Attachment A

Missouri Department of Health and Senior Services

2007 WIC CLIENT SERVICES ENHANCEMENT PROJECT FUNDING

Required Application Format

	Contact Name:

	Local Agency:
	Local Agency Number:

	Phone:
	Email:



Address:


Project--Check One:   FORMCHECKBOX 
Nutrition Education, 
 FORMCHECKBOX 
Breastfeeding, 
 FORMCHECKBOX 
Auto Dialer, 



    FORMCHECKBOX 
Media, 
or 

 FORMCHECKBOX 
Clinic Environment

Project Purpose:   (What do you want to accomplish?  How will this maintain and/or increase caseload?):

Essential Features (How will you accomplish the project?):

How does the project support the local agency plan (LAP)?

Evaluation Plan (How will you know this has worked?):

Sustainability Plan (How will you continue after the funding period ends?):

