THE HEALTHCARE FOUNDATION FOR ORANGE COUNTY

Partners for Health Grant Application Cover Page

1450 North Tustin Avenue Suite 103, Santa Ana, CA 92705-8641

(714) 245-1650    FAX (714) 245-1653

Project Title:  










Hospital Organization Proposed to Administer the Project:

Hospital Name:  










Address: 










Hospital Lead Contact Name: 



  Title: 






Address (if different from above): 










Phone: 
 Fax: 


 Email: 





Check one:

This hospital is a    MACROBUTTON CheckIt ( private non-profit                 MACROBUTTON CheckIt ( government-run 
acute care hospital licensed by the State of California

Amount Requested: $_____________ for ___________Months

Date Budget Begins:_______________     Date Budget Ends: _______________

Project Lead Contact Name (Designated to address detailed questions during the review process)

Name: _________________________________________ Title: 







Address (if different from above address): 









Phone:__________________ Fax:___________________ E-Mail: 







Project Partners (List all – attach pages as needed)

(1)  Organization Name: 











      Name of Executive Officer: 











Contact Name (if different from Executive):______________________ Title 





Address:  










Phone_______________ Fax____________________ E-Mail 







(2)  Organization Name: 











      Name of Executive Officer: 











Contact Name (if different from Executive):______________________ Title 





Address:  










Phone_______________ Fax____________________ E-Mail 







(3)  Organization Name: 











      Name of Executive Officer: 











Contact Name (if different from Executive):______________________ Title 





Address:  










Phone_______________ Fax____________________ E-Mail 







 MACROBUTTON CheckIt ( Additional partners – information attached

[PLEASE REMEMBER TO SIGN REVERSE SIDE]

Brief Summary of Project:

Please check the Foundation goal area(s) this project seeks to address:
__   
Empower parents and caregivers with information and support to ensure family health 
__   
Bring culturally relevant services and information into communities 

__   
Remove access barriers to care 

__   
Encourage innovative services and proven models for health priorities and delivery system gaps
__   
Assess the changing health needs of children, adolescents and families of community health 

Signatures:  By signing this form, the applicant is certifying that the information contained here and in the attached application are true and correct, and that the proposed project has been approved by each of the applicant organizations.  Further, the applicant understands and agrees that acceptance of a grant from the Foundation will require these organizations to participate in required financial and programmatic reporting, to permit visits to the program site(s) by Foundation representatives, and to permit the Foundation to include information on this project and its participating organizations in Foundation publications. 

Hospital Organization: 











________________________________________
  








Executive Director/Official



Authorized Officer of Board

Partner Organization: 










_________________________________________
 








Executive Director/Official



Authorized Officer of Board

 MACROBUTTON CheckIt ( Additional partner signatures are attached
