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	DIVISION INFORMATION
	DIVISION:


	
	SECTION/ORG NAME:


	
	PROGRAM CONTACT NAME:

	TELEPHONE NUMBER:


	
	EQUIPMENT FUNDING SOURCE (IDENTIFY GRANT NAME (IF APPLICABLE) AND FEDERAL AID NUMBER):


	
	TITLE OF MOU (IF APPLICABLE): 
	PO NUMBER:  

	RECEIVING ORGANIZATION INFORMATION*
	ORGANIZATION NAME:*



	
	TELEPHONE NUMBER:*



	
	NAME OF PERSON AUTHORIZED TO SIGN FOR ITEM(S):*


	
	ITEM DESCRIPTION (MAKE, MODEL, ETC)
	SERIAL NUMBER OR OTHER IDENTIFYING INFORMATION (IF AVAILABLE)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	RECEIVING ORGANIZATION AUTHORIZED SIGNATURE:*


	PRINT NAME:*

	DATE:




	PROGRAM MANAGER SIGNATURE:


	PRINT NAME:


	DATE:




	DIVISION FISCAL SIGNATURE:

     
	PRINT NAME:

     
	DATE:

     

	*IF EQUIPMENT IS PROVIDED TO INDIVIDUAL PROGRAM PARTICIPANTS, DO NOT INCLUDE NAMES & OTHER IDENTIFYING INFORMATION ON THIS FORM.  SUCH INFORMATION IS TO BE MAINTAINED WITHIN PROGRAM FILES.  
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