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FLORIDA ASSOCIATION OF HEALTHY START COALITIONS, INC. 
 

FLORIDA ECCS HEALTH INTEGRATION PRENATAL TO THREE PROGRAM 
 

REQUEST FOR PROPOSAL (RFP) 
 
 
 
Entity’s Legal Name: __________________________________________________________  
 
Entity’s Mailing Address: ______________________________________________________  
 
City, State, Zip: ______________________________________________________________  
 
Telephone Number(s): (Including area code) ______________________________________  
 
Fax Number(s): (Including area code) ____________________________________________  
 
Email Address: ______________________________________________________________  
 
Website Address: ____________________________________________________________  
 
Federal Employer Identification Number (FEIN): ____________________________________  
 
DUNS Number: ______________________________________________________________ 
 
Amount Requested: __________________________________________________________  
 
Entity’s Fiscal Year End Date: ___________________________________________________  
 
Contact Person for Application: _________________________________________________  
 
Authorized Signature in Blue Ink: ________________________________________________  
 
Printed Name of Authorized Signature: ___________________________________________  

 
Title: ________________________________________________________________  
 
Date: ________________________________________________________________ 


