EXHIBIT II (REVISED)
COUNTY OF LOS ANGELES – DEPARTMENT OF PUBLIC HEALTH
SUBSTANCE USE PREVENTION SERVICES FOR 

COMMUNITY COLLABORATION PROGRAM (CCP) 

WORK ORDER NUMBER: SUP-WOS-002

PROPOSER’S TRANSMITTAL FORM

PROPOSER’S NAME:   











PROPOSER’S ADDRESS: 

















Street



Suite

City





State




Zip Code

PROPOSER’S AUTHORIZED REPRESENTATIVE:  Please provide the below information as it relates to Proposer’s authorized representative.  Proposer’s authorized representative must be authorized to sign on behalf of the Proposer, able to make representations for the Proposer during contract negotiations, and able to legally bind the Proposer to any resultant MAWO.

Authorized Representative:  ______________________________________________________
Title:  _______________________________________________________________________

Address: _____________________________________________________________________




Street



Suite

City





State



Zip Code

TELEPHONE NUMBER:




 
FAX NUMBER:




EMAIL ADDRESS:








PROPOSER’S CONTACT PERSON:  Please provide the below information as it relates to Proposer’s contact person.  Proposer’s contact person will serve as the Proposer’s main contact with the County for any matters related to this WOS.  

Contact Representative:  ______________________________________________________
Title:  _______________________________________________________________________

Address: _____________________________________________________________________




Street



Suite

City





State



Zip Code

TELEPHONE NUMBER:




 
FAX NUMBER:




EMAIL ADDRESS:








CONTRACTING AFFIRMATION:

	
	Proposer intends to solely perform the duties of the MAWO as defined in Attachment A (Sample Statement of Work); OR

	
	Proposer intends to subcontract some of the duties of the MAWO as outlined in Attachment A (Sample Statement of Work).
Service Provider Name: ___________________________
Duties: _______________________________________

Service Provider Name: ___________________________
Duties: _______________________________________

Service Provider Name: ___________________________
Duties: _______________________________________



