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CRANT PROCRAM





Application Form

	ORGANIZATION INFO
	

	
	
	

	     
	[image: image19.jpg]
	
	     

	Project Site
	
	
	Parent/Fiscal Agent Name
	

	     
	
	     

	Address                                            
	G
	
	Address
	

	     
	
	
	     

	City, State
	
	
	
	
	City, State
	

	     
	
	     
	
	
	     
	

	Zip Code
	
	County
	
	
	Zip Code
	

	     
	
	
	
	
	     
	

	Phone
	
	
	
	
	Phone
	

	     
	
	
	
	

	Email
	
	
	
	

	
	
	
	

	TAX STATUS

	
	
	
	

	 FORMDROPDOWN 

	
	     
	

	Tax Status
	
	If Other, Please Explain
	
	
	
	


	CONTACT INFO

	

	     
	
	     

	Contact Name
	
	Address

	     
	
	     
	
	     

	City
	
	State
	
	Zip Code

	     
	
	     
	
	     

	Email
	
	Phone
	
	Fax


	APPLICATION INFO

	

	$      
	
	$      

	Amount Requested
	
	Match Provided (optional)

	Brief description of the proposed project:
	     

	How did you hear about this grant program?
	     

	Previous Applications:
(check all that apply)
	Applied 2008 [image: image1.wmf] Yes   [image: image2.wmf] No
	Funds Received:
	$      

	
	Applied 2009 [image: image3.wmf] Yes   [image: image4.wmf] No
	Funds Received:
	$      

	
	Applied 2010 [image: image5.wmf] Yes   [image: image6.wmf] No
	Funds Received:
	$      

	
	Applied 2011 [image: image7.wmf] Yes   [image: image8.wmf] No
	Funds Received:
	$      

	Applicant Type:
(choose one)
	[image: image9.wmf] Certified Rural Health Clinic
	[image: image10.wmf] Federally Qualified Health Center

	
	[image: image11.wmf] Private Primary Care Practice
	[image: image12.wmf] Public Health Department/Service

	
	[image: image13.wmf] Mental/Behavioral Health Practice
	[image: image14.wmf] Oral Health Practice

	
	[image: image15.wmf] School-Based Health Center
	[image: image16.wmf] Other (please specify)      


 FORMCHECKBOX 
 By submitting this application, I verify that, to the best of my knowledge, the information included within it is correct.

	     
	
	     

	Contact Name
	
	Date


Project Narrative

Note: Please consult the grant guidance for more detailed instructions on each of the application components. Narratives may be no longer than six (6) pages. Applications with Project Narratives longer than six (6) pages will be deemed ineligible.
	ORGANIZATIONAL DESCRIPTION

	

	State the mission of the applicant organization, and briefly describe its structure, purpose and history. 

	

	     


	PROVISION OF PRIMARY CARE

	

	Describe the services provided by the applicant and how they align with the definition of primary care noted in the grant guidance.

	

	     


	SERVICE TO UNDERSERVED POPULATION

	

	Describe activities the applicant has in place to care for the underserved.

	

	     


	PROPOSED USE OF FUNDS

	

	Describe the proposed project and how the funds will be utilized to address the applicant or community need. Proposals may include one major project or a variety of projects combined to accomplish the overall goal and related objective(s).  The project goal and objectives should match those listed in the Work Plan. Clearly state the amount requested for the project (maximum of $50,000). Applicants are not required to match the amount of grant funds awarded; however, any matching funds available should be described in this section.

	

	     


	COMMUNITY IMPACT

	

	Explain how this project will improve access to primary health care and strengthen the infrastructure of the applicant, community and/or region; and, explain its long-term impact. 

	

	     


	ALIGNMENT AND GRANT PROGRAM PREFERENCES

	

	Describe how the project aligns with any or all of the grant program preferences.

	

	     


	EVALUATION

	

	Describe the information the applicant will provide to demonstrate intended outcomes.

	

	     


Budget Worksheet

Please complete the Budget Worksheet to correspond with your budget narrative.  Double-click on the table to edit the cells.  In Column A, list all of the project expense categories.  In Column B, list the correlating project expenses.  Note:  The Total in Column B should match the request in your application.  In Column C, list any in-kind or match contributions that will be available to support the proposed project.  In-kind includes funds that will be available to support the proposed project.  In the budget narrative, provide explanations, justifications, and—if included—sources of other support.  Column D will add up automatically.
	A. LINE ITEM EXPENSES
	B. PROPOSAL REQUEST
	C. IN-KIND OR MATCH
	D. TOTAL

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	     
	     
	     
	$   0.00

	Totals:
	$   0.00
	$   0.00
	$   0.00


Budget Narrative

	BUDGET NARRATIVE

	

	Provide additional detail to the information listed on the budget worksheet. Explain each line item.  Justify costs; explain pricing research; provide rationale for type of equipment requested; show cost breakdowns, etc. For those project costs not covered by the grant request, explain how the additional costs will be covered. 2,500 word limit suggested.

	

	     


Project Work Plan

Utilize this work plan to describe the overall goal and related objectives, action steps, and timeline of your proposed project.
	GOAL: To support Colorado’s rural health infrastructure and strengthen the capacity of rural entities to provide primary care services.

	

	Objective 1 (required):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 2 (optional):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 3 (optional):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 4 (optional):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Note: The Council recommends limiting projects to four objectives or less, however, if your project requires additional objectives, please use this page to add them.  If you have questions about your project’s intended objectives, please contact Shelly Collings at sc@coruralhealth.org or 720.248.2742.
	Objective 5 (only if needed):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 6 (only if needed):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 7 (only if needed):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


	Objective 8 (only if needed):      

	

	Action Steps (to accomplish the objective)
	Person(s) Responsible
	Completion Date

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


Patient Population Questionnaire

This form must be completed to demonstrate the total current number of patients served and the percentage of the applicant entity’s patients that are uninsured or low income during the previous calendar year: January 1, 2011 to December 31, 2011.  Please include numbers for the project site only.  Applicants are instructed to use unduplicated patient counts to complete this questionnaire unless the applicant can only provide a count of patient visits.
	TOTAL NUMBER OF PATIENTS SERVED BY PAYER SOURCE

	

	A. Medicaid
	     
	
	     

	
	Total # of Medicaid patients
	
	% of total patients (=A/G)

	B. Children’s Health Plans Plus (CHP+)
	     
	
	     

	
	Total # of CHP+ patients
	
	% of total patients (=B/G)

	C. Uninsured Patients (Total number of patients served who are not enrolled in Medicaid or CHP+, and who do not have any other insurance coverage.  Include Colorado Indigent Care Program (CICP) and sliding fee scale clients.)
	     
	
	     

	
	Total # of uninsured patients
	
	% of total patients (=C/G)

	D. Medicare
	     
	
	     

	
	Total # of Medicare patients
	
	% of total patients (=D/G)

	E. Private Insurance
	     
	
	     

	
	Total # of private insurance patients
	
	% of total patients (=E/G)

	F. All Other Coverage (Total number of patients served not included in any of the categories above.  Includes Veterans Administration, Military Dependency (TRICARE or CHAMPUS), United States Public Health Service)
	     
	
	     

	
	Total # of all other coverage patients
	
	% of total patients (=F/G)

	G. Total # of patients served, by summing Medicaid, CHP+, Uninsured Patients, Medicare, Private Insurance, and All Other Coverage (Please note that the % of Total Patients should add to 100%)
	     
	
	100%

	
	Total # of patients (=A+B+C+D+E+F)
	
	Total % of patients

	
	
	

	TOTAL NUMBER OF LOW INCOME PATIENTS SERVED

	

	H. Low Income Patients (State the number of low income patients served by the applicant agency whose family incomes are at or below 200% of the Federal Poverty Level (200% FPL).)
	     
	
	     

	
	Total # of low income patients
	
	% of total patients (=H/G)

	Other Poverty Definition (If the applicant collects patient data using a definition of low income other than Federal Poverty Level, please explain the definition used and list the number of patients who fall in that category):
     


Are these numbers in the table above:

[image: image17.wmf]  Unduplicated, or count of unique patients served (preferred)
[image: image18.wmf]   Duplicated, or count of patient visits
Additional explanation if necessary:      
Do you use a sliding fee scale or discount program?  FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
Additional explanation: (If needed, please provide additional explanation regarding the data provided above)      
[image: image20.emf]
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_1390304347.unknown

_1390304351.unknown

_1390304353.unknown

_1390304354.unknown

_1390304352.unknown

_1390304349.unknown

_1390304350.unknown

_1390304348.unknown

_1390304343.unknown

_1390304345.unknown

_1390304346.unknown

_1390304344.unknown

_1390304341.unknown

_1390304342.unknown

_1390304339.unknown

_1390304340.unknown

_1390304338.unknown

_1390304337.unknown

