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	Southeast Wisconsin Affiliate of Susan G. Komen for the Cure®

Community Health Grant Application For Funding 4/1/2011 – 3/31/2012
APPLICATION DEADLINE: 4:00 pm, November 12, 2010





Project Overview

	Name of institution or organization 
	

	Title of project
	

	Total amount requested from Komen
	

	Komen funding priorities to be addressed (See Request for Applications for more details. Check all that apply):

 FORMCHECKBOX 
   Priority One: Early detection through increased breast cancer screening
 FORMCHECKBOX 
   Priority Two: Early detection through increased diagnostic breast care
 FORMCHECKBOX 
   Priority Three: Eliminating barriers to breast cancer care


	Project elements (Check all that apply)
 FORMCHECKBOX 
   Education/Outreach* 

 FORMCHECKBOX 
   Breast Cancer Screening

 FORMCHECKBOX 
   Diagnostic Breast Care

 FORMCHECKBOX 
   Eliminating Barriers to Treatment

*Please Note: Education projects must also provide assistance to women in accessing screening/diagnostic care



	Describe how your project addresses Komen’s funding priorities (no more than 50 words)



	Estimated number of women to be served:
____ Education                         ____ Screening                         ____ Diagnostic Breast Care

 

	Estimated number of services to be provided with Komen funding:
____ Mammograms                 ____ Clinical Breast Exams (CBEs)                ____ Educational Encounters



	
PROJECT ABSTRACT (In the space below, please provide a short abstract not to exceed 500 words. Abstract should be written in lay terms for release to the general public should this application be funded. The reader should have a comprehensive understanding of the project based upon the abstract alone.) 




Organization Overview

	Street Address
	

	City, State, Zip
	

	Tax ID number (EIN)
	

	Is your organization a tax-exempt 501(c)3?
	 FORMCHECKBOX 
   Yes       FORMCHECKBOX 
   No

	Project Director name & title
	

	Project Director phone & email
	

	Grant Writer name & title
	

	Grant Writer phone & email
	

	Organization’s mission statement
	

	How does this project fit with your mission?
	

	Is this project a new or existing activity of your organization?
	

	Describe your organization’s  experience related to breast health:



	Describe your fiscal capability to manage the promised services and ensure an adequate audit trail:



	Summarize staff qualifications to carry out program (include relevant experience, education & related certifications):




	Partnering Organizations
Non-provider applicants must prove with letters of commitment that they have secured referral commitments for medical services from local healthcare providers, including CBEs, screening and diagnostic breast care, biopsies and treatment. (See Appendix 3: Sample Letter of Commitment)
Please list partnering organizations and attach a Letter of Commitment
Organization Name__________________




  Letter of Commitment attached
_____________________________________________
_____________
_______   FORMCHECKBOX 

_____________________________________________
______

 _____________   FORMCHECKBOX 

_____________________________________________

____________________   FORMCHECKBOX 

Is your agency a Wisconsin Well Woman Program Provider?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


Does your agency receive funds from the Wisconsin Well Woman Program?
 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


Applicants must submit a mutually signed Letter of Commitment to prove a mutual referral and enrollment process with the local WI Well Woman Program Coordinator. 

Letter of Commitment  from WWP Coordinator attached?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No





	Past Komen Recipients (complete only if you have received Komen funding in the past)

	Date of Funding:

	
	Amount of Funding:

	

	Did you achieve your program objectives?  FORMCHECKBOX 
  Yes   FORMCHECKBOX 
  No



	Please include any lessons learned from your program: 




Target Population
	Ethnic/Racial Groups:

 FORMCHECKBOX 
   African American 

 FORMCHECKBOX 
   American Indian/Alaska
       Native

 FORMCHECKBOX 
   Asian/Pacific Islander

 FORMCHECKBOX 
   Latino/a

 FORMCHECKBOX 
   White 
	Ages:
 FORMCHECKBOX 
   20-39

 FORMCHECKBOX 
   40-49

 FORMCHECKBOX 
   50-64

 FORMCHECKBOX 
   65 and older
	Income Levels:
 FORMCHECKBOX 
   0-100% of poverty 

 FORMCHECKBOX 
   100-249% of poverty

 FORMCHECKBOX 
   250-350% of poverty

 FORMCHECKBOX 
   351-399% of poverty

 FORMCHECKBOX 
   400% of poverty or
       greater 
	Residents of:
 FORMCHECKBOX 
   Jefferson County

 FORMCHECKBOX 
   Kenosha County

 FORMCHECKBOX 
   Milwaukee County

 FORMCHECKBOX 
   Ozaukee County

 FORMCHECKBOX 
   Racine County

 FORMCHECKBOX 
   Walworth County

 FORMCHECKBOX 
   Washington County

 FORMCHECKBOX 
   Waukesha County



	
Does your target population reflect one or more of the priority target populations identified on page one of the Request for Applications (based on data from the 2009 Komen Community Profile)?    FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

If NO, please provide evidence to support the need to serve your target population (please provide specific data from peer-reviewed studies and/or internal agency data):


	Describe your organization’s experience serving this target population:



Project Strategies
Limit responses for this section to two pages.

	Describe your project and explain how evidence-based strategies or emerging best practices will be utilized. 


	Please cite source(s) identifying evidence-based strategies or emerging best practices to be utilized 
(use APA or MLA citation format): 



	How will you confirm whether a woman referred for screening by your project kept her appointment?


	How will you ensure that women receive any necessary diagnostic breast care and treatment if a screening abnormality or breast cancer is found through your project?


	
Describe any other comparable programs offered in your proposed service area. How will you collaborate with similar programs to optimize strengths and enhance the impact of each program?



Project Work Plan
Use the table below to identify program objectives in SMART format (Specific, Measurable, Achievable, Realistic, and Time-framed).  Please provide a minimum of one and a maximum of four objectives. Note: it is not necessary to have three activities, outcomes and measurement tools for each objective.
	Objectives

What will we do?


	Strategies/Activities 

 How will we achieve this?
	Measurable Outcomes* 

How will we know we have been successful?
	Data Collection and

 Evaluation 

How will we measure success?
	Time Frame

By when will we achieve this?
	Person/s Responsible

Who will conduct activities?

	1. By March 31, 2012, we will…

	1.  

2.

3.
	1.  

2.

3.

	1.  

2.

3.


	
	

	2. 
	1.  

2.

3.
	1.  

2.

3.
	1.  

2.

3.


	
	

	3. 
	1.  

2.

3.


	1.  

2.

3.
	1.  

2.

3.
	
	

	4. 
	1.  

2.

3.


	1.  

2.

3.


	1.  

2.

3.


	
	


*In order to track measurable outcomes, applicants will need to develop a system for obtaining screening results from clinical providers, with client consent as required by HIPAA privacy law. In addition to other reporting criteria, applicants will be required to report to Komen:

· Number of women educated one-on-one and in groups

· Number of women receiving screening services

· Number of women with abnormal screening results

· Number of women receiving diagnostic breast care and breast cancer care 

PROJECT BUDGET

Please provide a clear budget with a justification for each line item including detailed assumptions, e.g. if you request $4,400 for postage, your assumptions might show 10,000 pieces X $0.44 per piece.

FUNDING WILL NOT BE PROVIDED FOR:
· Breast health education/outreach WITHOUT also providing referral to and confirmation of screening  and/or diagnostic breast care

· Post-treatment survivor support services

· Treatment costs (surgery, radiation therapy, chemotherapy, hormonal therapy, etc)

· Grantee’s indirect costs (rent, utilities, phone, etc)

· In-system breast health navigator

· Funding for clinical breast exams and mammograms for individuals eligible for government sponsored health benefits such as Wisconsin Well Woman, BadgerCare, Medicare, etc. 

PLEASE NOTE:
Personnel: Salaries and fringe benefits, if requested, must be for personnel related to this project only and not the general work of applicant and must be generally in line with not-for-profit salaries.  If you are planning to hire new staff to implement this project, please take into account the time it will take to recruit them and budget accordingly.   
Patient Care Costs - Breast Cancer Screening: Screening costs are to be reimbursed at 150% of current Medicare Level. See www.komensoutheastwi.org (click on grants > how to apply for funding) for a comprehensive listing of rates. Komen will not fund screening services (CBE & mammograms) for individuals eligible for government sponsored health benefits such as Wisconsin Well Woman, BadgerCare, Medicare, etc. Please justify why funds requested for screening services would not be covered through one of those plans. 

Patient Care Costs - Diagnostic Breast Care: Diagnostic services are reimbursed at 150% of current Medicare Level. See www.komensoutheastwi.org (click on grants > how to apply for funding) for a comprehensive listing of rates. Komen will not fund diagnostic services for individuals eligible for government sponsored health benefits such as Wisconsin Well Woman, BadgerCare, Medicare, etc. Please justify why funds requested for diagnostic services would not be covered through one of those plans. 

Patient Care Costs - Eliminating Barriers to Breast Cancer Care: Safety net medically-related financial aid will be provided for approved services (see page 2, Request for Applications) to uninsured/underinsured women before the diagnosis of breast cancer and during treatment using the Komen Southeast Wisconsin Breast Health Assistance Fund (the Fund). One applicant will be selected to manage the Fund. 
Project Budget 
Grant Period: April 1, 2011 – March 31, 2012

Instructions: Double click on the BUDGET FORM below to complete in MS Excel. Columns should subtotal automatically.

	[image: image3]*This line item mostly pertains to the applicant applying to manage the Fund.

	How do you plan to sustain this project in the future?



Required Attachments:

 FORMCHECKBOX 
  Copy of organization’s audited (if available) financial statements for the most recent available  

      year. Attachment should include a balance sheet, a statement of activities (or statement of   

      income and expenses) and functional expenses.
 FORMCHECKBOX 
  Applicable letters of commitment from local health care providers

 FORMCHECKBOX 
  Letter of commitment from WWWP Coordinator 
 FORMCHECKBOX 
  Copy of determination letter of federal tax exempt status from the Internal Revenue Service
 FORMCHECKBOX 
  Most recent grant report if you are currently receiving Komen funding. 

 FORMCHECKBOX 
  Listing of organization’s Board of Directors/Board of Trustees including occupations and/or 
       community affiliations. 
	Signature & title of approving personnel  (must be someone other than Project Director)
	

	Typed name & title of approving personnel
	

	Date
	


APPLICATION DEADLINE: 4:00 pm, November 12, 2010

Please submit one electronic copy of all application documents in a PDF file by the deadline to: stephmontgomeryloder@gmail.com. Please put: “Komen Grant Application” and the name of your organization in the subject heading.

Please submit eight (8) paper copies in a timely fashion thereafter to: 

Community Health Grants

Komen Southeast Wisconsin
9200 W. Wisconsin Avenue

Milwaukee, WI 53226[image: image1.jpg]
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KOMEN 

REQUEST

OTHER 

FUNDERS IN-KIND

NAME ROLE ON

PROJECT

TYPE 

APPT. 

(MONTHS)

% EFFORT

ON 

PROJECT

BASE

SALARY

TOTAL

0%  $            - 

 $              - 

0%  $            - 

 $              - 

0%  $            - 

 $              - 

 $              -  $              -  - $               - $              

FRINGE BENEFITS 

(Provide 

rate)

 $              -  $              -  - $               - $              

POSTAGE

- $            $              -  - $                $              - 

PRINTING/PUBLICATIONS

 $              -  $              -  - $               - $              

SCREENING 

 $              -  - $               - $               - $              

DIAGNOSTIC CARE 

 $              -  $              -  - $               - $              

ELIMINATING BARRIERS TO 

BREAST CANCER CARE*

 $              -  $              -  - $               - $              

 $              -  $              -  $              -  $              - 

BUDGET FORM



 $              -  - $              

ASSUMPTIONS



SUPPLIES (itemize by category and provide assumptions for each item)

 $              - 



 $              - 

- $              

PERSONNEL (MUST BE SPECIFIC TO PROJECT)

 $              -  - $               - $              



SUBTOTAL PERSONNEL



- $              

 $              -  - $               - $              

PROJECT TOTAL

EQUIPMENT (itemize by category and provide assumptions for each item)



PATIENT CARE COSTS  (itemize by category and provide assumptions for each item)

TRANSPORTATION (itemize by category and provide assumptions for each item)

 $              - 

 $              -  - $               - $              



OTHER EXPENSES (itemize by category and provide assumptions for each item)
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KOMEN 

REQUEST

OTHER 

FUNDERS IN-KIND

NAME ROLE ON

PROJECT

TYPE 

APPT. 

(MONTHS)

% EFFORT

ON 

PROJECT

BASE

SALARY

TOTAL

0%  $            - 

 $              - 

0%  $            - 

 $              - 

0%  $            - 

 $              - 

 $              -  $              -  - $               - $              

FRINGE BENEFITS 

(Provide 

rate)

 $              -  $              -  - $               - $              

POSTAGE

- $            $              -  - $                $              - 

PRINTING/PUBLICATIONS

 $              -  $              -  - $               - $              

SCREENING 

 $              -  - $               - $               - $              

DIAGNOSTIC CARE 

 $              -  $              -  - $               - $              

ELIMINATING BARRIERS TO 

BREAST CANCER CARE*

 $              -  $              -  - $               - $              

 $              -  $              -  $              -  $              - 

BUDGET FORM



 $              -  - $              

ASSUMPTIONS



SUPPLIES (itemize by category and provide assumptions for each item)

 $              - 



 $              - 

- $              

PERSONNEL (MUST BE SPECIFIC TO PROJECT)

 $              -  - $               - $              



SUBTOTAL PERSONNEL



- $              

 $              -  - $               - $              

PROJECT TOTAL

EQUIPMENT (itemize by category and provide assumptions for each item)



PATIENT CARE COSTS  (itemize by category and provide assumptions for each item)

TRANSPORTATION (itemize by category and provide assumptions for each item)

 $              - 

 $              -  - $               - $              



OTHER EXPENSES (itemize by category and provide assumptions for each item)
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		BUDGET FORM

		ITEM		ASSUMPTIONS								TOTAL		KOMEN REQUEST		OTHER FUNDERS		IN-KIND

		PERSONNEL (MUST BE SPECIFIC TO PROJECT)

		NAME		ROLE ON
PROJECT		TYPE APPT. 
(MONTHS)		% EFFORT
ON 
PROJECT		BASE
SALARY		TOTAL

								0%		$   -		$   -

								0%		$   -		$   -

								0%		$   -		$   -

		SUBTOTAL PERSONNEL										$   -		$   -		$   -		$   -

		FRINGE BENEFITS (Provide rate)										$   -		$   -		$   -		$   -

		SUPPLIES (itemize by category and provide assumptions for each item)										$   -		$   -		$   -		$   -

		EQUIPMENT (itemize by category and provide assumptions for each item)										$   -		$   -		$   -		$   -

		POSTAGE										$   -		$   -		$   -		$   -

		PRINTING/PUBLICATIONS										$   -		$   -		$   -		$   -

		TRANSPORTATION (itemize by category and provide assumptions for each item)										$   -		$   -		$   -		$   -

		PATIENT CARE COSTS  (itemize by category and provide assumptions for each item)

		SCREENING										$   -		$   -		$   -		$   -

		DIAGNOSTIC CARE										$   -		$   -		$   -		$   -

		ELIMINATING BARRIERS TO BREAST CANCER CARE*										$   -		$   -		$   -		$   -

		OTHER EXPENSES (itemize by category and provide assumptions for each item)										$   -		$   -		$   -		$   -

		PROJECT TOTAL										$   -		$   -		$   -		$   -

		*This line item pertains to the applicant applying to manage the Fund.





Sheet2

		





Sheet3

		






