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2026 Grant Application

Organization Name: ________________________________________________________

Address: ____________________________________________________________

Title of Project: _____________________________________________________________

Amount Requested: _______________      Total Project Budget: _____________________

This project is (please check): _____New   ____Existing

(If existing, please list all other current funding sources and amounts on the budget summary.)

Name of Applicant/Contact Person: ___________________        Title: ________________

Phone: _______________       E-mail Address: ___________________________________

Name of Executive Director/Leader: ____________________     Title: ________________

Phone: ________________     E-mail Address: ___________________________________

Project Start Date: ________________       Project End Date: ___________________	


Describe the primary mission, programming, services, or activities of your organization:














[bookmark: _Hlk116373930]CORE SERVICES
Please check the applicable core service.


Chronic Disease Prevention and Reduction 

· [bookmark: _Hlk214373474]Address screening and/or referral for chronic diseases such as (but not limited to) obesity, diabetes, hypertension, and cancer

· Provide programming with a focus on decreasing adult physical inactivity
· [bookmark: _Hlk214010384]Provide programming with a focus on decreasing adult obesity

Access and Linkage to Clinical Care

· [bookmark: _Hlk214373602]Provides a service or programming to address gaps and barriers to health services and connects the population to needed clinical health services such as substance use disorder treatment, prenatal care, health screenings, and infectious disease testing.


Trauma and Injury Prevention

· [bookmark: _Hlk214373536]Coordination of harm reduction for substance use, such as (but not limited to) naloxone distribution, peer recovery and rehabilitation services

· Implement an evidence-based program to educate on falls prevention

· Provide education, training and/or resources for injury prevention, such as (but not limited to) bike safety/helmets, bullying, abuse and neglect, violence, motor vehicle safety, and water safety/drowning prevention 



Maternal and Child Health

· [bookmark: _Hlk214373577]Provide programming to improve birth or maternal outcomes, including (but not limited to) prenatal care, substance use disorder treatment, tobacco and nicotine cessation, STI testing, and insurance navigation

· Provide programming to promote trauma and injury prevention, such as car seat safety, safe sleep, violence prevention (child abuse and neglect)




PROJECT OVERVIEW
Please describe and provide details on your proposed project and any relevant data. Use additional sheets if necessary. 

Include:
a. What is the service or gap addressed by your project? 
b. What is it that you plan to do? Describe how your project will impact health gaps in core public health services using evidence-based practices or promising practices.
c. Describe the target population to be served by the project (identify if it is an underserved or disadvantaged population). 
d. Number of individuals to be served. 
e. Who will oversee the project?
f. Provide a health equity statement indicating how the proposed project will remove health barriers for underinsured, underserved, or disadvantaged populations.
g. Is there a similar program currently available to Miami County residents? If so, how will your project differ?
h. List any partners in this proposal and their role, if applicable
i. Describe the expected measurable outcomes, how they will be measured, and their anticipated timeline.



























BUDGET SUMMARY

Please be specific or attach a detailed/itemized description of your budget for the proposed project. If utilizing other funding, please list the source and amount.

Contact person for budget if different than applicant (name/email/phone): ________________________________________

	EXPENSES
	HFI FUNDING
	OTHER FUNDING
	TOTAL BUDGET

	Personnel


	
	
	

	Travel


	
	
	

	Supplies (type, quantity/costs, etc.,)


	
	
	

	Equipment


	
	
	

	Contractual


	
	
	

	Other


	
	
	

	Total Funding

	
	
	



Please include any fundraising efforts, if applicable:


Can your project be accomplished if only partial funding is available?  _____ Yes	_____ No.

If yes, please explain:



Describe your plan for sustainability of the project:



AGREEMENT

I, the undersigned as the responsible party, do understand that I (my agency) will be contacted by the Miami County Health Department on or before January 17, 2026 for first quarter submissions, April 17, 2026 for second quarter submissions, July 17, 2026 for third quarter submissions, October 17, 2026 for 4th quarter submissions, or as determined by the state, regarding the outcome of this proposal.  I further understand that this original application must be submitted no later than 4:00 p.m. Eastern time by January 1, 2026 for first quarter submissions, April 1, 2026 for second quarter submissions, July 1, 2026 for third quarter submissions, October 1, 2026 for 4th quarter submissions for funding consideration.  I further understand that funding is contingent upon the following requirements:

· [bookmark: _Hlk137472954]Written reports are due quarterly or on an alternate schedule as described in the contract. 
· All invoices/receipts must be turned in to MCHD with the written reports.
· MCHD and the applying organization will take care to ensure that local, state, and federal privacy laws are strictly followed, and will only disclose protected health information without a patient’s consent when the information is used for coordination of care or treatment, payment, and healthcare operations activities, or as law allows.
· The population to be served will be residents of Miami County. Serving residents outside of Miami County must get prior approval of the MCHD. 
· Funding may only be used for Indiana residents who are lawfully present in the United States.
· Applicant may be requested to attend a Board of Health meeting to discuss their project.
· Recognize the MCHD as a program sponsor in all media releases, advertisement of project, and printed materials utilized.

I further understand that all monies received are to be used as indicated on this application and any remaining monies received but not used are to be returned to the MCHD.  

This grant may be terminated by either party upon notice, in writing, delivered upon the other party 30 days prior to the effective date of termination.


______________________________	_______________________
Signature					Date

______________________________
[bookmark: _Hlk116374248]Printed Name
[image: C:\Users\kkotkoski\Desktop\337657739_2429725823861649_7340721308572223553_n.jpg]

Please email completed application to:                                              

Gerri Ann Braley, BSN, RN
Public Health Nurse/Supervisor
gbraley@miamicountyin.gov
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