Attachment 1:  Cover Sheet (2 pages)

	Project Title(s):

	


	Organization:

	Agency Name:

Address:                                                                   Federal Tax ID #:

City:                                                                            ZIP:


	Who is the contact person(s) for this project?

	Name:

Title:  
                                                                                     
Phone:                                                                        Fax:

E-mail:


	Name:

Title:  
                                                                                     
Phone:                                                                        Fax:

E-mail:


	Name:

Title:  
                                                                                     
Phone:                                                                        Fax:

E-mail:


	Components:


	Which component are you applying for:
Check all that apply:
_____ Component 1 – Comprehensive Cancer Control
_____ Component 2 – Colorectal Cancer Screening
_____ Component 3 – Breast and Cervical      Cancer Screening
	Funding Request:

Component 1
     Amount Requested $_________________
Component 2
     Amount Requested $_________________
Component 3
     Amount Requested $_________________

	Organization Type:

	Is your Organization: 
_____  Local Health Department 
_____  Health System
_____  Community Based Organization
_____  Other (please specify)   _______________________________________

	Community Implementation Strategy

	 Which Community Implementation Strategy(s) will you be using?  Please specify at least one strategy for each component you which you are applying.
Component 1: Comprehensive Cancer Control
Prevention
     _____    1.1     Smoking Cessation:  Provider Reminder Systems & Electronic Referrals
     _____    1.2     HPV Vaccination:  Increase Provider Recommendations and Series Completion
     _____    1.3     Healthy Lifestyles:  Skin Cancer Prevention
     _____    1.4     Breast Cancer Prevention Medication:  Shared Decision Making
Early Detection
     _____    1.5     Family History Information:  Referrals for Genetic Counseling for Hereditary Cancers 
     _____    1.6     Lung Cancer Screening:  Increase Referrals for Screening and Tobacco Cessation
Diagnosis and Treatment:  
     _____    1.7     Provide Patient Navigation Services
     _____    1.8     Clinical Trials:  Increase Participation in Cancer Clinical Trials
     _____    1.9     Improve Demographic Data Collection to Address Health Inequities
Survivorship 
     _____    1.10   Survivorship Care Plans:  Provided to Survivors and Primary Care Providers
     _____    1.11   Healthy lifestyles:  Prevention of Cancer Re-Occurrence and Secondary Cancer in   
                             Survivors

Component 2:  Colorectal Cancer Control-Must choose a minimum of two
     _____     2.1     Reducing Structural Barriers
     _____     2.2     Client Reminder Systems
     _____     2.3     Provider Reminder and Recall Systems 
     _____     2.4     Provider Assessment and Feedback
Component 3:  Breast and Cervical Cancer Control
     _____     3.1     Patient Navigation:  Reducing Structural Barriers
     _____     3.2     Client Reminder Systems
     _____     3.3     One-on-One Education
     _____     3.4     Provider Reminder and Recall Systems
     _____     3.5     Provider Assessment and Feedback
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Signature:_____________________________                   Title__________________________



