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First 5 LA
Oral Health Community Development Project


         APPENDIX C
VERIFICATION OF ELIGIBILITY

Name of Water Agency: ______________________________________________________________
Name of Authorized Representative: __________________________________________________
Representative’s Title: _______________________________________________________________
How many service connections does _____________________________ provide?

(name of water agency)  

Complete the following table:

	
	A
	B
	C
	D
	D/C = E

	
	Municipality that will receive optimally fluoridated water from the proposed OHCD Project
	Proposed service area in municipality that will receive optimally fluoridated water from the proposed OHCD Project
	Total population of service area in municipality that will receive optimally fluoridated water from the proposed OHCD Project
	Total population in prenatal stage through age 5 of Service Area in Municipality
	Percentage of population in prenatal stage through age 5 of Service Area in Municipality

	1.
	
	
	
	
	

	2.
	
	
	
	
	

	3.
	
	
	
	
	

	4.
	
	
	
	
	

	5.
	
	
	
	
	

	*If additional space is needed to complete this table, please attach additional information to this form.


__________________________________________

__________________

Agency’s Authorized Signature




Date

__________________________________________

__________________

Print Authorized Agent Name




Date
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