Avon Breast Health Outreach Program – REQUEST FOR APPLICATIONS – 2012 FUNDING


Online Application Form Template
Please note: This document illustrates all of the information that is collected through the online Avon BHOP funding application form (excluding required attachments) and is provided for proposal development and planning purposes only.  All applications must be submitted through the online system. If you decide to use this template, you will need to cut and paste the information into the online form for submission. Page numbers below correspond with the page of the online application form.  Please review the entire Request for Applications before submitting your proposal online.
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Organization Information

Please enter information about your organization below:

 
Organization Legal Name
This should be the legal name of the entity that would be the payee if a grant were approved (501 c 3 or equivalent)
 
Also Known As
(If applicable)
 
Administrative Address
Primary administrative address to which all correspondence regarding this application will be mailed, including notice of award, contracts and grant checks.
 
City
State
Postal Code
Outreach Program Address
*Address that will be listed on the Avon Foundation website and in the program implementation guide. Format: 111 Main Street, Town, State Zipcode
 
Phone
General Office Number (format: (###) ###-####)
Fax
 
Organization Website. If your organization does not have a website, please enter N/A
 
Background
Describe your organization, including your current programs, strategies and affiliations. (500 word limit)
 
Annual Budget
Your total operating budget for this current fiscal year for your entire organization/hospital
 

Please enter contact information below for the leader/CEO of your organization

Prefix
First Name
Last Name
Suffix
Title
E-mail
Office Phone
Extension
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Contact Information

Please enter all contact information for this proposal.

Pay close attention to the description of each contact role and fill in the information correctly.

 

Project Director (Person who is in charge of day to day management of project)

Prefix
First Name
Last Name
Suffix
Title
Department
E-mail
Office Phone
Extension
Office Address
Office City
Office State
Office Postal Code
 

Co-Project Director. If this position is not applicable, please leave these fields blank.

Prefix
First Name
Last Name
Suffix
Title
Department
E-mail
Office Phone
Extension
Office Address
Office City
Office State
Office Postal Code
 

Fiscal Officer: This is the person in your organization's finance department who would serve as the financial contact for this grant.

Prefix
First Name
Last Name
Suffix
Title
Department
E-mail
Office Phone
Extension
Office Address
Office City
Office State
Office Postal Code
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Grant Request

Breast Health Outreach Program Name: Project Title (for example "Every Woman Counts")
 


Project Description / Abstract
Please provide both a one sentence summary and a more detailed paragraph. Word limit is 750 words. (If your project is funded, this information will be posted on the Avon Foundation web site). For example your opening sentence could read "This project will support three community health educators who will educate the women of Broward County on breast health and link them to early detection programs."
 
Total Request Amount
Enter total grant amount requested for year. This should match 'Column A' from line item budget.
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Program Information

Please fill in information related to the activities proposed by your application

 
Primary Population to be Served
Please enter a description of the populations served by your program
 
Specialized Population to be Served
Please enter a description of the specialized populations served by your program, if any (e.g. Somali Immigrants, Vietnamese, etc.)
 

Geographical Area
Please enter a description of the geographic areas served by your program (e.g. New York City, Smith County, Rural Virginia)
 
Program Goals

For each category below, identify the level (#) of services to be provided by the program and the percent of clients that will be new to the program.

 
Program Goal 1 - Mammograms
Enter the number of Mammograms to be facilitated and Percent of those navigated into mammogram that will be new clients to your program.
 
Program Goal 2 - Clinical Breast Exams
Enter the number of Clinical Breast Exams to be facilitated and Percent of those navigated into CBE that will be new clients to your program.
 
Program Goal 3 - Educational Encounters
Enter the number of individuals reached through group or individual educational encounters.
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Online Submission Agreement

By checking the box below, I, (a) affirm that I am an authorized representative of applicant institution; (b) affirm that the information in the application is complete and accurate; (c) agree to provide additional information to the Avon Foundation and to be available for site visits, if requested; (d) understand and agree that funding decisions are made by Avon Foundation at its sole discretion and are final, and that Avon Foundation shall have no responsibility to any applicant not selected for receipt of a grant; and (e) if selected for funding, agree to sign a grant agreement with Cicatelli Associates Inc. acting as an agent of the Avon Foundation and to provide reports in a format and timeline to be specified by Avon Foundation and to cooperate with the Avon Foundation in local and national publicity related to the project specified in application. 
If you agree to the above statement, please check this box:[image: image1.wmf]
 

Name and Title of authorized representative
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Attachments 

For your application to be considered complete we require that you upload the following attachments with your application.


1 - Program Narrative
2 - Organizational Profile 
3 - Program Budget - Includes Budget AND Budget Justification Narrative 
4 - Medical Provider Commitment Forms (Please combine all forms into one file for upload)
5 - Biographies for Key Personnel (No more than two pages per person. Please combine all individual biographies into one file for upload)
6 - IRS Letter of Determination for Payee Organization

In addition, you are welcome to upload:

7 - Additional Letters of Support (optional - Please combine any letters of support into one file for upload)


IMPORTANT INFORMATION:

* Please attach ONE file per upload category outlined above. We ask that you combine all documents into a single file for upload. For example, if you intend to upload Medical Provider Commitment Forms for three providers, combine all three forms into a single file, then upload that single file under the Medical Provider Commitment Forms category. Similarly, all key staff biographies must be combined into a single file for upload under the Biographies category. 

* Each attachment should be no more than 1MB in file size. If you are scanning documents to submit, please make sure that the scanner is programmed to scan in a low resolution.

* Please note that only Word, Excel, and PDF documents are accepted as attachments. 

* Templates for Program Narrative, Organizational Profile, Program Budget with Budget Narrative, and Medical Provider Commitment Forms can be found on our website at http://www.avonbhop.org/applyforfunding.htm  
Top of Form
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