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                   Mater Foundation – funding application form


Funding Application Form
	1. Departmental information

	Application contact

	title 
	Mr   FORMCHECKBOX 

	Mrs   FORMCHECKBOX 

	Miss   FORMCHECKBOX 

	Ms   FORMCHECKBOX 

	other  (please specify)
	     

	first name(s) 
	     
	last name
	     

	position
	     

	phone (after hrs)
	     
	phone (business hours) 
	     
	pager
	     

	email
	     

	hospital or institute
	     
	department
	     

	Management Accountant

	first name(s) 
	     
	last name
	     

	position
	     

	phone (after hrs)
	     
	phone (business hours) 
	     
	pager
	     

	email
	     

	Executive Director authorisation

	title 
	Mr   FORMCHECKBOX 

	Mrs   FORMCHECKBOX 

	Miss   FORMCHECKBOX 

	Ms   FORMCHECKBOX 

	other  (please specify)
	     

	first name(s) 
	     
	last name
	     

	position
	     

	phone (after hrs)
	     
	phone (business hours) 
	     
	pager
	     

	email
	     

	Signature

(if unable to obtain

signature, please

attach written

authorisation e.g.

email or memo)
	     

	2. Activity information

	Please provide an activity title for which your department is seeking funding

	     

	the activity for which your department is seeking funding is
	a new activity  FORMCHECKBOX 

	an existing activity  FORMCHECKBOX 


	the activity in this application primarily fits into the following category

	project   FORMCHECKBOX 

	equipment   FORMCHECKBOX 

	medical research  FORMCHECKBOX 

	other (please specify) 
	     

	amount requested
	$     
	total project budget
	$     
	date needed
	DD/MM/YYYY
	project timetable (start/end dates)
	     

	SUMMARY: Please provide a short description of the nominated activity for which your department is seeking funding

	     

	consent to Mater Foundation sharing details of application
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	For Mater Foundation use only

	date received
	     
	project register ID
	     
	allocations committee result
	     


	2. Activity information (continued)

	

	DESCRIPTION: Please provide a detailed overview of the activity, including purpose, location, the current situation, reasoning behind the project, methodology, actions required, and data to be collected

	     

	OUTCOMES: Please state the outcomes for the project. These are the key result areas that expect to be reached and measured as the project is implemented. We understand that this level of planning is often revised and that in many cases, project outcomes are reached that are not always anticipated in the planning stage.

	     

	when will it be achieved (month and year) 
	MM/YYYY
	

	PERFORMANCE: Describe performance indicators for the nominated activity

	how will you determine if anyone is better off? State how the results (outcomes) will be measured.

	     

	SUSTAINABILITY: Indicate how the outcomes will be sustained after the funding period is completed. Is there a funding plan for continuation or expansion?

	     

	SIGNIFICANCE: What are the financial and non-financial benefits to the hospital/patients/community if this activity is completed?

	     

	PROJECT RISK ASSESSMENT: What are the risks which will prevent you from achieving a successful outcome from this activity?

	     

	STRATEGIC PRIORITIES: How is this activity consistent with your department’s “top” (strategic) priorities

	     

	QUALIFICATIONS: Who are the core management and staff? Please include a paragraph or two about their roles and qualifications

	     

	BUDGET JUSTIFICATION: Please provide a detailed budget in excel spreadsheet format. Outline the program elements and activities. Please be as specific as possible, understanding that your answer must justify associated budget costs

	     

	Is this grant critical to the project? Why?

	     

	Have you received or applied for additional funding? If so, please include details regarding the funding agency, amount and date of notification

	     

	Does funding this project create additional funding implications? If yes, how will they be met?

	     


	3. Medical research applicants

	Please complete this section if your department is in the Medical Research Sector

	This application has been authorised by your central research or funding office 
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Contact details of chief investigator

	title 
	Mr   FORMCHECKBOX 

	Mrs   FORMCHECKBOX 

	Miss   FORMCHECKBOX 

	Ms   FORMCHECKBOX 

	other  (please specify)
	     

	first name(s) 
	     
	last name
	     

	position
	     

	phone (after hrs)
	     
	phone (business hours) 
	     
	pager
	     

	email
	     

	department
	     

	Academic qualifications of chief investigator

	Qualifications
	     

	Institute
	     
	Year
	YYYY

	Qualifications
	     

	Institute
	     
	Year
	YYYY

	Qualifications
	     

	Institute
	     
	Year
	YYYY

	Qualifications
	     

	Institute
	     
	Year
	YYYY

	Qualifications
	     

	Institute
	     
	Year
	YYYY

	Recent and relevant publications

	Chief investigator

publications 1
	     

	Chief investigator

publications 2
	     

	Chief investigator

publications 3
	     

	Chief investigator

publications 4
	     

	Chief investigator

publications 5
	     


	3. Medical research applicants (continued)

	Provide a description of the research in technical terms under the following headings

	Specific aims

	     

	Methods

	     

	Pilot data (if available)

	     

	Scientific plan

	     

	Ethical and hazardous implications of the project

	Ethical – i) human
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Ethical – ii) animals
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Ethical – iii) carcinogens
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Ethical – iv) radiation
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	Ethical – v) DNA
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 


	If you have ticked any of the above, please confirm approval from ethics committee
	Yes  FORMCHECKBOX 

	No  FORMCHECKBOX 
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