:  

	Address:  


	City:  
	State:  
	Zip:  

	4. Fiscal Agent (if different from Applicant):  
	E-mail: 

Telephone:  

	   Address: 
	City:  


	State:  

	Zip:  

	5. Employer Identification No.:  

	

	SECTION B - BUDGET SUMMARY

	10.  Enter the total proposed budget and the budget for each year of the grant. Do not include the required match in the total.

Note: The maximum amount per grant is $750,000. 
Total funds requested: $___________________ 

$  
Year 1  
$ 

Year 2
$

Year 3

Requested funds per year:  

Is the applicant seeking or planning to seek funding from the Wisconsin Rural Physician Residency Assistance Program? ______
      
                                                                             

	11.  NAME, TITLE AND EMAIL OF OFFICIAL AUTHORIZED TO COMMIT THE APPLICANT ORGANIZATION TO THIS 
       AGREEMENT


	Typed Name of Official:______________________________  Title:_________________________ Email______________________ :_____________________


	Signature: _____________________________________________________________
	Date:  _________________________


