COVER SHEET
STATE OF CONNECTICUT
DEPARTMENT OF SOCIAL SERVICES
RFP NAME:  Nursing Facility Diversification
Nursing Facility Owner:

	     
	     
	(     )     -     

	Legal Name
	FEIN or Social Security Number
	Telephone Number

	     
	     
	     

	Mailing Address
	Town, State
	Zip Code

	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No

(check one)
	 FORMCHECKBOX 
 Profit      FORMCHECKBOX 
 Nonprofit

(check one)
	

	Incorporated
	Type of Organization
	Fiscal Year End


Nursing Facility:
	     
	(     )     -     

	Name
	Telephone Number

	     
	     
	     

	Address
	Town, State
	Zip Code

	     
	 FORMCHECKBOX 
 Component 1      FORMCHECKBOX 
 Component 2

(check one)

	DSS Provider Identification Number

	     
	 FORMCHECKBOX 
 Level A      FORMCHECKBOX 
 Level B
(check one)

	Total Funding Requested


Nursing Facility Administrator:

	     
	(     )     -     

	Name
	Telephone Number

	     
	     
	     

	Address
	Town, State
	Zip Code

	     
	     

	E-mail Address
	Facsimile Number


Management Office:

	     
	(     )     -     

	Name
	Telephone Number

	     
	     
	     

	Mailing Address
	Town, State
	Zip Code

	     
	     

	E-mail Address
	Facsimile Number


Parent Organization:

	     
	(     )     -     

	Name
	Telephone Number

	     
	     
	     

	Mailing Address
	Town, State
	Zip Code

	     
	     

	E-mail Address
	Facsimile Number


Contact Person (Individual who can provide additional information about the proposal or who has immediate responsibility for the proposal):

	     
	     
	(     )     -     

	Name
	Title
	Telephone Number

	     
	     
	     

	Mailing Address
	Town, State
	Zip Code

	     
	     

	E-mail Address
	Facsimile Number


Authorized Official (Individual empowered to enter into and amend contractual instruments in the name and on behalf of the Contractor):

	     
	     
	(     )     -     

	Name
	Title
	Telephone Number

	     
	     
	     

	Mailing Address
	Town, State
	Zip Code

	     
	     

	E-mail Address
	Facsimile Number

	

	Signature


