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Delta Dental of New Jersey Foundation, Inc.

Grant Application

Oral Health Education Initiative

The space available on this form may be insufficient for your responses. When providing attachments, please organize them in the same order as the items appear on this form. Also, please type this grant application. 

 1.
School Information:

Name



___________________________________________________________ 


Address


___________________________________________________________

City, State Zip


___________________________________________________________


 2.
Summer Contact Information:


Name, Title



_____________________________________________________


Complete Address

___________________________________________________________


Telephone Number

___________________________________________________________


Fax Number


___________________________________________________________


Email Address


___________________________________________________________

 3.
Program Title:

Oral Health Education Initiative for 3rd Graders___________________
4. Overall Program Goals:


___________________________________________________________________________________


___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

5. Number of students in 3rd grade at this school:  __________________     

Approximate percentage of 3rd graders who currently receive routine dental care: _____________

6.
Amount Requested:
$____________________

7.
Will your school be adding any funds to this program?:        YES        NO
If yes, what amount: $_______________

8.
What percent of your program will be usable in future years with no additional cost?: ______

9.
What is your long-term plan to sustain this program in future years?: 


_____________________________________________________________________


_____________________________________________________________________

_____________________________________________________________________


_____________________________________________________________________

10.
Please complete the list below--outlining each oral health activity, program or educational lesson for each month of the 2009-2010 school year (you may include attachments):


September: ______________________________________________________________



October:_______________________________________________________


November: _____________________________________________________


December: _____________________________________________________


January: _______________________________________________________


February: ______________________________________________________


March:________________________________________________________


April:_________________________________________________________


May: _________________________________________________________


June: _________________________________________________________
11.
Is there currently any oral health education taking place at your school? Please explain your answer.
 __________________________________________________________________

 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________

12.
Why does your school deserve this grant?:
             __________________________________________________________________

 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________

 
 __________________________________________________________________

13.
How will you measure the success of this program to evaluate the efficiency of the initiative and determine whether or not children benefited?: 


 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________


 __________________________________________________________________

 
 __________________________________________________________________

14.
Please enclose a budget breakdown outlining the expenses of your program.  
Return Grant Application and Additional Documentation to:
Kimberly Elmore








Community Relations Coordinator

Delta Dental of New Jersey Foundation, Inc.

1639 Route 10

P.O. Box 222

Parsippany, New Jersey 07054-0222

Signature:  __________________________________________________________

Print Name and Title:  ________________________________________________

Date:  __________________

We (grant applicant) agree that this grant application is subject to the Foundation’s Official Rules and Regulations, dated March 2009.
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