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1.
ID Number:






Name of Organization:



Address:

     

City/State/Zip:

   

Executive Director:



Phone Number:



Fax Number:



Web Site:



Contact Person:



Title:



Contact E-Mail Address:


                                (Please make changes to above information as appropriate.)

2.
Primary mission of your organization:


______________________________________________________________________________


______________________________________________________________________________



_____________________________________________________________________________
Is your primary mission health and human service in accordance with the enclosed Eligibility Criteria?

Yes

No

Description of programs and services provided in Northeast Ohio:

(Please provide pamphlets, brochures, annual reports, etc. with your programs and services highlighted and summarized below.)

Define target population served (race, age, special need):


Indicate Counties Served:


Ashland

Erie

Lake

Portage

Trumbull


Ashtabula

Geauga

Lorain

Richland

Tuscarawas


Columbiana

Holmes

Mahoning

Stark


Wayne


Cuyahoga

Huron

Medina

Summit

Other


3.
Agency/Organization Type: (Check one)



For Profit

Government

Tax exempt 501(c)(3) Organization
Employer Identification Number:  


(please attach exemption determination letter from the Internal Revenue Service and any subsequent confirmation letters (sample attached.)


Name as it appears on 501(c)(3) exemption letter

____________________________________________________________________________

(If name on 501(c)(3) exemption letter is different than name shown on front of this form, please attach documentation from the named organization substantiating the affiliation, i.e. letter from national organization confirming chapter status.)

If applicable, Member Agency of United Way of



4.
Total Annual


Spending Budget
$


$



Current Year (2010)
Prior Year (2009)


Total Spending for

Program Services
$


$



In Northeast Ohio
Current Year (2010)
Prior Year (2009)

I certify that this agency is currently classified as a tax exempt organization under the provisions of section 501(c)(3) of the Internal Revenue Code.  I certify that all United Way funds and donations will be used in compliance with all applicable anti-terrorism financing and asset control laws, statutes and executive orders.  I agree that my organization will not seek, promote or encourage donors to designate my organization as a recipient of funds contributed to the annual United Way campaign.  I also give United Way of Greater Cleveland permission to utilize this information in response to donor inquiries and to share information with other United Ways.

5.






Date
Executive Director Signature



Executive Director Name   (Please Print)

Please complete and sign this Designee's Health & Human Services Statement and return it to United Way of Greater Cleveland, 1331 Euclid Avenue, Cleveland, Ohio 44115, Attention:  Kim Bores by ___________.  Please direct any questions to Kim Bores at 216-436-2146, kbores@unitedwaycleveland.org.  Thank you!
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