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ONGOING  PATIENT  SERVICES  FUNDING  APPLICATION  FORM

On-Going Funding Applications will be accepted until February 28th

Instructions:
1.  Carefully read the criteria below to ensure that your initiative is eligible for funding.  If you are unsure, please contact Sandra Starr, Board Coordinator, at extension 44352 or e-mail starrs@hhsc.ca.

2.  Complete this application ensuring that every question is answered.  Incomplete applications will be returned.

Ensure that all attachments are included.  This includes information about the program as well as written quotes (where applicable) vetted by Hamilton Health Sciences Purchasing and/or the appropriate program depending on the nature of the product (i.e. Health & Safety, Biomed, Infection Control) to ensure that requests meet hospital standards and that quotes reflect best pricing.  

3.  Sign and date the application form and also have the application signed by your direct supervisor as well as the department’s Director or Vice President. This indicates that Hamilton Health Sciences approves the Volunteer Association funding this request.

4.  Please keep a copy of the application for your files.    

5.  Send completed application and supporting documents to the attention of:  Sandra Starr, Board Coordinator, Volunteer Association, Administration Office, 688 Concession Street, Suite 100. Electronic versions are encouraged. starrs@hhsc.ca.  Please do not scan this cover page.

6.  Completed applications for funding that meet the criteria will be reviewed by the HHSVA Board of Directors at its March Board meeting.  Following the funding decision by the HHSVA Board, you will be notified in early April regarding the decision.

Criteria for Funding:
Through the patient services funding program, the Volunteer Association provides funding that enhances the comfort and care of patients within Hamilton Health Sciences.  Ongoing funding requests are annual requests for items or patient programs anticipated to be required year after year – for example, supplies for inpatient therapeutic recreation, occupational therapy, functional activities, etc.  One-time funding requests are intended for items anticipated for longer-term use such as iPads, electronics, appliances, wheelchairs, blanket warmers, sleeper chairs, etc.  To request these items, please use our One-time funding application form – you can submit both application forms together; however, the One-time funding decisions will be made at the end of May each year.

It is not the role of this program to provide funding for: 
•   surgical/diagnostic/medical equipment or supplies	•    seasonal decorations
•   the direct benefit of staff or patient families		•    publications or printed material (other than
•   staff beverages, snacks or meals				      magazines and newspapers)	
		
Ongoing Patient Services funding is available up to $5,000 per initiative.

PATIENT SERVICES FUNDING
ONGOING FUNDING  APPLICATION  FORM

Contact Information  (please provide all requested information)

	Department:
	
	Site:
	



	Contact Person:
	



	Position/Title:
	



	Email and Ext:
	



	Program Manager Contact Name:
	
	Email:
	
	@hhsc.ca



	Name & Email of Direct Supervisor who will sign expense reports:
	



On Going Funding:  Last day applications will be received is February 28th  
Funding is provided for an annual amount (April 1st – March 31st). You will need to complete a new application for consideration each year.
	
      Funds Requested:                                                   (Total annual cost including taxes)$

Please be specific and refer to eligible expenses on the last page of this application form
______________________________________________________________________
____________________________________________________________________________________________________________________________________________________

Funds to be Utilized for:  

Preferred Timing of Payment:  Annually  		Bi-Annually 		Quarterly   



· Maximum 2 applications per department.  Please indicate which is Priority 1 and which is Priority 2.            
Priority #  _________________


	

	1. Please provide a description of your department and program:   
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

# of patient beds in unit:  ______
Length of average stay:    ______
How many patients will benefit from these funds over the course of one year: ______


	2. 
Completely and fully detail all of the funding requested for this initiative:

Please refer to the last page of this application to verify eligibility of expenses.  As the last page is a guide and not an exhaustive list, please detail here specifics of what you would like to purchase with the Ongoing Patient Services Funds.

Items submitted for reimbursement that are not detailed on this application form and not listed on the last page will NOT be reimbursed by the Volunteer Association and will be the responsibility of the department.

Please note we do not reimburse mileage, delivery fees or the purchase of gift cards.

Please feel free to submit a separate page _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	3.   Has this initiative been proven to provide benefit to patients?  Describe the benefits to patients.  What evidence/experience do you have to support your claim?  
________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


	4. Have you sought funding from other sources?  Which sources?  What was the outcome?  Please specify and provide details.  If the Volunteer Association does not provide funding, will your department fund this initiative?
________________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





	Signature of Applicant
	
	Date
	



	Signature of Applicant’s Direct Supervisor who will sign expense reports*
	


	

Date
	


*  I agree to review and sign expense-style reports for the above applicant related to this application/initiative before they are submitted to the   Volunteer Association to release subsequent payments

	Signature of Director or Vice President
	
	Date
	




ELIGIBLE ONGOING PATIENT SERVICES FUNDING EXPENDITURES
All funds provided are for PATIENT SUPPORT 
(and not for the direct benefit of staff or patient families)

	Eligible Expenses Include
	Ineligible Expenses

	CDs / DVDs
	Electronics:  For example, CD/DVD players, iPads, tablets, gaming consoles, speakers – please request these items through our One Time PSF program as these items must be acquired through HHS Purchasing to meet HHS standards

	Arts and crafts supplies for therapeutic recreation, occupational therapy and delirium prevention
	

	Groceries and utensils for therapeutic recreation activities (cooking, baking and food preparation)
	On site snacks, coffee and coffee supplies, coffee makers

	Coloring books, crayons, puzzles, board games, seeds and potting mix 
	

	Functional activities supplies (squeeze balls, knitting supplies, etc.)
	

	Legacy building materials
	

	Coffee/Muffin/Ice cream for patient outings (including one supervising HHS staff member)
	

	Bus tickets / Darts Transportation / Taxis 
(local community integration or outings)
	Out of catchment transportation for discharge. 
Go Transit 

	Local Admission Fees (museums, RBG, municipal recreation centres, YMCA, etc.)
	Out of town Admission Fees (Blue Jays, Ripley’s Aquarium, etc.)

	Local Admission Fees up to $20 pp (occasional)
	Admission Fees over $20 pp 

	Entertainment (therapeutic recreation) up to $20 pp (movie ticket, local theatre, etc.) (occasional)
	Entertainment over $20 pp
Snacks during the performance.

	One accompanying entertainment / admission for HHS staff
	

	Memberships detailed on application form (ie RBG & YMCA)
	

	HHSVA On the Go Cards under $21 – please specify use
	Gift Cards 

	Groceries for seasonal celebration (cupcakes, etc.) 
	Decorations (seasonal and others)

	Magazines and newspapers
	Other printed materials (brochures)

	Cupcakes, cookies, etc. via Preferred Catering
	

	Entertainers (music therapy, etc.)
	

	Patient snacks for children’s therapy groups 
(Please detail on application form)
	

	Occasional purposeful (therapeutic recreation) restaurant meals or take-out meals under $30 per patient including tax and tip. One meal for accompanying HHS staff member permitted. Please detail on application form.
	

	Reasonable Shipping Charges
	Delivery fees

	
	Mileage for staff

	Social Work Emergency Fund and Comfort Carts (as detailed on the application)
	In-room TV service for patients



Anything beyond these eligible expenses will need to be approved on the Application Form 

Email completed applications to starrs@hhsc.ca after signatures.   Please do not scan cover sheet.
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