WEST CENTRAL OHIO PARALYSIS FOUNDATION
IMPORTANT INFORMATION
Please read all information in the Grant Application.
QUALITY OF LIFE GRANT APPLICATION
This Grant Application form must be completed and uploaded or mailed. The completed Grant Application may be uploaded as Word or PDF, but Word is preferred.  Send Application via email to c_trenkamp@hotmail.com or snail mail to 

WCOPF

c/o 430 South Water Street

Fort Jennings, Ohio 45844
ELIGIBILITY 
Will the Grant for which you are requesting support directly impact the lives of people living with paralysis?  (select one)  Yes / No

PERSONAL INFORMATION
Name:
Address:  

City:

State: 
Zip Code + Four:  

Daytime Phone:   (xxx)xxx-xxxx

Evening Phone:   (xxx)xxx-xxxx

Email Address:
Level of Spinal Cord Injury:

Cause of Injury:
Please Note:  The West Central Ohio Paralysis Foundation awards Quality of Life grants in one cycle each year calendar year - August.  Prior grantees are permitted to apply for a similar grant once every 3 years.

PROPOSAL INFORMATION
Project Title:
Please provide a brief description of the project:

No more than 3 sentences

BUDGET SUMMARY INFORMATION

What is the total budget for the entire project? 


$__________
What is the total amount of grant funds requested?


$__________

(Maximum $5,000)

Will any other sources of funds be used to support this project?  
❏ Yes
❏  No

If you checked “Yes”, please provide the sources and the amounts in the space below and indicate whether funds are committed or pending.
Will this be an ongoing project?

(Please answer “yes” or “no”)
What is the proposed timeline for the project?  Provide start and end dates for the overall project and key milestones within the grant period.
What are the major goals and objectives of the project - that is, what will the project accomplish?  What will be the impact on the quality of life of people who are paralyzed? 
How will the goals and objectives of the project be accomplished?  What methodologies, techniques, processes or procedures will be used to accomplish the goals and objectives?   How many paralyzed individuals will the project impact?

Project Leader:

First Name:

Last Name:

Title of Project Leader:

Please supply address:

Office City:

Office State:

Office Postal/ZIP Code

Office Phone:   (xxx)xxx-xxxx

Email:

ATTACHMENTS:

In addition to your application, supporting documentation may be included.  They are listed 
below.  

Optional Attachments:

- Letters of support
- Photographs of what you have now that you would like to update

You may also mail additional supplemental materials such as brochures, videos, print photographs, etc. 
PLEASE NOTE THAT ALL MATERIALS SUBMITTED ARE NON-RETURNABLE.
Should you have any questions, concerns or technical difficulties, pleases contact the West Central Ohio Paralysis Foundation as soon as possible.
Email   c_trenkamp@hotmail.com
Or call  419-286-2799
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