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Grant Application Form 

SUFFOLK DISABILITY CARE FUND
Please ensure that all sections are completed. It is essential that the declaration page is signed by the health professional and the consent form is signed by the beneficiary or beneficiary’s representative. Failure to do so will mean that the application form will be returned for completion and consequently delayed. Before completing this form, please read the fund guidelines available on our website at www.suffolkcf.org.uk. 
All completed forms should be posted to: Julie Rose, Suffolk Community Foundation, The Old Barns, Peninsula Business Centre, Wherstead, Ipswich IP9 2BB
Suffolk Community Foundation is a registered charity (1109453) and a company limited by guarantee (5369725).

THIS FORM MUST BE COMPLETED BY A HEALTH PROFESSIONAL  I.E. SOCIAL WORKER, OCCUPATIONAL THERAPIST OR HEALTH VISITOR


Name of your organisation:     
[image: image1] 
Health professional contact details


	Title
	
	Forename
	
	Surname
	

	Profession
	

	Organisation name
	

	Address Ln 1
	

	Address Ln 2
	

	Address Ln 3
	

	City/Town
	
	Postcode
	

	Phone
	
	E-mail
	



Beneficiary contact details (details of individual receiving equipment)


	Title
	
	Forename
	
	Surname
	

	Age
	

	Address Ln 1
	

	Address Ln 2
	

	Address Ln 3
	

	City/Town
	
	Postcode
	

	Phone
	
	E-mail
	


Details of the beneficiary who will benefit from a grant
	Their disability
	
	Place of education/work
	


How does this disability affect the grant beneficiary?


Details of the grant requested


Equipment requested: 

Total cost of equipment:

Amount of grant requested:
PLEASE ATTACH TWO QUOTES. Suffolk Community Foundation reserves the right to source its own supplier if a more competitive quotation is available. Due to the high number of applications we receive, partial funding may be awarded.
Please state the purpose of the grant. (This is your professional recommendation of need for the equipment.)

If a grant is awarded, please state the long term difference this will make to the beneficiary.

Details of other funds available

You are encouraged to explore other avenues for funding.



If yes, how much would they be prepared to contribute? 





Notes

Please read these carefully before submitting your form
1. Applications are considered in date-received order and no account is taken of age, gender or ethnicity, nor is means testing applied.  

2. We will be storing all the data supplied on this application form for our own records.

3.
If this form has been completed by Suffolk County Council Social Services Department, please obtain authorisation from your Team Manager.

SIGNED:





  TEAM MANAGER:  

4.
Please ensure all sections of this form have been completed correctly before it is returned to Suffolk Community Foundation.
5.
GRANTS WILL ONLY BE PAID TO THE SUPPLIER OF AN ITEM OR TO ANOTHER STATUTORY BODY.  MONEY WILL NOT BE PAID DIRECT TO THE RECIPIENT.
6.
GRANTS WILL BE REFUSED FOR RETROSPECTIVE FUNDING WHICH HAS TAKEN PLACE BEFORE THE OUTCOME OF SUFFOLK DISABILITY CARE FUND GRANTS PANEL MEETING HAS BEEN MADE KNOWN TO THE APPLICANT.

7. 
The organisation will be responsible for the care and maintenance of equipment that is purchased with any grant awarded.

Declaration (to be completed by the health professional)
1. I am authorised to make this application on behalf of this individual.

2. I certify that the information contained in this application is correct.

3. If the information in the application changes in any way, I will notify Suffolk Community Foundation.

4. I give permission to Suffolk Community Foundation to contact other parties (specifically specialist advisors/experts) who will help the processing of this application.

5. I give permission for Suffolk Community Foundation to record the information in this application electronically.

	Signed
	 
	Date
	 


Consent form (to be signed by the beneficiary or beneficiary’s representative)
By signing this consent form you are giving your consent for us to contact this professional person about your disability and discuss your details with them and, if appropriate, to provide your details to a supplier if a grant is awarded.

Please ensure that this section is fully completed as it provides us with your consent to access the information that we need to fully to consider the funding application.  
Details of the person who will benefit from a grant
	Forename
	
	Surname
	

	Address
	

	
	
	Postcode
	


Details of health professional
	Position (i.e. OT, Social Worker, GP)
	

	Forename
	
	Surname
	

	Address
	

	
	
	Postcode
	

	Email
	
	Phone
	


	Signature of beneficiary or beneficiary’s representative
	 
	Date
	

	Print name
	
	
	


On occasions our donors like to see where their donation has been spent and we therefore offer publicity which sometimes includes a picture in the local newspaper of a grant recipient.  Please state if you/your beneficiary would be willing, if appropriate, to receive publicity.       Yes / No
Monitoring
For our monitoring purposes only we would appreciate completion of this form. 

What is your ethnic group? 

White

British 
Irish 
Any other white (please specify) 
Mixed

White and Black Caribbean 
White and Black African 
White and Asian 
Any other mixed (please specify)
Asian or Asian British 

Indian 
Pakistani 
Bangladeshi 
Any other Asian (please specify) 
Black or Black British 

Caribbean 
African 
Any other black (please specify)
Chinese or other ethnic group

Chinese 

Any other (please specify)
Prefer not to say  





















£





£

















Have applications for funding from any other sources been made?      Yes / No





If yes, please give details and the outcomes.





Is the beneficiary able to contribute a certain amount towards the purchase of the equipment?   Yes / No





If yes, how much would they be prepared to contribute?        £ 





£





Has the beneficiary received funding from the Suffolk Disability Care Fund before?   Yes / No








Has consideration been given to funding by Suffolk County Council Social Services Department, the Health Authority, Benefits Agency, Education or other Statutory Authority?   Yes / No





If yes, what was the outcome of the application?








If your application form is not being completed by a Royal British Legion or SSAFA representative and a member of your immediate family has served in H.M. forces – have you approached SSAFA or the Royal British Legion direct? 	     Yes / No


If yes, please indicate which one: 	Royal British Legion         	      SSAFA
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