[bookmark: _GoBack][image: Minnesota_Horizontal_JPG]   2012 COMMUNITY GRANT
        APPLICATION COVER PAGE





Organization Information

	[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Project Title:
	[bookmark: Text27]     

	Organization Name:
	[bookmark: Text40]     

	Legal Name:
	     

	Department:
	     

	Federal Tax ID:
	     

	Phone:
	     
	Fax:
	     

	Address:
	     

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

	County:
	     
	Website:
	     

	Amount Requested:
	[bookmark: Text28]     

	Please indicate the type of organization:

	|_|
	|_|
	|_|
	|_|
	|_|
	|_|
	|_|

	501c3

	Federally Qualified Health Clinic
	Hospital
	GovernmentAgency
	Religious Organization
	School
	University

	
Project Director Information

	
	
	
	
	
	

	First Name:
	[bookmark: Text29]     
	Last Name:
	[bookmark: Text30]     
	Degree(s):
	[bookmark: Text31]     

	Email:
	[bookmark: Text32]     

	Phone:
	[bookmark: Text33]     
	Fax:
	[bookmark: Text34]     

	Address:
	[bookmark: Text35]     

	City:
	[bookmark: Text36]     
	State:
	[bookmark: Text37]     
	Zip (include +4):
	[bookmark: Text18]     -       

	

Day to Day Contact Person 

	
	
	
	
	
	

	First Name:
	     
	Last Name:
	     
	Degree(s):
	     

	Email:
	     

	Phone:
	     
	Fax:
	     

	Address:
	     

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





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 funding priorities from page 3 of our RFA does your project propose to address?
|_|  Priority 1			|_|  Priority 4
|_|  Priority 2			|_|  Priority 5
|_|  Priority 3

	Target Counties:
	[bookmark: Text38]     

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



In what way is your organization involved with the Sage Screening Program (formerly the Minnesota Breast and Cervical Cancer Control Program)?

|_|  	Not Involved
|_|	CDC Grantee 
|_|	Provider
|_|	Contractor
|_|	Other        

Partners (If applicable, list partnering organization 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 – From the primary population categories below, please select up to four that your project impacts the most (list continues onto next page):




Page 2 of 4
Ethnic/Racial Groups 
[bookmark: Check3]|_|  	African American (non-Hispanic origin)
|_|	African descent (non-Hispanic origin)
[bookmark: Check4]|_|	American Indian/Alaskan Native 
[bookmark: Check5]|_|	Asian
|_|	Pacific Islander
[bookmark: Check6]|_|	Hispanic/Latina(o)
[bookmark: Check7]|_|	Middle Eastern
[bookmark: Check9]|_|	White (non-Hispanic origin) 
|_|	Other

Gender
[bookmark: Check14]|_|	 Females
[bookmark: Check15]|_|	 Males 


Named Groups
[bookmark: Check27]|_|	Breast Cancer Survivors
[bookmark: Check28]|_|	Breast Cancer Survivors, living with metastatic disease
[bookmark: Check23]|_|	Co-Survivors 
[bookmark: Check24]|_|	English as a Second Language
[bookmark: Check25]|_|	Immigrants, Newcomers, Refugees
|_|	Low-Literacy
[bookmark: Check26]|_|	Offenders, Ex-Offenders
|_|   Homeless
|_|   In a Shelter
|_|	Migrant Workers 
|_|	Rural
[bookmark: Check29]|_|	Uninsured, Underinsured 
[bookmark: Check30]|_|	Healthcare Providers 
|_|	Lesbian/Gay/Bisexual/Transgender 
[bookmark: Check31]|_|	Persons with Disabilities

General Population
|_|   Youth 0-19
[bookmark: Check10]|_|	Adults 20-39 
[bookmark: Check11]|_|	Adults 40-49 
[bookmark: Check12]|_|	Adults 50-64 
[bookmark: Check13]|_|	Adults 65+ 




Required Signatures
I understand that funding decisions are made at the sole discretion of the Minnesota Affiliate of Susan G. Komen for the Cure.

Program Director
	Signature:
	
	Date:
	

	Name:
	[bookmark: Text23]     
	Title:
	[bookmark: Text24]     



Approving Institution Official Signature
	Signature:
	
	Date:
	

	Name:
	     
	Title:
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