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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)
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	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. 
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	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?
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	Financial Information
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	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)
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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. 
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	Role on Program/ Goal
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	BioSketch form for Key Personnel
This should be filled out for program director and additional personnel who are included in the budget request. Do not attach CV’s or resumes. Education Institution list out baccalaureate or professional education

	Name
	Title
	Email
	Phone
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	Degree
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	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*.  
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* 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.

	Partner A provides:                  
Advertising and distribution about the class
Evaluation and data record for grant

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

	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
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	Partner B: Name, Title, Contact number/email
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	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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