Applicant Defined Grant – Online Template 
Instructions: Please use this template to prepare your responses for your Applicant Defined Grant full proposal. Each heading highlighted in blue represents a section in the online system. 
Note: In the online system, you can enter only text and numbers in the application fields. If you have charts, graphs, or other visuals to accompany your proposal, please include them as attachments or within the application narrative document. Be sure to reference the attachment in the relevant section of your grant application, to help draw the reviewer’s attention to the attachments. 
The Health Forward Foundation is committed to promoting diversity, equity, and inclusion through our grantmaking, as well as within our own organization. The information you provide here will help us to share accountability for this commitment with our community partners.  Our intent is that information collected here be used to encourage reflection and dialogue to inform our work, and potentially prompt action that can advance us toward a social impact that is both reflective of and responsive to everyone in our communities.
1. APPLICATION DETAILS
Project Title: 
Total Amount Requested from Health Forward:
Total Project Budget:
Note: Health Forward prefers that applicants do not request more than 75% of a total project budget	
Duration of Project (in months):
Maximum: 12 months
[bookmark: _Hlk533072484]Has Health Forward funded this project in the past? (Drop down box: Yes or No)
If you respond ‘yes,’ please provide the duration(s), and total amount of Health Forward funding received. 
Required if Health Forward supported this project in the past.
(Recommended character limit: 1,500)

Project history/Background: Please provide a brief account of the history/background of the project. Include information such as: 
· When the project began (length of time in operation)
· What makes the project unique (e.g. approach, target population, geography, partnerships, etc.)
· What were the outcomes and key lessons learned? (NOTE: Reviewers are particularly interested in this information.)
	(Recommended character limit: 2,500)


2. ORGANIZATION DETAILS
Please navigate to the Account Management page in the portal to verify/update the following information:

Organization name:	 			Tax status:
EIN: 						Age of Org:
CEO/Executive Director (read-only)		Phone 
Address:					Organization location: <County> 
	
	Mission & vision: (recommended character limit: 4,000)	
	
	Total Number of Staff				Number of Staff w/ Disabilities
<drop down box, select one:
 none; 1 - 4; 5 - 9; 10 - 49; 50 - 99; 100 – 200; over 200>

Annual Operating Budget: 
Organization Revenue %
% Corporate funds:
% Government funds:
% Fee for service: 
% Grants: 
% Investments/Earned Income: 
% Private Donations: 
% Revenue other: 
Please explain other revenue: (enter text response; limit 250 characters)
		Total Revenue: ___% 
     (Save the page and the form will calculate this total.)

	Website: 
	Social media accounts: (recommended character limit: 255)

	Clients Served (if applicable):
	Number of person served through all services during the previous calendar year
	Number of client visits through all services during the previous calendar year.


Organization's board and staff demographics
Please provide information regarding demographics of your organization’s board and staff. Enter the percentage represented by each category. 

When collecting identity information, please strive to provide all board and staff the opportunity to self-identify on these demographic categories.

Number of persons on your Board of Directors:

Organization Board Race/Ethnicity:
· Number (n) Asian American/Pacific Islander/Asian
· Number (n) Black/ African American/African
· Number (n) Hispanic/Latino/Latina/Latinx
· Number (n) Native American Indian/Alaska Native/Indigenous
· Number (n) White/Caucasian/European
· Number (n) who identify as a race/ethnicity not listed
· Please describe other races/ethnicities represented by your organization’s board. (enter text response; limit 250 characters)
· Number cannot supply/does not apply
· Total – Click ‘Save’ and the form will calculate this total.

Organization Board Gender
· Number (n) Male
· Number (n) Female
· Number (n) Gender identity not listed above
· Please describe other genders: Health Forward understands the diversity of our community. Please use this space to share language that describes members of your board who do not identify as male or female. (enter text response; limit 250 characters)
· Total - Click ‘Save’ and the form will calculate this total.


Number of staff with disabilities: <number field>

CEO race/ethnicity 
Please select the race/ethnicity of your organization’s CEO, Executive Director, or President. You may select all that apply. 
· African/American
· American Indian/Alaskan Native
· Asian/Pacific Islander
· Caucasian
· Hispanic/Latino
· Something not listed above: ______				_
· Prefer not to answer 

Organization Staff Race/Ethnicity %
· Percentage (%) Asian American/Pacific Islander/Asian
· Percentage (%) Black/African American/African
· Percentage (%) Hispanic/Latino/Latina/Latinx
· Percentage (%) Native American Indian/Alaska Native/Indigenous
· Percentage (%) White/Caucasian/European
· Percentage (%) Other race/ethnicity
· Please describe other races/ethnicities represented by your organization’s board. (enter text response; limit 250 characters)
· 	Cannot supply/Does not apply (%)
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total % (should equal 100%): Click ‘Save’ and the form will calculate this total.
· 
Organization Staff Gender %
· Percentage (%) Male
· Percentage (%) Female
· Percentage (%) Gender identity not listed above
· Please describe other genders: Health Forward understands the diversity of our community. Please use this space to share language that describes members of your staff who do not identify as male or female.
	(enter text response; limit 250 characters)
· Cannot supply/Does not apply (%)
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total % (should equal 100%): Click ‘Save’ and the form will calculate this total.

3.   PROJECT TEAM
This tab allows the application owner to invite contacts to the Health Forward Grantee Portal so they can make contributions to this application and any grantee reports that follow.
 
REQUIRED: Scroll down to the "Add a Team Member" section and follow the instructions to add the Primary Contact to this grant request. If you do not see the Primary Contact listed in the contact lookup, click the "Add a Contact" button to add their contact information. If you are the Primary Contact, please click "edit" next to your contact below and update your Role.
If any other colleagues need current or future access to this application or subsequent grantee reports, such as a Report or Payment contact, please add them here as well.
 
OPTIONAL: If you would like to collaborate on this application with any additional colleagues, you may add them to the online application. This will give them access to view and edit this application as well as any subsequent grantee reports.
 
TEAM ROLES
The table on this tab lists contacts and their role(s) for this grant. You may edit or remove a contact's role or access to this grant by clicking "Edit".

4. PROJECT DEMOGRAPHICS
Please provide information regarding the demographics of the population you plan to serve. Enter the percentage represented by each category.
Communities of Focus: Age
· Percentage (%) under 5 years
· Percentage (%) 5-11 years
· Percentage (%) 12-18 years
· Percentage (%) 19-24 years
· Percentage (%) 25-44 years
· Percentage (%) 45-64 years
· Percentage (%) 65 years and older
· Cannot supply/Does not apply (%)
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Age Group Percentage (%) Total (should equal 100%): Click ‘Save’ and the form will calculate this total.

Communities of Focus: Geographic area to be served
· Percentage (%) Allen Co:
· Percentage (%) Johnson Co:
· Percentage (%) Wyandotte Co:
· Percentage (%) Cass Co:
· Percentage (%) Jackson Co and/or KCMO:
(may include all of Jackson and/or KCMO portions of Clay and Platte Co)
· Percentage (%) Lafayette Co:
· Percentage (%) Other: 
· Please describe other geographic areas to be served: (enter text response; limit 250 characters)
· Cannot supply/Does not apply (%):
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Geographic area to be served percentage (%) Total: Click ‘Save’ and the form will calculate this total.

Communities of Focus: Gender
· Percentage (%) Male:
· Percentage (%) Female:
· Percentage (%) Other gender:
· [bookmark: _Hlk535851803]Please describe other genders to be served: Health Forward values the diversity of our community. Please use the space below to share language that describes clients your organization serves who do not identify as male or female. (enter text response; limit 250 characters)
· Cannot supply/Does not apply (%):
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total Gender Served Percentage (%):  Click ‘Save’ and the form will calculate this total.
Communities of Focus: Race/Ethnicity
· Percentage (%) African American/Black:
· Percentage (%) American Indian/Alaska Native:
· Percentage (%) Asian/Pacific Islander:
· Percentage (%) Caucasian/White:
· Percentage (%) Hispanic/Latino:
· Percentage (%) Other race/ethnicity:
· Please describe other race/ethnicity to be served: (enter text response; limit 250 characters)
· Cannot supply/Does not apply (%):
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total Gender Served Percentage (%):  Click ‘Save’ and the form will calculate this total.

Communities of Focus: Income by Percentage (%) of Federal Poverty Level (FPL)
· Percentage (%) Below FPL:
· Percentage (%) 100-200% FPL:
· Percentage (%) Above 200% FPL:
· [bookmark: _Hlk535851939]Cannot supply/Does not apply (%):
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total Income Percentage (%): Click ‘Save’ and the form will calculate this total.
Communities of Focus: Insurance status
· Percentage (%) Uninsured:
· Percentage (%) Insured – Medicaid:
· Percentage (%) Insured – Medicare:
· Percentage (%) Insured – Private Insurance:
· Cannot supply/Does not apply (%):
· Please explain why this data is not available or does not apply to the proposed project: (enter text response; limit 250 characters)
· Total Income Percentage (%): Click ‘Save’ and the form will calculate this total.

5. NARRATIVE
Select the category that best describes your request (descriptions below): 
(Drop down box: Capacity building; Core operating support; Program support; Innovation)
Request Category Definitions: 
Capacity Building: The process of developing skills, ability and resources. Funding must enhance or improve something already in existence, and are typically one-time only (e.g. Technology upgrades, strategic planning, leadership/Board development).
Core Operating Support: The working capital nonprofits need to sustain their day-to-day operations. Core operating support grants may be used to cover day-to-day activities or ongoing expenses, such as: Salaries, utilities, office supplies, technology/facility maintenance, etc.; technology purchases, and professional development. (Note: this is not intended to be unrestricted funding.)
Program Support: Program Support is given to a specific, connected set of activities, with a defined beginning and end, explicit objectives/outcomes and predetermined costs.
Innovation: A new idea, new method, or improvement. A new way, or improved way, of addressing a problem.
Narrative Abstract: A brief description (recommended character limit: 2,500 characters) that summarizes the funding request and includes the following information: 
· The general purpose of the grant, including specific project components Health Forward funding would support
· The amount of funding requested
· Specify how funding will be used (e.g. salaries, supplies, equipment, etc.)
· A brief project description that includes:
· Indication if project is new, existing, or an expansion
· Communities of Focus (include demographic characteristics)
· Total number of participants
· Geographic location(s) of outreach/activities
· Major outcomes to be achieved (NOTE: For existing Health Forward-funded projects, it is imperative to provide a brief assessment of the project’s effectiveness to date and a summary of lessons learned)
· Project Value (i.e. project outcomes compared with project costs)
(TEXT FIELD; limit 2,500 characters)
[bookmark: _Hlk1753670]Download the proposal narrative template to your computer and save as a working copy. Click here for document templates. Once you have completed your narrative, fill out the fields below.

6. PROJECT FINANCIALS
Download the proposal budget and budget narrative template to your computer and save each as a working copy. Click here for document templates.

Once you have completed the line item project budget, please copy and paste the requested (whole) dollar amounts in the fields below. These fields should match the information in the attached line item budget and budget justification. 
REVENUE
	Total in-kind support:
Total other sources secured:

EXPENSES (from Health Forward funds only)
Salary subtotal: 
	Total FTE supported by Health Forward: 
	Benefits subtotal: 
	Indirect expense: 

Lobbying Expenses: (Note: this question is not asked if your request is for Core Support)
Will any of the requested funds be used to support lobbying activities? 
Health Forward funds can be used to support lobbying activities, and we believe that nonprofits play a vital role in the policy-making process. For our own record keeping purposes, we need to ask if any of your grant dollars will be spent on lobbying activities. For additional information about what constitutes lobbying, please see question/answer #19 in Grants FAQs on our website. 
(Drop down box: Yes; No; Unsure)

	
7. PARTNERS
Partner Organizations
Please provide information about any partners who will receive a portion of Health Forward funding. Also include any partners who are providing resources in support of your proposal.
 
Click the “Add Another Partner” button to add a new partner. Add as many partners as needed. You are also required to attach a letter of commitment from each of these partners on the Proposal Attachments tab.

Partner Organization Name:
Partner’s street address: 
Partner’s City: 
Partner’s State: 
Partner’s Zip Code: 
Partner’s County (Mo. and Ks. Only):

8. ATTACHMENTS

REQUIRED PROPOSAL ATTACHMENTS
Please upload the following required items: 
· Proposal Narrative
· Budget Worksheet
· Letters of Commitment

OPTIONAL ATTACHMENTS
[bookmark: _Hlk1753904]You may attach additional documents here to support your request, such as letters of support, logic model, project timeline, etc. These attachments will not be counted in your narrative proposal page limit.  (You may upload multiple documents.)

OTHER ATTACHMENTS
Please navigate to the Account Management page to upload each of the following attachments at the bottom of the page.

501(C)(3) applicants (Upload the following attachmen(s) if it has been updated since your previous request to Health Forward):
· Organization’s most recent IRS 990 Report (nonprofit tax return)
· Organization’s most recent financial audit
· Board-approved current fiscal year operating budget for your organization
· Roster of your organization’s board of directors with diversity information (race and gender)

Governmental entity applicants (Upload the following attachmen(s) if it has been updated since your previous request to Health Forward):
· Authorized budget or current financial statement
· Most recent financial audit
· List of elected/appointed officials who oversee the entity’s performance

9. [bookmark: _Hlk533072542]AUTHORIZATIONS
Grant Statement
Provide a statement that summarizes what Health Forward grant funds will ultimately enable your organization to do [e.g. (Organization name) will provide (name organizational resource or service here) in order to achieve (name the ultimate outcome you'd like to achieve) for (name your target population)]. Limited to 500 characters.

Non-Discrimination Attestation
I certify that our organization does not discriminate in its leadership, staffing, or service on the basis of age, gender, race, ethnicity, sexual orientation, disability, national origin, political affiliation, or religious belief.
(Drop down box: Agree; Do not agree)

Authorized Signature: 
By typing the name and title of your organization's President/CEO, or authorized Board member, you are certifying that the information included is accurate. NOTE: If the Tax ID number that you have provided is for a parent corporation or umbrella 501(c)3 organization, signer must be authorized to attest to that organization's policies and practices.
Authorized Signer's Name: 
Authorized Signer's Title: 
REVIEW/SUBMIT APPLICATION
