Instructions for Completing an Application to the 
Health Care Improvement Grant Program 

United Hospital Fund
Before submitting your application, please be sure that you have included the following:
A. Letter of Transmittal

An official letter of transmittal, signed by the President or Chief Executive Officer of the applicant organization, must accompany the grant application.  This will convey organizational endorsement of the grant proposal.  Organizations may only submit one proposal per cycle.
B. Contact Form

The Contact Form provides information about the applicant organization and project director.  
C. Project Profile

The Project Profile includes the following information: funding requested, proposal issue area, activity type, populations served, geographic regions, location of activities, and organization type.

D. Application Abstract (One single-spaced page)
The Applicant Abstract should include a project title, a two-line purpose statement for the project, the full project cost, the amount requested from the Fund, and a summary of the issue the project will address and its goals, objectives, key activities, and major products.  This Abstract will be shared, as submitted, with the Fund’s Board of Directors.
E. Budget Narrative and Summary

In addition to completing the Fund’s summary budget form, please provide a budget narrative and identify any additional funding sources that have been secured or are being sought.  Please note the funding restrictions described in the “Health Care Improvement Grant Criteria.”

F. Program Proposal (No more than 10 double-spaced pages, 12-point font)

The grant proposal should provide a complete explanation of the project’s rationale and proposed activities.  It should include:

· a description of the issue or problem;

· project goals and objectives;

· project activities;
· a work plan including a timetable of activities and responsible staff;

· an evaluation plan;

· a list of deliverables;
· a dissemination plan; 

· qualifications of applicant and proposed staff. 
G. Supplementary Material

Resumes of key personnel should be included as appendices to the proposal, along with any relevant publications. Letters from related sponsors are also welcome.
H. Evidence of not-for-profit status

Please include a copy of the organization’s IRS determination letter, a W-9 form, and a copy of the organization’s most recent annual report.
Please send the complete proposal, plus five additional copies of items A–F to:

David A. Gould

Senior Vice President for Program

United Hospital Fund

1411 Broadway, 12th Floor
New York, NY 10018-3496
To ease processing, staple your application and copies in the upper left hand corner and do not insert them in special binders or covers.  Fax and email submissions will not be accepted.
United Hospital Fund staff is available to assist you in clarifying program guidelines and the application process.  Please contact the Fund’s Grants Manager, Hollis Holmes, at 212-494-0761 or email her at hholmes@uhfnyc.org, if you have any questions or concerns.

United Hospital Fund

Contact Form

Applicant Organization: 











Address: 













Telephone: (    ) 
     -                 Fax: (    )       - 
           E-mail: 


              


President/CEO: 

               



     

              





      (Name)




       (Title)


Project Director: 
        
________


                            






      (Name)




       (Title)


Address (if different from applicant):  










Telephone: (    )     –        
  Fax: (    )      -     
   E-mail:    
                           



Contact Person: 
                




                  






      (Name)




       (Title)


Address (if different from applicant):  










Telephone: (    )      – 
          Fax: (    )        -        
          E-mail:                         




United Hospital Fund – Project Profile


United Hospital Fund

Application Abstract

Applicant: ___________________









Project Title: 









____


Total Budget : 


    Amount Requested from the Fund: 



Purpose of Project: 












In the space below – in a 12 point font – summarize the issue the project will address and its goals, key activities, and major products.  This abstract will be shared, as submitted, with the Fund’s Board of Directors.  
United Hospital Fund

Budget Summary & Narrative

Applicant: 






______





A. Budget Summary: Complete the attached budget sheet.

B. Budget Narrative 

1. Describe line items in the budget (1-2 pages).  

Please note that funds are not provided for overhead or indirect and capital costs.  In addition, the Fund will only support equipment expenses that are integral to the project and do not exceed five percent of the total amount requested.

2. Please list other funding secured for this project and the amount of support. Please list pending applications separately (1/2 page).

3. Please describe how the project will be funded in the future, if you anticipate that it will be an ongoing program (1/2 page).

United Hospital Fund

Budget Summary
Applicant:

	
	Total
Project Cost
	
	Other Funding 
(if appropriate)
	
	Request from UHF

	I. Personnel Services (PS)


	
	
	
	
	

	Title (%FTE)

1.

2.

3.

4.


	$
	
	$
	
	$

	Fringe Benefits (%)

	
	
	
	
	

	Subtotal PS


	$ _______
	
	$ _______
	
	$ _______

	II. Other-Than-Personnel Services (OTPS)

	
	
	
	
	

	1. Materials/Supplies 

2. Travel

3. Consultant Services

4. Equipment 

5. Other (list)


	
	
	
	
	

	Subtotal OTPS     
	$ _______
	
	$ _______
	
	$ _______

	Grand Total
	$ ________
	
	$ ________
	
	$ _______


Note: Please round all dollar amounts to the nearest dollar
United Hospital Fund

Program Proposal

Please address the following items, and limit the Program Proposal to ten-double-spaced pages (12 point font).

Applicant:                             

A. Issue or Problem Statement

B. Project Goals and Objectives (which will be used to assess the project progress if the grant is awarded)
C. Project Activities and Staffing

D. Work Plan – including timetables and responsible staff (use attached work plan format)
E. Evaluation plan
F. Deliverables and their dissemination

G. Qualifications of Applicant Organization and Proposed Staff

Please attach as appendices: resumes of key personnel, relevant publications, the applicant organization’s IRS determination letter, W-9 form, and a copy of the organization’s most recent annual report.  

Health Care Improvement Grant Program 

Work Plan

Please use this as a guide for designing your own workplan.

	Period*
	Activities**
	Products/Results
	Person(s) Responsible

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


*Can be broken down into months or quarters.

**Describe key activities associated with the program (i.e., recruitment, training, etc.).
Amount Requested �
$�
Total Project Budget�
$�
�
      


      Issue Area (check only one)


❍  Expanding Health Insurance Coverage				❍  Improving Quality of Care


❍  Strengthening Hospital Finances		                  	❍  Redesigning Health Care Services





      Activity Type (check only one)


❍  Policy Development and Analysis		❍  Testing New Service Approaches


❍  Education/Information/Training			❍  Biomedical Research


❍  Health Services Research			❍  Other: __________________________


❍  Planning New Services


      


      Population(s) Served	  ❍ General


     	  ❍ Targeted (check all relevant)


❍  Adult					❍  HIV/AIDS


❍  Children					❍  Mentally Ill


❍  Elderly					❍  Chronically Ill


❍   Men						❍  Health Professionals


❍   Women					❍  Policymakers


❍   Immigrants





      In which geographic region(s) will project activities be conducted? (check all relevant)


❍  Brooklyn					❍  Staten Island


❍  Bronx					❍  Citywide


❍  Manhattan					❍  Statewide


❍  Queens					❍  Other:                                                  _





       In which site(s) will project activities take place? (check all relevant)


❍  Ambulatory Care/Primary Care Center		❍  Nursing Home


❍ Community Based Organization			❍  Other: __________________________


❍  In-Home					❍   N/A


❍  Hospital						





       Applicant Organization Type (check only one)


❍   Medical School				❍   Insurer/Payer


❍  University/College				❍   Nursing Home


❍   Community Health Center			❍   Other Service Provider


❍   Home Care Agency				❍    Professional Association/Coalition


❍   Hospice 					❍   Public Interest Organization


❍  Hospital – Municipal				❍   Other: __________________________


❍   Hospital - Voluntary


If Applicant Institution is part of a health care system, please identify: ____________________
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