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Grant Application Cover Page

Organization Information

	Project Title:
	     

	Organization Name:
	     

	Legal Name:
	     

	Department:
	     

	Federal Tax ID:
	     

	Phone:
	     
	Fax:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip (include +4):
	     -       

	County:
	     
	Website:
	     

	Amount Requested:
	     

	Please indicate the type of organization:

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	501c3


	Federally qualified health clinic
	Hospital
	Government agency
	Religious organization
	School
	University

	Project Director Information

	
	
	
	
	
	

	First Name:
	     
	Last Name:
	     
	Degree(s):
	     

	Email:
	     

	Phone:
	     
	Fax:
	     

	Address:
	     

	City:
	     
	State:
	     
	Zip (include +4):
	     -       

	
Community Contact 

	
	
	
	
	
	

	First Name:
	     
	Last Name:
	     
	Degree(s):
	     

	Phone:
	     


	Organization Name:  
	


Abstract: (Please limit your abstract to 1500 characters.)
Provide a brief description of the proposal including the following:
1. The purpose of the program

2. A description of key activities

3. A summary of evaluation measures

4. The likely impact of the program
	     

	Please enter up to 10 keywords that describe your proposed project:

	     

	Please indicate how the grant funds will be used by percentage:


	
	     %
	Education
	     %
	Screening
	     %
	Diagnosis

	
	     %
	Treatment
	     %
	Treatment Support

	     %
	Survivorship
	     %
	Health Care Delivery/Systems Change 

	


Which of the priorities from our Community Profile does your project propose to address?
 FORMCHECKBOX 
  Increasing and improving resources available to our underserved, uninsured/underinsured populations specific to the geographic zip codes identified in the Community Profile.

 FORMCHECKBOX 
   Reducing/removing barriers for screening/treatment, such as transportation, child care, and scheduling issues for our underserved, uninsured/underinsured populations specific to the geographic zip codes identified in the Community Profile.
 FORMCHECKBOX 
   Increasing efforts to educate and support underserved, uninsured/underinsured breast cancer patients and survivors about programs/services to assist them throughout the continuum of care specific to the geographic zip codes identified in the Community Profile.

 FORMCHECKBOX 
   Increasing breast health awareness, education activities, and diagnostic and treatment services with an emphasis on Komen messaging throughout the five county region.  
	Organization Name:  
	


	Target Counties:___________________________________________________________

	How long has your organization received funds from Komen for this project :


In what way is your organization involved with the National Breast and Cervical Cancer Early Detection Program?
 FORMCHECKBOX 
  
Not Involved
 FORMCHECKBOX 

CDC Grantee 

 FORMCHECKBOX 

Provider

 FORMCHECKBOX 

Contractor
 FORMCHECKBOX 

Other        
Partners (List partnering organizations and the services they will provide; letters of support are accepted and will be discussed under Application Instructions on the RFA):

	Organization
	Services Provided
	Partner # Years

	
	
	

	
	
	


Target Populations (select up to four primary populations):

Ethnic/Racial Groups 

 FORMCHECKBOX 

Unspecified
 FORMCHECKBOX 
  
African American, African descent   (non-Hispanic origin)
 FORMCHECKBOX 

American Indian/Alaskan Native 

 FORMCHECKBOX 

Asian
 FORMCHECKBOX 

Pacific Islander
 FORMCHECKBOX 

Hispanic/Latina(o)

 FORMCHECKBOX 

Middle Easterner 

 FORMCHECKBOX 

White (non-Hispanic Origin) 

General Population
 FORMCHECKBOX 

Unspecified
 FORMCHECKBOX 
    Youth 0-19
 FORMCHECKBOX 

Adults 20-39 

 FORMCHECKBOX 

Adults 40-49 

 FORMCHECKBOX 

Adults 50-64 

 FORMCHECKBOX 

Adults 65+ 

Gender
 FORMCHECKBOX 
  Unspecified
 FORMCHECKBOX 

 Females
 FORMCHECKBOX 

 Males 

 FORMCHECKBOX 

Other        
 FORMCHECKBOX 

Other        
 FORMCHECKBOX 

Other        
 FORMCHECKBOX 

Other        

 

Named Groups
 FORMCHECKBOX 

Survivors
 FORMCHECKBOX 

Survivors, living with metastatic disease
 FORMCHECKBOX 

Co-Survivors 

 FORMCHECKBOX 

English as a second language
 FORMCHECKBOX 

Immigrants, Newcomers, Refugees
 FORMCHECKBOX 

Offenders, Ex-Offenders
 FORMCHECKBOX 
    Homeless
 FORMCHECKBOX 

Uninsured, Underinsured 

 FORMCHECKBOX 

Healthcare providers 

 FORMCHECKBOX 

Lesbian/Gay/Bisexual/Transgender 

 FORMCHECKBOX 

Migrant Workers 

 FORMCHECKBOX 

Jewish
 FORMCHECKBOX 

Persons with Disabilities 

	Organization Name:  
	


Previous Grant Awarded from any affiliate of Susan G. Komen for the Cure® 

	Dates
	Purpose
	Amount

	
	 
	

	
	
	

	
	
	

	
	
	


Required Signatures 
Signature implies the accuracy of this submission and agreement with the following:

Permission is hereby granted to Susan G. Komen for the Cure, Inc. to publish the content of portions of this application, should this application be selected for funding.

I understand that funding decisions are made at the sole discretion of Southwest Florida Komen Affiliate.
Program Director

	Program Director Signature:
	
	Date:
	

	Name:
	     
	Title:
	     


Approving Institution Official Signature
	Signature:
	
	Date:
	

	Name:
	     
	Title:
	     


	Organization Name:  
	


Organization Summary

Please provi
Please provide a brief description of the organization’s history.  If your program is part of a larger organization, briefly explain the mission of the larger entity and your relationship to it (limit of 750 characters).
	     

	
State the mission of the organization (limit of 500 characters).

	     

	
Describe the current programs and accomplishments (limit of 500 characters).

	     

	Please explain how your organization seeks to be diverse and inclusive (limit of 750 characters).

	     

	Number of paid full time staff:      
Number of volunteers:      
Organization total annual budget:      


	Organization Name:  
	


 Project Narrative

Organization Capacity (limit- 3,500 characters)
	     


Statement of Need (limit- 3,500 characters)

	     


Project Description (limit- 3,500 characters)

	     


	Organization Name:  
	


Collaboration (limit- 3,500 characters)

	     

	



Sustainability (limit- 3,500 characters)

	     


Evaluation (limit- 3,500 characters)
	     


	Organization Name:  
	


Program Plan:  Use the following table format to provide information about goals, objectives, action items, timelines, and evaluation.  Include the number of individuals you expect to reach. 

	Goal—Limit Goal to 300 characters
	Objective
	Activities/Action Items—Include no. of people impacted
	Timeline—Include Start and End Dates for each entry
	Evaluation Measures and Techniques

	Goal 1: 


	Objective 1:  


	1.  

2.  
	
	1.  

2.   

3.  



	
	Objective 2:


	1.

2.

3.

4.


	
	1.  

2.   



	Goal 2:
	Objective 1:


	
	
	

	
	Objective 2:


	
	
	

	Goal 3:
	
	
	
	


	Organization Name:  
	


Grant Budget Form

	Item
	Requested from Komen
	Cash from  other sources
	In Kind from other sources
	Total Required

	Salaries


	
	
	
	

	Fringe (Benefits, Taxes)


	
	
	
	

	Consultant Costs


	
	
	
	

	Supplies


	
	
	
	

	Travel


	
	
	
	

	Patient Care Costs

   Screening

   Diagnostics 

   Treatment

   Transportation

   Other (itemize below)


	
	
	
	

	Other Costs Allowed by the Grant

	
	
	
	

	Total


	
	
	
	


NOTE:  When funding is limited, the Affiliate may fund only a portion of the grant amount requested in 
order to meet community needs.  In that case, the budget will need to be modified.
	Organization Name:  
	



Personnel Budget Justification Form
	Name
	Role 
	% Effort

On Program
	Base

Salary
	Fringe Benefits
	Salary

Request
	TOTAL REQUEST

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Organization Name:  
	


Biosketch Form for Program Director and other Personnel

Personnel Job Description for proposed Program must be included

	Biographical Information

Information should be submitted for the Program director and other personnel included in budget request. Please use a separate form for each person.

	Name

	Title

	Education

(Begin with baccalaureate or initial professional education, such as nursing, include postdoctoral training)

	Institution

(Indicate Location)
	Degree
	Year

Conferred
	Field of

Study

	
	
	
	

	Professional Experience: Please list present position, previous employment, experience and honors. Including this form, do not exceed one page.



	Organization Name:  
	


Board of Directors

	Biographical Information:

Information should be submitted for each board member.  

	Name:
	Title:
	Credentials:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Organization Name:  
	


Compliance Check List

To insure your application is complete and is not returned for non-compliance, please take the time to check that your application includes all of the following before mailing:

	□
	Completed Signature Page – requires two signatures.

	□
	Complete entire application as identified in this document

	□
	Supply Personnel Job Description as it relates to the grant request

	□
	Proof of 501(c)3 status – IRS documentation required

	            □
	Printed material that pertains to the program

	            □
	Letters of support for this grant—if available

	□
	Hard copy mailed to the Komen Affiliate and email copies sent to Noreen Thomas and Amy Austin


*Note we are NOT asking for a copy of your financial statements
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