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Access to Care Grant Application Cover Sheet 
 

Grant Requestor Name:     _________________________________________ 
         Address: _________________________________________ 
     _________________________________________ 
         Phone:  _________________________________________ 
         Email:  _________________________________________ 
 
Project Name/Title: __________________________________________________ 
     
Project Dates: ___________________________________________________ 
 
Total Amount Requested: _____________________________________________ 
 
Other Sources of Financial Support & Amount (list top five): 
1) ________________________________________________________________ 
2) ________________________________________________________________ 
3) ________________________________________________________________ 
4) ________________________________________________________________ 
5) ________________________________________________________________ 
 
Project Manager Name/Title: _________________________________________ 
                        Address:  _________________________________________  

              _________________________________________  
          Phone:  _________________________________________ 
          Email:  _________________________________________ 
 
Project Manager CV Appended: Yes ____ NO____ 
 
Participating Dentists (no more than three): 
Name:    ______________________________________________ 
Affiliations:   ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 

 1

initiator:tschilligo@aapd.org;wfState:returned;wfType:email;workflowId:a3fd8722ae7c0a4a9ece7cfa386c09e6



Fax:    ______________________________________________ 
Professional Specialties:  ______________________________________________ 
Years in Practice:  ______________________________________________ 
 
Name:    ______________________________________________ 
Affiliations:   ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
Fax:    ______________________________________________ 
Professional Specialties:  ______________________________________________ 
Years in Practice:  ______________________________________________ 
 
Name:    ______________________________________________ 
Affiliations:   ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
Fax:    ______________________________________________ 
Professional Specialties:  ______________________________________________ 
Years in Practice:  ______________________________________________ 
 
Affiliated Collaborators (list no more than three): 
Institution Name:  ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Main Contact:  ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
 
Institution Name:  ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Main Contact:  ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
 
 
 
 

 2



 3

 
 
Institution Name:  ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Main Contact:  ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
 
Responsible Officials of Requesting Institution: 
Name:   ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
Fax:    ______________________________________________ 
Signature:   ______________________________________________ 
 
Responsible Financial Officer of Requesting Institution: 
Name:   ______________________________________________ 
Address:   ______________________________________________ 
    ______________________________________________ 
Email:   ______________________________________________ 
Phone:   ______________________________________________ 
Fax:    ______________________________________________ 
Signature:   ______________________________________________ 
 
Signature of Project Manager: __________________________________________ 
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