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2012 Grant Application

Proposals should not be placed in binders or folders; one staple or paper clip in the upper-left hand corner, securing all pages, is sufficient. Please use Times New Roman font.   Please tailor answers to each question (do not repeat answers).  Thank you.
Date: ____________

Organization:

________________________________________________

Address:

________________________________________________




________________________________________________




________________________________________________

Telephone and E-mail:
________________________________________________

Contact Person:

________________________________________________

History of Organization:
 

Date Organization was founded: _________________________________________​_
Description of Organization: (Purpose, Activities, Membership)

BUDGET
Amount Requested: $___________      
 
Funding Timeframe: __________
Total Budget for this project (attach detailed budget of all project expenses) $___________

What are the fees/charges for your organization’s services?  $____________
What is the organization’s annual budget? $_____  Please attach a detailed budget for your organization.

What are the total annual administrative costs of this organization? $___________
Summary of Need for Project/Event:  Please indicate start and completion dates, or ongoing.
Describe how Lexington Clinic Foundation’s contribution will be used:

Lexington Clinic Foundation would like to be recognized by name and logo whenever it is feasible for inclusion in media placements; please identify opportunities for recognition received for the contribution within 12 months of project completion and/or prior to any new funding requests.  
Describe the instant impact of the project:  
Describe the long-term goals of the proposed project/event:

Explain the anticipated results and how success will be evaluated (i.e., the anticipated achievements; how the project is meeting its goals, etc.)
Please estimate the number of people this request will benefit: ______

Will this project/program be open to or benefit the general public:  ___ Yes   ___ No

Other contributing organizations and the amount of the contribution (confirmed or requested?):

Evaluation Criteria:  The following information represents the criteria Lexington Clinic Foundation uses to evaluate all requests for funding.

A. Project Information



	1. What category is your program classified (check all that apply)?
	

	· Research
	______
	

	· Education
	______
	

	· Community-based services
	______
	

	· Patient-focused services
	______
	

	· Program or activity support
	______
	

	· Public relations function
	______
	


B. The Requesting Organization
1.  Is this the first request this organization has made to Lexington Clinic Foundation?
___yes ___no

If no, please list the year of request(s), amount(s) requested and amount(s) received from Lexington Clinic Foundation. 

	Year of Request
	Amount Requested
	Amount Received

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


2. Have you received funding from Lexington Clinic in the past? ___yes  ___no  If yes, please indicate the amount and year your organization received support from Lexington Clinic.

	Year of Request
	Amount Requested
	Amount Received

	
	
	

	
	
	


3.  Is this organization tax-exempt under the IRS Code 501(c)3?  ___yes ___no.  Please attach a copy of your IRS determination letter.
4. Is this organization supported by the UnitedWay? ___yes ___no
5. If yes, what percentage of your budget is provided by UnitedWay? ____% of budget is provided by United Way.

6. If you receive support from UnitedWay, will those funds be used toward this proposed project? ___yes  ___no

7. Is this organization supported by other healthcare organizations? __yes  __no  If yes, please complete the information below:

	Name of Health Care Organization(s) Providing Support
	Amount of Annual Support
	Year Support Will End

	
	
	

	
	
	

	
	
	

	
	
	


8.  What other (non health-related) organizations/agencies support your organization on a regular basis? 
	Name of Organization(s) Providing Support
	Amount of Annual Support
	Year Support Will End

	
	
	

	
	
	

	
	
	

	
	
	


9.  Do any Lexington Clinic Foundation Board of Trustees or Lexington Clinic physicians or staff support this organization—either through volunteering, on Boards/Committees, or through financial contributions?   ___yes __no  If yes, please elaborate below:

10. Please attach a list of names and titles of staff and volunteers essential to the success of this request.  Attach short bios—no more than ½ page per person—of individuals integral to this project.
Effective date of information provided below: ______________

Return completed application to:  Lexington Clinic Foundation, ATTN: Grant Review Committee, 350 Elaine Drive, Suite 100, Lexington, KY 40504.  Complete applications are due by 4:00 p.m. on Friday, August 10, 2012. Postmark dates do NOT apply.  No faxes or e-mails will be accepted.
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