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Please type your responses using the form fields provided in the template. For more information, please refer to the Grant Guidelines.  Final submissions must be sent electronically.
Program name :

Primary contact 
	Name
     

	Street Address       

	Title  
     
	City  
                                                                     

	Phone 
     
	State 
                  

	Fax  
        
	Zip Code       

	E-mail       
	


Secondary contact person (if applicable)
	Name
     

	Street Address       

	Title  
     
	City  
                                                                 

	Phone 
      
	State 
      

	Fax  
      
	Zip Code       

	E-mail       
	


Describe the following
 Applicant organization (10% of total score)

 Provide a brief description of your organization and how this proposal will support the mission of DFMS 
     
Program summary
Program Description (30% of total score) 
Describe your program (250 word limit) and include the following elements:
· Needs Assessment – describe why is this program is needed and what is its desired impact?
· Describe your target population -include the number to be impacted and demographic data.
· Objectives - identify the objectives of this program –use measurable objectives when possible.
· Identify community collaborative partners for this program (eg, grassroots associations, parents, faith-based groups, local businesses, local public health service agencies, school boards, hospitals).

Timeline (10% of total score)

Provide a timeline for accomplishing your goals and objectives. (not to exceed 18 months)
	Date
	Activities
	Responsible Person
	Deliverables

	     

	     

	     

	     


	     

	     

	     

	     


	     

	     

	     

	     



Evaluation (15% of total score)
Describe how you will evaluate this program:
Budget detail and justification (25% of total score)

Provide a program preliminary budget.
PLEASE NOTE THAT PROPOSALS MAY NOT INCLUDE CAPITAL EXPENSES
	Activity
	Description/Formula
	$ Amount

	     

	     

	     


	     

	     

	     


	     

	     

	     


	     

	     

	     


	TOTAL Amount Requested
	$      


Attach any letters of Support (10% of total score)

checklist
 Program addresses at least one of the outlined objectives  
 Application proposed budget does not include capital expenses.
 Application includes a letter of support.

 Application is received by email.
Proposals must be received electronically via e-mail  

Applications must be sent electronically to Mike.Miller@medsocdel.org
DELAWARE FOUNDATION FOR


MEDICAL SERVICES, LTD.
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