




RFP J24021 Addendum No. 1 

FOR OFFICE USE 
JUD APP NO.______________ 

STATE OF HAWAII 

THE JUDICIARY 
PROPOSAL APPLICATION IDENTIFICATION FORM 

RESPONSE TO RFP NO.______________ 

SVC SPEC. NO./CODE/DESCRIPTION:__________________________________________________________________________ 
TITLE OF APPLICANT’S PROGRAM:____________________________________________________________________________ 
Check one: 
☐INITIAL PROPOSAL APPLICATION 
☐FINAL REVISED PROPOSAL (COMPLETE ITEMS _________-_________ ONLY)

1. APPLICANT INFORMATION 

LEGAL NAME: 

DBA: 

STREET ADDRESS: 

MAILING ADDRESS: 

2. CONTACT PERSON FOR MATTERS INVOLVING THIS APPLICATION: 

Name______________________________________________ 

Title_______________________________________________ 

Phone#_________________________________ 

Fax#___________________________________ 

E-mail_____________________________________________

3. TYPE OF BUSINESS ENTITY 

☐NON PROFIT CORPORATION ☐SOLE
PROPRIETORSHIP 
☐FOR PROFIT CORPORATION ☐PARTNERSHIP 
☐LIMITED LIABILITY COMPANY

4. STATE OF INCORPORATION (if applicable)

5. TAX IDENTIFICATION:
FEDERAL TAX ID#:______________________________________    STATE TAX ID#:_____________________________________________ 

6. GEOGRAPHIC AREA(S) APPLCANT IS TO SERVE 
☐East Hawaii’I ☐Kaua’i 
☐West Hawai’I ☐Leeward O’ahu 
☐Maui ☐Central O’ahu 
☐Moloka’i ☐Windward O’ahu 
☐Lanai ☐Honolulu 

7. TARGET GROUP(S) APPLICANT IS ABLE TO SERVE 
☐Infants and toddlers: 0-3 years of age 
☐Children: 3-5 years of age
☐Children: 5-10 years of age
☐Adolescents: 10-18 years of age 
☐Adolescents & Adults: 18-21 years of age 
☐Adults: 21-59+ years of age
☐Elders: 60+ years of age
☐Families
☐Other:__________________________________________

8. FUNDING REQUEST: 

FY__________   $________________________ 

FY__________   $________________________ 

FY__________   $________________________ 

FY__________   $________________________ 

    TOTAL              $________________________ 

9. SERVICE ACTIVITIES APPLICANT WILL PROVIDE: 
☐Substance Abuse Assessment
☐Substance Abuse Education
☐Outpatient/Intensive Outpatient Treatment
☐Residential Program

TYPE NAME &TITLE OF AUTHORIZED REPRESENTATIVE 

_____________________________________________________    ___________________________________________________________         _________ 
      Authorized Signature        Name & Title       Date 


