2012-2013 Screening Application Form

[bookmark: _Toc125541590][bookmark: _Toc125541547][bookmark: _Toc125789875]Request for Funding
Grant Period:  4/1/2012 - 3/31/2013
	Cover Page
Section A:

	[bookmark: Text1]Organization      
[bookmark: Text6]Address      
[bookmark: Text7]     
[bookmark: Text8][bookmark: Text10]Phone              Fax      
[bookmark: Text9]Email      
	Program Area: (% # added to each category)
[bookmark: Text3]Screening      %
[bookmark: Text4]Diagnostics      %


	[bookmark: Text11]Organizations Tax ID# (EIN) copy must be attached:       


	Does your agency refer to Idaho’s Breast and Cervical Cancer Early Detection Program/ Women’s Health Check (WHC)?
	
[bookmark: Check20]|_| YES      |_|  NO  

	[bookmark: Text12]Program Title (no more than 50 characters)      


	Counties Served (mark all that your grant will target)
[bookmark: Check3][bookmark: Check5][bookmark: Check6][bookmark: Check2][bookmark: Check4][bookmark: Check8][bookmark: Check7][bookmark: Check9][bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17][bookmark: Check18][bookmark: Check19]|_|Ada           |_|Adams     |_|Blaine    |_|Boise |_|Camas      |_|Canyon    |_|Cassia                |_|Elmore      |_|Gem         |_| Gooding            |_|Idaho        |_|Jerome     |_| Lincoln              |_|Minidoka   |_|Owyhee    |_|Payette              |_|Twin Falls |_|Valley        |_|Washington 
	

Amount Requested
MAXIMUM FUNDING AVAILABLE: $20,000

[bookmark: Text13]$     


	Estimated number of women to be served
[bookmark: Text15]Mammography (screening & diagnostic)       
[bookmark: Text16]Additional Diagnostic Procedures      

[bookmark: Text19]Total     
	Estimated cost of services per person to be provided with Komen Funding-Medicare rates only.
[bookmark: Text44]Mammograms (screening)       
[bookmark: Text22]Diagnostic Mammogram      
[bookmark: Text25]Additional Diagnostics (biopsy, ultrasound)     


	Describe your organization’s experience related to breast health: (limit 100 words)
[bookmark: Text28]     
[bookmark: Text29]     
[bookmark: Text30]     


	[bookmark: Text31]Program Director:      

[bookmark: Text32][bookmark: Text33]Phone:                                                                        Email:      

	[bookmark: Text34]Community Contact:      

[bookmark: Text35][bookmark: Text36]Phone:                                                                       Email:      

	[bookmark: Text38]Approving personnel Name:                                          Signature:
                              
[bookmark: Text37][bookmark: Text39]Title:                                                                            Email:      


ALL BOXES MUST BE FILLED IN





Program Overview

	Type of Program
Section B:

	EDUCATION
[bookmark: Check22]|_| Breast Health
[bookmark: Check23]|_| Breast Cancer 
[bookmark: Check24]|_| Lay Health professionals
[bookmark: Dropdown218]Educational materials provided   
	SCREENING
[bookmark: Check37]|_|Mammogram (screening & diagnostic)
[bookmark: Check38]|_|Diagnostics (biopsy, ultrasound)
[bookmark: Check40]|_|Referrals for Diagnostics (biopsy, ultrasound)
[bookmark: Check42][bookmark: Text41]|_|Other      

	
	

	

	Target Population (select only 3 primary populations)

	Cultural Background
[bookmark: Check49]|_|African American
[bookmark: Check50]|_|American Indian              /Alaska Native
[bookmark: Check51]|_|Asian
[bookmark: Check52]|_|Latino/a
[bookmark: Check53]|_|Caucasian 
	AGES:
[bookmark: Check54]|_|20-39
[bookmark: Check55]|_|40-49
[bookmark: Check56]|_|50-64
[bookmark: Check57]|_|65 and    older
	Income levels
[bookmark: Check58]|_|0 – 100% of poverty 
[bookmark: Check59]|_|101-200% 
[bookmark: Check60]|_|201%-350% 
[bookmark: Check61]|_|Over 350%
	

	Medically Underserved
[bookmark: Check66]|_|Homeless or Shelters
[bookmark: Check67]|_|Refugees
[bookmark: Check68]|_|Migrant Workers
[bookmark: Check69]|_|Rural
	
	Other Groups
[bookmark: Check74]|_|Men              
[bookmark: Check76]|_|Lesbian/gay/Bisexual/Transgender
[bookmark: Check77]|_|Persons with Disabilities
[bookmark: Check78]|_|    Incarcerated

	[bookmark: Text42]Enter any other specific details for your target population: (limit 250 characters)       






	Program Abstract 
(In the space below, please provide a short abstract, not to exceed 100 words in lay terms for release to the general public should this application be chosen for funding.

	
[bookmark: Dropdown1]






	Permission to publish:   Permission is herby granted to Susan G. Komen for the Cure to publish this abstract should this application be selected for funding.

	[bookmark: Dropdown2]Name (print) and Signature:  


	[bookmark: Dropdown3]Date: ___________________________




	Impact and Purpose
Section C:

	Statement of need; Describe why the proposed program is needed; include a description of  the population to be served; how your grant will target/market to this population; the geographic location, gaps and burden within this location.  Include the substantial positive impact this program will have on this population and how your program will address this need.
[bookmark: Dropdown4]


























	Discuss how your program addresses the Affiliate funding priorities and how it adds value to the continuum of care in the Komen Affiliate service area.

[bookmark: Dropdown6]









	Describe your organization’s screening guidelines 
and criteria guidelines for Komen grant users.

[bookmark: Dropdown7]





	Describe your policy and procedures for follow-up care for individuals with abnormal findings and/or diagnosed with breast cancer?  Include the wait time for normal and abnormal screenings. (Grantees who have a referral program also must provide the follow-up and confirmation of referral procedures.)

[bookmark: Dropdown8]





























	Goals, Objectives and Outcomes Overview
Section D:

	[bookmark: Dropdown10]Name of Organization:  

	[bookmark: Dropdown11]PROGRAM GOAL 1:    




	OBJECTIVES (what)
	ACTIVITIES
(how)
	TIMELINE
(by when)
	MEASUREMENT
(count of)

	[bookmark: Dropdown12]

	[bookmark: Dropdown13]
	[bookmark: Dropdown14]
	[bookmark: Dropdown15]

	[bookmark: Dropdown16]

	[bookmark: Dropdown17]
	[bookmark: Dropdown18]
	[bookmark: Dropdown19]

	[bookmark: Dropdown20]

	[bookmark: Dropdown21]
	[bookmark: Dropdown22]
	[bookmark: Dropdown23]

	[bookmark: Dropdown24]DESIRED OUTCOME: (expected results of your program)       


[bookmark: Dropdown25]Personnel responsible for carrying out these program activities: 

	[bookmark: Dropdown26]PROGRAM GOAL 2: 




	OBJECTIVES (what)
	ACTIVITIES
(how)
	TIMELINE
(by when)
	MEASUREMENT
(count of)

	[bookmark: Dropdown27]

	[bookmark: Dropdown28]
	[bookmark: Dropdown29]
	[bookmark: Dropdown30]

	[bookmark: Dropdown31]

	[bookmark: Dropdown32]
	[bookmark: Dropdown33]
	[bookmark: Dropdown34]

	[bookmark: Dropdown35]

	[bookmark: Dropdown36]
	[bookmark: Dropdown37]
	[bookmark: Dropdown38]

	[bookmark: Dropdown39]DESIRED OUTCOME: (expected results of your program)       


[bookmark: Dropdown40]Personnel responsible for carrying out these program activities:  

	[bookmark: Dropdown41]PROGRAM GOAL 3:  




	OBJECTIVES (what)
	ACTIVITIES
(how)
	TIMELINE
(by when)
	MEASUREMENT
(count of)

	[bookmark: Dropdown42]

	[bookmark: Dropdown43]
	[bookmark: Dropdown44]
	[bookmark: Dropdown45]

	[bookmark: Dropdown46]

	[bookmark: Dropdown47]
	[bookmark: Dropdown48]
	[bookmark: Dropdown49]



	[bookmark: Dropdown50]

	[bookmark: Dropdown51]
	[bookmark: Dropdown52]
	[bookmark: Dropdown53]

	[bookmark: Dropdown55]DESIRED OUTCOME: (expected results of your program)	 


[bookmark: Dropdown54]Personnel responsible for carrying out these program activities:  

	[bookmark: Dropdown56]PROGRAM GOAL 4:  




	OBJECTIVES (what)
	ACTIVITIES
(how)
	TIMELINE
(by when)
	MEASUREMENT
(count of)

	[bookmark: Dropdown57]

	[bookmark: Dropdown58]
	[bookmark: Dropdown59]
	[bookmark: Dropdown60]

	[bookmark: Dropdown61]

	[bookmark: Dropdown62]
	[bookmark: Dropdown63]
	[bookmark: Dropdown64]

	[bookmark: Dropdown65]

	[bookmark: Dropdown66]
	[bookmark: Dropdown67]
	[bookmark: Dropdown68]

	[bookmark: Dropdown70]DESIRED OUTCOME: (expected results of your program)        


[bookmark: Dropdown69]Personnel responsible for carrying out these program activities:   

	[bookmark: Dropdown71]PROGRAM GOAL 5:  




	OBJECTIVES (what)
	ACTIVITIES
(how)
	TIMELINE
(by when)
	MEASUREMENT
(count of)

	[bookmark: Dropdown72]

	[bookmark: Dropdown73]
	[bookmark: Dropdown74]
	[bookmark: Dropdown75]

	[bookmark: Dropdown76]

	[bookmark: Dropdown77]
	[bookmark: Dropdown78]
	[bookmark: Dropdown79]

	[bookmark: Dropdown80]

	[bookmark: Dropdown81]
	[bookmark: Dropdown82]
	[bookmark: Dropdown83]

	[bookmark: Dropdown85]DESIRED OUTCOME: (expected results of your program)       


[bookmark: Dropdown84]Personnel responsible for carrying out these program activities:  




	Goals, Objectives, and Outcome Narrative

	Please summarize your goals and objectives with desired outcomes – each goal should have one or two objectives.  Each objective should be written so that it is measurable and includes the definition of the population you are trying to reach, the type of activities, estimated completion and expected results of your program(s). (limited to 300 words)

[bookmark: Dropdown86] 



























  
















	Evaluation
Section E:

	Describe the methods that will be used to evaluate this program and the desired outcomes of your proposal.  Evaluation method must show how the raw data will be kept and recorded for future reporting. 
[bookmark: Dropdown88]	















	How has your organization responded to increasing needs in your community? Include how your organization will respond if you run out Komen dollars part way through the grant year?

[bookmark: Dropdown89]	











	Financial Information
Section F:

	BUDGET FORM

	Detailed Budget for Entire Grant Period -      4/1/2012 through 3/31/2013
(Details for *categories must be filled out on the Budget Justification form on the next page)

	Type of Expense 
	Total Amount Requested

	*Personnel

	Salary
	[bookmark: Dropdown90]	

	*Supplies

	Educational Supplies
	[bookmark: Dropdown92]	

	Food
	[bookmark: Dropdown93]      

	Postage and Shipping
	[bookmark: Dropdown94]	

	Incentives
	[bookmark: Dropdown95]	

	Printing
	[bookmark: Dropdown96]	

	                                                            *Equipment (not to exceed 10% of direct costs)

	Equipment
	[bookmark: Dropdown97]	

	                                                                          *Travel

	Travel and transportation
	[bookmark: Dropdown98]	

	Other travel expenses
	[bookmark: Dropdown99]	

	              *Patient Care Costs

	Screening
	[bookmark: Dropdown103]	

	Diagnostic
	[bookmark: Dropdown104]        

	                                         Other Items – must be listed below

	
	[bookmark: Dropdown106]	

	
	[bookmark: Dropdown107]	

	
	[bookmark: Dropdown108]	

	Total Requested Funds
	[bookmark: Dropdown109]$  



Grantee, at its discretion and without a formal request, may move up to five percent of total Grant Funds across budget categories to implement the Breast Cancer Program. However, Grant Funds may not be moved across categories, if the result exceeds any maximum allowable cost set for a budget line item.  Any such changes exceeding these limits require a grant change form with prior written approval by the Komen Affiliate.
(Budget Sheet must be on one page)


	
Budget Justification Form

	Salary – PROGRAM DIRECTOR ONLY- list their name, role on program and which goal this reflects to, % of effort on program, base salary, and requested salary. 

	Name
	Role on Program/ Goal
	% of 
effort on program
	Base salary
	Salary Requested
	Total Requested

	[bookmark: Dropdown110]
	[bookmark: Dropdown114]
	[bookmark: Dropdown118]
	[bookmark: Dropdown122]
	[bookmark: Dropdown126]
	[bookmark: Dropdown134]

	Supplies – must be itemized and correspond to goals and objectives for all expenses greater than $400


	Supply
	Specific Activity
	Relates to Goal/Objective
	Justification Explanation
	Total Requested

	

	

	

	

	


	

	

	

	

	


	

	

	

	

	


	

	

	

	

	


	

	

	

	

	


	Equipment – not to exceed more than 10% of budget

	Equipment
	Specific Activity
	Relates to Goal/Objective
	Justification Explanation

	Total Requested


	[bookmark: Dropdown163]
	[bookmark: Dropdown159]
	[bookmark: Dropdown160]
	[bookmark: Dropdown161]
	[bookmark: Dropdown162]

	[bookmark: Dropdown168]
	
	
	
	

	Travel 

	Travel Miles
	Relates to Goal/Objective
	Describe need or training
	Total Requested

	[bookmark: Dropdown173]
	[bookmark: Dropdown171]
	[bookmark: Dropdown172]
	

	Patient Care Costs

	Type of Service or Care
	How many Served?
	Individual Costs
	Total cost

	[bookmark: Dropdown177]
	[bookmark: Dropdown175]
	[bookmark: Dropdown176]
	

	[bookmark: Dropdown186]
	[bookmark: Dropdown178]
	
	

	[bookmark: Dropdown190]
	[bookmark: Dropdown183]
	[bookmark: Dropdown179]
	[bookmark: Dropdown180]

	[bookmark: Dropdown198]
	[bookmark: Dropdown191]
	[bookmark: Dropdown188]
	[bookmark: Dropdown189]

	Other Items

	Items
	Relates to Goal/Objective 
	Justification Explanation 
	Total Requested 

	[bookmark: Dropdown202]
	
	[bookmark: Dropdown200]
	[bookmark: Dropdown201]

	[bookmark: Dropdown206]
	
	
	

	[bookmark: Dropdown214]
	[bookmark: Dropdown203]
	
	

	
	
	
	

	BioSketch form for Key Personnel
This should be filled out for the program director who is included in the budget request. Do not attach CV’s or resumes. Education Institution list out baccalaureate or professional education


	Name
	Title
	Email
	Phone

	
	
	
	

	Education Institution
	Degree
	Year Conferred
	Field of Study

	
	
	
	

	Name
	Title
	Email
	Phone

	[bookmark: Dropdown237]
	[bookmark: Dropdown238]
	[bookmark: Dropdown233]
	[bookmark: Dropdown234]

	Education Institution
	Degree
	Year Conferred
	Field of Study

	[bookmark: Dropdown235]
	[bookmark: Dropdown236]
	[bookmark: Dropdown229]
	[bookmark: Dropdown230]



	Sustainability
Section G:

	Collaborative Partnerships 

	MANDATORY: 
Acknowledgement of Susan G. Komen for the Cure:  Describe your marketing plans for acknowledgement of the Boise Affiliate as a partner of this program to include how patients who receive breast care through a Komen grant are informed. Address your plans for use of Komen materials and logos.  All materials created that use the Komen name and logo must be approved by the Komen office before printing and distribution*.  

· [bookmark: Dropdown264]
· [bookmark: Dropdown265]
· [bookmark: Dropdown266]
· [bookmark: Dropdown267]
· [bookmark: Dropdown268]
· [bookmark: Dropdown269]

* Approval can usually be obtained within 48 hours.  Materials will be provided to awarded grantees at the 2012 Grant Award Event.


	List your partnership and collaborative agreements
Attach partnership letter of agreement 
Example:  Partner A and B have agreed to create an outreach education program in area Z.  This will include Partner A’s outreach worker teaching a breast health class at Partner B’s location W.

	EXAMPLE:
Partner A provides:                  
Bilingual Outreach Worker and travel
Advertising and distribution about the class
Evaluation and data record for grant


	Partner A: Name, Title, Contact number/email
___________________
___________________
___________________
Date:____________

	EXAMPLE:
Partner B Provides:
Free classroom space
Refreshments for attendees
Recruitment and distribution for the class
	Partner B: Name, Title, Contact number/email
___________________
___________________
_________________
Date:____________

	Partnership Agreement #1

	
[bookmark: Dropdown278]
	Partner A: Name, Title, Contact number/email
[bookmark: Dropdown282]___________________
[bookmark: Dropdown283]___________________
[bookmark: Dropdown284]___________________
[bookmark: Dropdown285]Date:__________

	
[bookmark: Dropdown279]
	Partner B: Name, Title, Contact number/email
[bookmark: Dropdown286]___________________
[bookmark: Dropdown287]_________________
[bookmark: Dropdown288]_________________
[bookmark: Dropdown289]Date:____________

	Partnership Agreement #2

	
[bookmark: Dropdown280]
	Partner A: Name, Title, Contact number/email
[bookmark: Dropdown290]__________________
[bookmark: Dropdown291]__________________
[bookmark: Dropdown292]__________________
[bookmark: Dropdown293]Date:___________

	
[bookmark: Dropdown281]
	Partner B: Name, Title, Contact number/email
[bookmark: Dropdown294]__________________
[bookmark: Dropdown295]__________________
[bookmark: Dropdown296]________________
[bookmark: Dropdown297]Date:____________

	Partnership Agreement #3

	

[bookmark: Dropdown306]
	Partner A: Name, Title, Contact number/email
[bookmark: Dropdown298]__________________
[bookmark: Dropdown299]________________
[bookmark: Dropdown300]__________________
[bookmark: Dropdown301]Date:__________

	

[bookmark: Dropdown307]
	Partner B: Name, Title, Contact number/email
[bookmark: Dropdown302]__________________
[bookmark: Dropdown303]________________
[bookmark: Dropdown304]__________________
[bookmark: Dropdown305]Date:_____________

	Partnership Agreement #4

	
[bookmark: Dropdown308]
	Partner A: Name, Title, Contact number/email
[bookmark: Dropdown310]________________
[bookmark: Dropdown311]________________
[bookmark: Dropdown312]__________________
[bookmark: Dropdown313]Date:_____________

	
[bookmark: Dropdown309]
	Partner B: Name, Title, Contact number/email
[bookmark: Dropdown314]__________________
[bookmark: Dropdown315]__________________
[bookmark: Dropdown316]__________________
[bookmark: Dropdown317]Date:_____________



	Attachments
Please attach to application-submit 1 copy of the following:

	· IRS letter of Determination 
· Current W9
· Additional letters of Collaboration and partnership
· Brief grant status update (for 2011-2012 Gap Komen grantees)
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