Choose Life of Georgia, Inc. Application

	Please Return Upon Completion

	Legal Name of Agency
	

	D/B/A Name
	

	Mailing Address

	

	Physical Address

	

	Telephone # Business Line
	

	Hotline #
	

	Fax #
	

	Agency Email address
	

	Agency Website address
	

	Name of Director:
	

	Number where director can be reached after hours
	

	Board of Directors: Name, title, address, telephone # - please use separate paper if needed
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	Is your agency registered with the Secretary of State as a 501c3 non-profit corporation?
If yes, list year of incorporation.

Copy of Articles of Incorporation required
	Yes _____

	
	No  _____

	
	Year of Incorporation ____

	Discrimination Policy:
Does your agency comply with the requirement that recipients of services not be discriminated against for any reason, including, but not limited to race, family status, color, religion, national origin, handicap or age?
	Yes _____

No ______

	Tax Exempt Status: Have your received you tax exempt status from the IRS (please attach)


	Yes _____
No ______

	Religious Status:  Are you a ministry of a religious organization?  If yes, please list name, address, phone and contact at organization 
	Yes _________     No ___________


	Hours Open: What are your hours of operation?
	

	Funding: What are your current sources of funding?

	

	Affiliations: Are you affiliated with a nationally recognized pregnancy support organization?
  If yes, please list.

	Yes  ______
No  ______



	Staff:  How many paid staff do you have.  List name, title, and if they are full or part-time.
(Attach sheet if needed)
	

	Volunteers:  How many volunteers work directly with clients?
	

	Training:  How often do you have volunteer, staff and

 board training?  What training
 materials are you using ?

	

	Adoption Training: Name of person who has had adoption training.  Please list who provided the training and when.


	

	Do you provide adoption counseling training for your

 staff and volunteers?


	

	Do you have a standard operating procedure for sharing adoption counseling?
	

	Referrals:  To whom do you refer clients to for adoption?


	

	Medical Facility:  Are you a medical clinic? 
Do you plan to become a medical clinic?
	

	Service Area:  What county are you located in?
What counties do you serve?


	

	Client load: How many new clients do you 
 average per month?

	

	Hotline:  How many calls do you receive monthly?
	

	Abortion: Do you acknowledge that your agency is not associated with abortion activities, including counseling for or referrals to abortion clinics, providing medical abortion-related procedures, or pro-abortion advertising?
	Yes _______

No ________

	Abortion Facilities: Are you aware of any abortion facilities
 or doctors performing abortions in your area?
	Yes  _____         No ______
List:



	Method of Operation: Please describe your procedures when a client comes in for services.

You may use a separate sheet 
	

	Greatest Need:  What is your greatest need at this point?


	

	Additional Information:  Include any additional information you would like to share about your agency.


	

	Compliance Statement:  If your agency is approved, will you agree that any money received from Choose Life of Georgia, Inc. will be spent wisely and that your agency will report quarterly the required statistics?

 Reports submitted late will 

result in loss of funds.


	Yes _____

No ______


__________________________________


_______________
Signature of Executive Director




Date
_________________________________


________________
Signature of Board President




Date
Return with the required documents to:



Choose Life of Georgia, Inc



P.O. Box 665




Lawrenceville, GA  30046




678-831-0230
PLEASE MAIL – DO NOT FAX

September 2007
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