Appendix C.                  Notification of Intent to Apply

Date: ________________
State Agency Information:
	Name of State agency:   	
	State agency mailing address:	

Project Contact Information:
	Name:  	
	Title/Position:	
	Email;
	Phone:
	Fax:
State Agency Intent Statement:
	





Signature of Authorized State Personnel:

_______________________________________	  	_________________
Signature 						Date
_______________________________________		________________________________
Printed Name 						Title 
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