INDIANA TRAUMATIC SPINAL CORD AND BRAIN INJURY RESEARCH 

ACTIVITY-BASED THERAPY PROGRAM

2026 APPLICATION


PROGRAM DIRECTOR	:						EMAIL:	
 
ORGANIZATIONAL AFFILIATION:	

INSTITUTIONAL EIN or DUNS NUMBER, if appropriate:	

TITLE OF PROPOSAL:  

ADDRESS WHERE WORK WILL BE PERFORMED:   


REQUIRED SIGNATURE: The undersigned agrees to accept responsibility for the scientific and technical conduct of the project and for provision of required progress reports if a grant is awarded as the result of this application.  

Funding for this award will come from the Indiana Department of Health. 

APPLICANT SIGNATURE:____________________________________________________________________

TYPED NAME AND TITLE OF APPLICANT:______________________________________________________

INSTITUTIONAL OFFICIAL*:___________________________________________________________________
*by this signature you are attesting to approval and support of the time and effort specified by the program director and other faculty/staff on this application. 


TYPED NAME AND TITLE OF INSTITUTIONAL OFFICIAL:__________________________________________


UPLOAD INSTRUCTIONS:  Upload using the application and ‘Start a Submission’ link both found on the Indiana CTSI website.     
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