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Project Lifesaver Bi-Annual Grant Application
Please complete this form in its entirety and mail or fax to:

Alzheimer’s Foundation of America

322 Eighth Ave., 7th Floor

New York, NY 10001

Attn: Bi-Annual Grant Proposal—Project Lifesaver
Fax: 646-638-1546

Phone: 866-AFA-8484

Deadlines:  Spring: (postmarked by) February 1   Fall: (postmarked by) August 1
                                                                                                ( Second Submission (for same program)
Organization/Law Enforcement Agency__________________________________________________________________

Address___________________________________________________________________________________________

City___________________________________________________State______________Zip______________________

Phone___________________________________________ Web site __________________________________________

Contact Person _____________________________________ Title ___________________________________________

E-mail Address _____________________________________
BACKGROUND

Organization history: __________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________
__________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________
Year organization was founded: __________




Number of employees:  __________

Number of volunteers:  __________

Organization’s annual budget: $______________

REQUEST FOR FUNDING

Please place a check beside each item in your Project Lifesaver program in which you are seeking funding. Also, indicate the amount requested for each area (keep in mind that the total amount to be requested is $5,000):

( Start-up costs*:


$____________

( Advertising:



$____________

( Bracelets/Batteries:


$____________
 
( Program extension (geographically):
$____________

( Transmitters (other than start-up):
$____________

( Staff:




$____________

( Other (please explain): 

$____________


_______________________________
$____________

_______________________________
$____________

_______________________________
$____________

TOTAL:



$5,000
*Start-up costs are only awarded to Project Lifesaver sites that have completed the training with Project Lifesaver International.

PROGRAM SUMMARY

□ New Project Lifesaver Program 
 □ Existing Project Lifesaver Program 

Year organization’s Project Lifesaver program was started: _________
Number of employees involved in Project Lifesaver program:  __________

Number of volunteers involved in Project Lifesaver program:  __________

Program’s annual budget: $______________

1.
Brief overview of your Project Lifesaver program:


___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2. 
Statement of need for the program in your community:


___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

3. 
Brief description of how the funds will be used:

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4.
Brief statement of need for funding the above requested items: 


_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 


5. 
Criteria used to determine client eligibility for the program:

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6. 
Number of clients currently served by the program: __________


% clients with Alzheimer’s disease: _________

7. 
Number of additional clients served by the program if the grant is awarded: __________


% of clients with Alzheimer’s disease: __________

8. 
Locations currently served by the program and additional locations if awarded this grant:  
	CITY
	COUNTY
	STATE
	CURRENT
	FUTURE

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


9. 
Qualifications of the person(s) administering the program:

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

10.
How will/do you evaluate the effectiveness of the program?

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

11. 
How will you fund the program once this grant ends?

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

12. 
List current funding sources for this program:

	SOURCE
	AMOUNT

	
	$

	
	$

	 
	$

	
	$

	
	$

	
	$


13.
Is there currently a fee to clients/families to participate on the program?

 ( Yes 

( No


If yes, what is the amount? $_________

( Daily

( Weekly 
(Monthly 
( Yearly

14. 
If you receive this grant, will there be a fee to clients/families to participate in the program?

( Yes 

( No


If yes, what is the amount? $_________

( Daily

( Weekly 
(Monthly 
( Yearly

ANNUAL PROGRAM BUDGET

	
	Total Budget
	 Funding Amount from Sources Listed Above
	Use of Funds from AFA (if awarded)

	PERSONNEL-Salary
	
	
	

	PERSONNEL-Fringe Benefits
	
	
	

	RENT
	
	
	

	TELEPHONE
	
	
	

	SUPPLIES
	
	
	

	EQUIPMENT
	
	
	

	ADVERTISING
	
	
	

	PRINTING
	
	
	

	TRAVEL
	
	
	

	INSURANCE
	
	
	

	OTHER
	
	
	

	
	
	
	

	
	
	
	

	TOTAL
	
	
	


PUBLICITY WAVIER 

I understand that should my organization’s grant proposal be approved, information about our program and/or service may be used during various Alzheimer’s Foundation of America publicity and fundraising opportunities, including printed articles and press releases. 

Contact Person ______________________________________________ Title__________________________

Signature x_________________________________________________  Date:_________________________
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