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REQUEST FOR APPLICATIONS

TEXAS HIGHER EDUCATION COORDINATING BOARD

Minority Health Research and Education Grant Program

Allied Health Pathways to Success




NOTICE OF INTENT DEADLINE:  5:00 PM C.T., April 4, 2014


INQUIRY DEADLINE:  5:00 PM C.T., April 25, 2014


APPLICATION DEADLINE:  5:00 PM C.T., May 9, 2014




[bookmark: _Toc309206876][bookmark: _GoBack]


APPENDIX C
[bookmark: _Toc309206877]TRANSMITTAL LETTER AND APPLICATION FORMS

SAMPLE TRANSMITTAL LETTER
(Applicant’s Letterhead)

(Date)

Chris Fowler, Senior Program Director
Texas Higher Education Coordinating Board
Academic Affairs and Research Division
1200 E. Anderson Lane
Austin, Texas 78752

Dear Ms. Fowler:

(Applicant’s Name) is pleased to submit the attached Application for the Minority Health Research and Education Grant Program – Allied Health Pathways to Success grant opportunity.   We fully accept the terms and conditions described in the Request for Applications and we understand that the enclosed Application is binding and valid at the discretion of Texas Higher Education Coordinating Board for a period of ninety (90) days. 

For additional information or questions, please contact the Project Director, (Name) at (telephone number or email address) or myself at (telephone number or email address).  

Sincerely,



(Name of Authorized Applicant Representative)
(Authorized Applicant Representative’s Position)



[bookmark: _Toc309206878]Minority Health Research and Education Grant Program
Cover Page (Word Version)
	
  Applicant: 



	
  Project Title:

	
  Major Partners:

	  Proposed Funding
  MHGP     	   $	       
  Cost Sharing	   $                     .          
  Total 	   $	        
	
 Total amount requested for two-year period ending 8/31/2016
     $

	
	
 Funding Request (9/1/2014-8/31/2015)
$
	
 Funding Request (9/1/2015-8/31/2016)
$

	 Project Director’s Name (typed): 


 Phone:                                        FAX:
 E-Mail Address:
 Mailing Address:


 ______________________________________
 Project Director Signature 
	Co-Project Director’s Name (from same institution):


 Phone:                                     FAX:
 E-Mail Address:
 Mailing Address:


 ________________________________________
 Co-Project Director Signature

	 Contact Person’s Name and Title at Office of Sponsored Projects (typed):
							
Phone/Email:	 Mailing Address:
                 

	 Authorized Institutional Representative’s Name and Title (typed):


I certify that the statements herein are true, complete, and accurate to the best of my knowledge.  I further certify that if program funds are awarded, this institution accepts the obligation to comply with terms and conditions set by the Texas Higher Education Coordinating Board.


___________________________________________                  ________________________________
  Authorized Institutional Representative Signature                        Date



Minority Health Research and Education Grant Program
Project Abstract (Word Version)
	
Applicant and Project Title:

	
Keyword Description (max. 5 words or phrases):



	
Abstract: 



























Minority Health Research and Education Grant Program
Project Narrative (Word Version)

	
Applicant and Project Title:





(              (Start text here.)






























Minority Health Research and Education Grant Program
Timeline (Word Version)                                                           

	
Applicant and Project Title:





	Dates
	Activity and Method of Delivery (Person Responsible)
	Result(s)

	


	




	
















                   

 (Timeline continued)    

	Dates
	Activity and Method of Delivery (Person Responsible)
	Result(s)

	




























	























	




































Minority Health Research and Education Grant Program
Budget Summary (Word Version)
	
Applicant and Project Title:












Institution and Project Title:





	
Budget Category
	
Two-Year Total


	
A.  Personnel                        Salaries and Wages For (              ) FTE employees
	

	
                                               Fringe Benefits  @      (             %)
	

	
                                              Total – Salaries, Wages, and Fringe Benefits
	

	B.  Personnel Travel            
	

	
C.  Capital Equipment         
	

	
D.  Participant Costs           
	

	
E.  Other Direct Costs
	

	
F.  TOTAL DIRECT COSTS For Two-Year Grant Period  
	


	 
G.  Cost Sharing For Two-Year Grant Period                                                        $___________________

	I hereby certify that I have read and agree to comply with all conditions of this grant and agree to return to the THECB any funds not expended in compliance with those conditions.

________________________________________________________          __________________________
Project Director’s Signature    (required only prior to funding)                           Date

	I hereby certify that I have read and agree to comply with all conditions of this grant and agree to return to the THECB any funds not expended in compliance with those conditions.                                                                                                                                       


_________________________________________________________          _________________________
Institutional Representative’s Signature  (required only prior to funding)            Date


Minority Health Research and Education Grant Program
Budget Detail (Word Version)

	Applicant and Project Title:

	Budget Detail By Category
	Year 1
	Year 2

	A.  Personnel

	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	


	●
	
	$
	$

	
	


	●
	
	$
	$

	
	


	                                          Personnel Total
	$
	$

	B.  Personnel Travel

	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	


	                                          Personnel Travel Total
	$
	$

	C.  Capital Equipment

	●
	
	$
	$

	
	 


	                                          Capital Equipment Total
	$
	$




	Budget Detail By Category
	Year 1
	Year 2

	D.  Participant Costs

	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	 


	                                          Participant Costs Total
	$
	$

	E.  Other Direct Costs

	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	 


	                                          Other Direct Costs Total
	$
	$

	F. Total Direct Costs 
	$
	$

	G. Cost Sharing  
	$
	$

	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	 


	●
	
	$
	$

	
	


	Total Funding For Grant Project  
	$
	$



4
Minority Health Research and Education Grant Program
	
  Applicant and Project Title:


Local Evaluation Plan (Word Version)
	Goal I
	Activities/ Strategies
	Outputs
	Expected Outcomes
	Measures/ Indicators of Success
	Persons from or About Whom Data are Being Collected
	Methods for 
Collecting Data

	












	1.






	
	
	
	
	

	
	2. 






	
	
	
	
	



42

Minority Health Research and Education Grant Program
Local Performance Measures and Outcomes (Word Version)
	Applicant and Project Title:



	Goal and Performance Measures
	Baseline
	Year 1 
Outcomes Proposed : Actual
	Year 2 Outcomes Proposed : Actual

	Examples:
	
	
	

	Goal X:  Increase the number of students enrolled and persisting in the degree program.

	No. of students enrolled
	100
	110:
	135:

	% of students persisting to Year 2 of the  
degree plan
	40%
	80%:
	95%:

	
Goal 1: 

	· 
	
	:
	:

	· 
	
	:
	:

	· 
	
	:
	:

	· 
	
	:
	:

	Goal 2:         

	· 
	
	:
	:

	· 
	
	:
	:

	· 
	
	:
	:

	· 
	
	:
	:

	Goal 3: 

	· 
	
	:
	:

	· 
	
	:
	:

	· 
	
	
	

	· 
	
	:
	:

	

	Research  (To be completed in Final Narrative Report)

	Peer-reviewed publications
	
	

	Invited presentations at conferences
	
	

	Leveraged Resources  (To be completed in Final Narrative Report)

	Cost-sharing 
	
	

	In-kind contributions
	
	

	Grant awards received
	
	



Describe how the activities are being sustained after the grant period: (To be completed in Final Narrative Report)



List other grants/funding that have resulted from the THECB grant:  (To be completed in Final Narrative Report) 
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