

ATTACHMENT A
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Individual/ Agency/ Organization Name:      	  Amount Requested: $           
 


ATTACHMENT A: RFQ COVER SHEET

Help Me Grow San Mateo County: 
Child Health Care Provider Liaison


	Contact Information
[bookmark: _GoBack][bookmark: Text4]Individual/ Agency/ Organization Name:      	
[bookmark: Text5]Address:	     	
[bookmark: Text6]City/State/Zip:	     	
[bookmark: Text7]Contact Name and Title:	     	
[bookmark: Text8][bookmark: Text9][bookmark: Text10]Phone:       	    Fax:        	   E-mail address:        	



	[bookmark: Text11]Purpose of Request (one sentence summary):      	
	
	

	
[bookmark: Check9][bookmark: Check10]Type of Organization/Individual (check one):  |_| Non-profit  501c(3)     |_| Public sector      
[bookmark: Check12][bookmark: Check11][bookmark: Text17]|_| Private for-profit      |_| Independent Consultant        |_| Other:      


	
[bookmark: Text15]		     	
 RESPONDENT’S SIGNATURE			                                 DATE

[bookmark: Text16]     	  
 TITLE
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SAN MATEO COUNTY




