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	How to Apply for the CSDA/GKAS Expansion Grant

	The CSDA/GKAS Expansion Support Grant will provide funding on a limited basis to expand your GKAS program or begin a new program. Requests for funding may include, but are not limited to funding for costs of patient care, publicity, administration, transportation of patients to event, and volunteer support. 

Organizations/Individuals applying must include the following: 

1. GKAS Expansion Grant Application

2. Copy of your GKAS Budget

Within 30 days upon completion of your GKAS program, you will be required to complete the GKAS Summary Report and return it to the CSDA along with a brief narrative (no more than 2 pages typed, detailing the success of your program and how the funds were spent.

Application Deadline for 2012 GKAS Expansion Grant: December 31, 2011
Please e-mail completed application to Carol Dingeldey at cdingeldey@csda.com.

You may also mail this application to:

     Carol Dingeldey, CAE

     Executive Director

     Connecticut State Dental Association

     835 West Queen Street

     Southington, CT 06489

You may also fax this application to: Carol Dingeldey, CAE at 860.378.1807

	

	 



CSDA/GKAS EXPANSION GRANT APPLICATION
Maximum Grant - $1,000

*Please type this grant application

	Organization/Practice Information


Company Name: 
Click here to enter company/organization name
Address:  

Click here to enter address







Click here to enter City, State, Zip 

	Contact Information


Name: 

Click here to enter name
Title: 

Click here to enter title
Telephone #: 
Click here to enter telephone #

Fax #: 
Click here to enter fax #
E-mail:

Click here to enter e-mail
1. Overall Program Goals

Click here to enter goals
2. Total Cost of your GKAS Program
Click here to enter dollar amount
3. Amount Requested

Click here to enter amount requested
4. Please attach a copy of your budget.

5. Have you sought funding for your GKAS Program from other sources? 

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No



If yes, please list other sources, amounts and if you were successful in obtaining funding.

Click here to enter 
6. How will you use the funds provided if you are approved for this grant (ie. supplies, equipment, publicity, etc.)

Click here to enter 
7. Where will your program take place?

Click here to enter 
8. When is your program taking place?

Click here to enter 
9. What services will be proved

Click here to enter 
10. Number of years your GKAS Program has been in existence (Please Note: You will not be denied a grant based upon previous or lack of a prior program.)
Click here to enter 
11. Is your facility a FQHC?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


12. How many children do you plan to serve this year?

Click here to enter 
13. Do you treat developmentally/physically disabled patients?

 FORMCHECKBOX 
  Yes

 FORMCHECKBOX 
  No


If yes, where?

Click here to enter 
14. Are patients who come to your clinic/office GKAS Program referred elsewhere for follow up treatment?
If yes, where?

Click here to enter 


15. How are patients referred to your program?

Click here to enter 
16. Please attach a brief description of your GKAS program and your program’s goals. (Please Note: No more than two typed pages.)

Please e-mail this completed application to Carol Dingeldey at cdingeldey@csda.com.  

You may also mail this application to:


Carol Dingeldey, CAE

Executive Director

Connecticut State Dental Association

835 West Queen Street

Southington, CT 06489

You may also fax this application to the attention of Carol Dingeldey, CAE at 860.378.1807







