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	Cape Fear Valley Health Foundation

Care Enhancement Grant Application
101 Robeson Street, Suite 106

Fayetteville, North Carolina 28301

910-615-1285
	FOR OFFICE USE ONLY

Date rec’d:       _________

Service Area:   _________

On time:           Y          N

Complete:        Y          N

Approved:       Y           N

Date Approved: ___________

	Cape Fear Valley Health Foundation’s mission is to serve the community by building awareness and philanthropic support for Cape Fear Valley Health as it provides compassionate, quality healthcare for all its patients.   The Care Enhancement Grant program helps fulfill this mission by awarding grants for projects at Cape Fear Valley Health that contribute to the healing process, but that go beyond the scope of Cape Fear Valley’s mission to provide medical care and treatment.

When you submit an application, please:

· Do not enclose additional materials unless requested to do so 

· Do not exceed the amount of space provided for each question

· Include signatures from your Department Manager and other approval signatures as required
· Return completed form by FAX: 615-1551 or by interoffice mail.



	APPLICANT INFORMATION

	Name of Contact Person:
	Department:

	Phone:
	Email:
	FAX:

	Name of Administrator authorizing application:

	PROJECT INFORMATION

	Name of project:

This program is:     (   )  New or Expanded     (   )  Existing and Exceptional     (   )   Pilot or Demonstration

	This program addresses the following Cape Fear Valley Health priority focus area (choose all that apply):

(   )  Increase revenue     (   )  Retain revenue     (   )   Decrease expenses   (   )   Offset capital costs

(   )  Increase minority population access to healthcare      (   )  Increase access to cancer care    

(   )   Expand Heart Center services (   )  Provide indigent care     (   )   Decrease incidence of diabetes 

(    )  Other – please specify:


	Amount of funding requested:
	Date funding is needed:

	Where do you plan to get on-going funding for this project?



	Please give a one sentence statement of purpose for your project:



	Please describe your project’s purpose, the audience it will serve, and how project will be carried out.

Please describe the priority focus area this project will address and how the need was identified.



	Please describe how you plan to evaluate the progress and success of your project.  Your evaluation plan should clarify how you will measure achievement of your objectives, including measurable outcomes, and the tools you will use.



	STAFFING  Please list names, positions and credentials of key people implementing the program:

	Name
	Position
	Credentials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	COLLABORATION   Will other agencies be involved?  If so, please list agencies and their roles: 

	Agency and Contact Name
	Role

	
	

	
	

	
	

	PROJECT BUDGET   A budget is required. You may use this form to list expenses or attach a budget.



	Item
	1. Amount requested from CFVHF
	2. In-kind donations
	3. Other funding (include income)
	Total budget

(add columns 1-3) 

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	TOTAL EXPENSES:
	
	
	
	

	OTHER FUNDING Please list the project’s current funding sources, amount of funding and length of support.

	Funder
	Amount
	Start and stop date of support

	
	
	

	
	
	

	
	
	

	APPROVALS: 

Department Manager Name: ________________________________Telephone Number:___________________
Department Manager Signature: ________________________________________ Date:____________________

Service Line Director Name: ________________________________Telephone Number:___________________
Service Line Director Signature:_________________________________________Date:___________________

Vice President Name: _____________________________________Telephone Number:____________________
Vice President Signature: ______________________________________________Date:____________________
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