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Conference Grant:  Request for Funding 
	Title, Date and Location of Project
	

	Organization/Institution
	

	Address
	

	Total Funding Dollars Requested 
(Maximum of $5,000)
	

	County(ies) Served by Project
	

	Project Director or Main contact
	

	Phone
Fax
	

	Email
	

	Signature of Supervising Institutional Officer (NOT Project Director)
	
	Date

	Name & Title of Supervising 

Institutional Officer (Typed)
	

	Federal Tax Identification number of Applicant 
	

	BCCCP Provider? (Breast and Cervical Cancer Screening Provider)
	( Yes   (  No 




	Geographical Area Served:
	     


Target Populations (select up to three primary populations):

Ethnic/Racial Groups 

 FORMCHECKBOX 
  
African American 

 FORMCHECKBOX 

American Indian/Alaskan Native 

 FORMCHECKBOX 

Asian

 FORMCHECKBOX 

Hispanic/Latina (o)

 FORMCHECKBOX 

Middle Eastern 

 FORMCHECKBOX 

Pacific Islander 

 FORMCHECKBOX 

White/Caucasian 

Patients 

 
 

 FORMCHECKBOX 

Breast Cancer Patients 

 FORMCHECKBOX 

Breast Cancer Survivors 

 FORMCHECKBOX 

Lymphedema Patients 

 FORMCHECKBOX 

Recently Diagnosed Patients 

Medically Underserved 

 
 
 FORMCHECKBOX 
  Uninsured/Underinsured
 FORMCHECKBOX 

Homeless 

 FORMCHECKBOX 

Immigrants 

 FORMCHECKBOX 

In a Shelter 

 FORMCHECKBOX 

Migrant Workers 

 FORMCHECKBOX 

Refugees 

 FORMCHECKBOX 

Rural 

Health Professionals 

 
 

 FORMCHECKBOX 

Health Educators 

 FORMCHECKBOX 

Healthcare Providers 

 FORMCHECKBOX 

Scientists 

Other Groups 

 
 

 FORMCHECKBOX 

Co-Survivors 

 FORMCHECKBOX 

College Students 

 FORMCHECKBOX 

Elderly (>65) 

 FORMCHECKBOX 

High School Students 

 FORMCHECKBOX 

Incarcerated 

 FORMCHECKBOX 

Lesbian/Gay/Bisexual/Transgender 

 FORMCHECKBOX 

Low-Literacy 

 FORMCHECKBOX 

Men 

 FORMCHECKBOX 

Persons With Disabilities 

Summary Statement/Abstract

	In this section, please provide a short summary (up to 1200 characters) describing  the goals/learning objectives of this project, key activities and the impact it will have in the NC Triad Affiliate of Susan G. Komen for the Cure’s®  service area.

	


PERMISSION TO PUBLISH

Permission is hereby granted to the NC Triad Affiliate of Susan G. Komen for the Cure to publish the above abstract should this application be selected for funding.

	Signature
	

	Date
	

	Name (typed)
	

	Phone Number
	


· Attach proof of nonprofit status
· Please submit a draft agenda and a budget for the conference outlining all expenses, and specify the items in which you are requesting grant support from the Komen NC Triad affiliate.

Please answer the following:

· Is this the first year for this conference? If not, when was it established?

· What do you expect to achieve by hosting this conference?

· What impact will this conference have on the Komen NC Triad Affiliate community?

· How many do you expect to reach through this conference?

· What financial support has already been committed to this event?  In what amounts?

· What additional financial support will be sought, other than Komen funding?

· What will you do with less or no funding from Komen to support this conference?

· What are the priorities in the conference budget?

Send application and attachments to:  NC Triad Affiliate of Susan G. Komen for the Cure® 

 1106 Burke Street Winston-Salem, NC  27101 

Attention: Leigh Satalino

_______________________________________________________________________


 
Approval by Komen Representative   
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