2/24/22

Self Market directly
to Huntsville Center

* Company Name:

* Phone Number:

* Point of Contact:

* Point of Contact’s valid email:

* Unique Entity ID:
* CAGE Code:

* State where your firm is located:

* Primary NAICS Code:

* Other NAICS Codes your firm self-performs:

* Small Business Socio-Economic Designation:
DSmaII Business (No Additional Socio-Economic Category)

DSmaII Disadvantaged Business
O 8(a)
JANC
[ Indian Tribe
I NHO

|:| Woman Owned Small Business (Certified)
[0 Economically Disadvantaged Woman Owned

|:| Woman Owned Small Business (Not Certified)
[] HuBZone

|:| Service Disabled Veteran Owned Small Business
|:| Veteran Owned Small Business

|:| Other than Small Business (Includes Non-Profits)




* Your firm can perform at locations in:

* If applicable, state per-contract bonding limit:

Describe your firm’s products or services, demonstrated qualifications, specialized experience, technical

[JAlabama
[CAlaska
[JArizona
[JArkansas
[1cCalifornia
[ Colorado
[ Connecticut
[1Delaware
[1Florida
[1Georgia
[1Hawaii
[1daho
[1llinois
[dIlowa
[Kansas
[ Kentucky
[JLouisiana
[IMaryland
[IMassachusetts
[IMichigan
[IMinnesota
[IMississippi
[ Missouri
[IMontana
[INebraska
[INevada

[CINew Hampshire
CINew Jersey
CINew Mexico
CINew York
CINorth Carolina
[CINorth Dakota
[J ohio
[Joklahoma
[Joregon
[CJPennsylvania
[CJRhode Island
[C]South Carolina
[Jsouth Dakota
[CJTennessee
[Texas

[Jutah
[JVvermont
[Virginia
[CJwashington
[CJwest Virginia
[ Wisconsin
CJwyoming
[CIDistrict of Columbia
[ Guam
[CJPuerto Rico
[CJForeign Nations

competence, past performance and any other information you would like us to know.
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