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	Application Date:
	

	
	
	
	
	

	ORGANIZATION

	

	Organization Name:
	

	
	
	
	
	
	
	

	Amount Requested:
	$
	
	For
	
	Months

	
	
	
	
	
	
	

	Current Organization Annual Budget:
	$
	

	
	
	
	
	
	
	

	Address:
	

	
	
	
	
	
	
	

	City:
	
	State:
	
	Zip:
	

	
	
	
	
	
	
	

	Project Address:
	

	(if different)
	
	
	
	
	

	City:
	
	State:
	
	Zip:
	

	
	
	
	
	
	
	

	Web Site:
	

	
	
	
	
	
	
	

	Executive Director or President

	
	
	
	
	
	
	

	Name & Title:
	
	Phone:
	

	
	
	
	
	
	
	

	Email:
	
	Fax:
	

	
	
	
	
	
	
	

	Program Contact

	
	
	
	
	
	
	

	Name & Title:
	
	Phone:
	

	
	
	
	
	
	
	

	Email:
	
	Fax:
	

	
	
	
	
	
	
	

	TAX STATUS

	

	Year Organization Established:
	
	EIN:
	

	
	
	
	
	
	
	

	Organization’s Full Legal Name:
	

	
	
	
	
	
	
	

	According to the IRS, our organization is:

	
	
	
	
	
	
	

	
	
	A Tax-Exempt 501(c)(3) Organization

	
	
	
	
	
	
	

	
	
	“Not a private foundation” under Section 509(a)

	
	
	
	
	
	
	

	
	
	Not a 501(c)(3) Entity

	
	
	
	
	
	
	

	
	
	Name of Fiscal Sponsor:
	

	
	
	
	
	
	
	


	DEMOGRAPHIC DATA

	

	Race/Ethnicity (of the population the proposed program will serve)
Should Equal 100%

	
	
	
	
	
	
	

	
	%
	African-American
	
	
	%
	Multi-Race (people more than one race)

	
	
	
	
	
	
	

	
	%
	Asian American/Pacific Islander*
	
	
	%
	Native American*

	
	
	
	
	
	
	

	*Optional: List Ethnicities & %:
	
	
	*Optional: List Ethnicities & %:
	

	
	
	
	
	
	
	

	
	%
	Hispanic/Latino*
	
	
	%
	White

	
	
	
	
	
	
	

	*Optional: List Ethnicities & %:
	
	
	
	%
	Other:
	

	
	
	
	
	
	
	

	

	
	

	Population (the proposed program will serve) - May equal more than 100%, if you serve clients who fall within multiple categories

	
	
	
	
	
	
	

	
	%
	Communities of Color
	
	
	%
	Limited-English Speaking

	
	
	
	
	
	
	

	
	%
	Disabled
	
	
	%
	Low Income

	
	
	
	
	
	
	

	
	%
	GLBT
	
	
	%
	Seniors

	
	
	
	
	
	
	

	
	%
	Immigrant
	
	
	%
	Other:
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Location (of the population the proposed program will serve) Should Equal 100%

	

	
	%
	Urban
	
	
	%
	Rural

	
	
	
	
	
	
	

	
	%
	Statewide
	
	
	%
	Other:
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Geographic Area Targeted

	
	
	
	
	
	
	

	
	
	Primary County (Please list only one)
	

	
	
	
	
	
	
	

	
	
	Other Counties (Please list up to four as needed)
	

	
	
	
	
	
	
	

	
	
	Statewide
	
	
	
	

	
	
	
	
	
	
	

	
	

	Type of disability served (of the population the proposed program will serve) - May equal more than 100%, if you serve clients who fall within multiple categories

	
	
	
	
	
	
	

	
	%
	Cognitive (e.g. Learning, Psychiatric, Developmental or Memory)
	
	%
	Speech

	
	
	
	
	
	
	

	
	%
	Hearing
	
	
	%
	Vision

	
	
	
	
	
	
	

	
	%
	Mobility
	
	
	%
	Non-Disabled

	
	
	
	
	
	
	

	
	%
	Multiple
	
	
	%
	Other:
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	BUDGET


Please use this budget form.  You may add additional line items or categories as you see fit in order to better explain or illustrate the financial parameters of your project.  Please remember that, if you receive a grant, CTFC Staff will use this budget as a benchmark with which to assess the fiscal management of your project.

	Name of Organization:

	Budget Period: 
to

	Full Org. Budget
	Budget for Proposed CTFC Funded Project
	Amount Requested from CTFC
	Project Funds Already Committed from Other Funders (Specify)

	Personnel 
	
	
	
	

	Salary (please list each position)
	$
	$
	$
	$

	Fringe benefits (at       %)
	
	
	
	

	Total Personnel
	$
	$
	$
	$

	
	
	
	
	

	Operating Expenses
	
	
	
	

	
	$
	$
	$
	$

	
	
	
	
	

	Total Operating
	$
	$
	$
	$

	
	
	
	
	

	Technology
	
	
	
	

	
	$
	$
	$
	$

	
	
	
	
	

	Total Technology
	$
	$
	$
	$

	
	
	
	
	

	Other CTFC Funded Expenses (program, administrative, etc.)
	
	
	
	

	
	
	
	
	

	Total Direct Cost
	$
	$
	$
	$

	
	
	
	
	

	Overhead (15% or less of grant)
	$
	$
	$
	$

	
	
	
	
	

	Total Cost
	$
	$
	$
	


	ADDITIONAL FUNDING


Please list additional funding and requests outstanding to other funders (if any) for this project: (Please list name and funder and amount requested).

	Other Funders:
	
	Amount Funded or Committed:

	
	
	

	
	
	

	
	
	

	
	
	


	Other Funders:
	
	Amount Requested:

	
	
	

	
	
	

	
	
	

	
	
	


	DEMOGRAPHIC INFORMATION OF BOARD AND STAFF

	

	Name of Organization:
	

	
	
	
	
	
	
	

	Address:
	

	
	
	
	
	
	
	

	City:
	
	State:
	
	Zip:
	

	
	
	
	
	
	
	

	Web Site:
	

	
	
	
	
	
	
	

	Number of Staff:
	
	Number of Board Members:
	

	
	
	
	
	
	
	

	ETHNICITY

	

	Ethnicity of Staff and Board – Should Equal 100%

	
	
	
	
	
	
	

	
	%
	African-American
	
	
	%
	Multi-Race (people more than one race)

	
	
	
	
	
	
	

	
	%
	Asian American/Pacific Islander*
	
	
	%
	Native American*

	
	
	
	
	
	
	

	*Optional: List Ethnicities & %:
	
	
	*Optional: List Ethnicities & %:
	

	
	
	
	
	
	
	

	
	%
	Hispanic/Latino*
	
	
	%
	White

	
	
	
	
	
	
	

	*Optional: List Ethnicities & %:
	
	
	
	%
	Other:
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	POPULATION

	
	

	Population composition of Staff and Board - May equal more than 100%,

if you serve clients who fall within more than one category

	
	
	
	
	
	
	

	
	%
	Communities of Color
	
	
	%
	Limited-English Speaking

	
	
	
	
	
	
	

	
	%
	Disabled
	
	
	%
	Low Income

	
	
	
	
	
	
	

	
	%
	GLBT
	
	
	%
	Seniors

	
	
	
	
	
	
	

	
	%
	Immigrant
	
	
	%
	Other:
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Population location of Staff and Board – Should Equal 100%

	

	
	%
	Urban
	
	
	%
	Rural

	
	
	
	
	
	
	

	
	%
	Statewide
	
	
	%
	Other:
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	DISABILITIES

	
	

	Disability status of Staff and Board - May equal more than 100%,
if you serve clients who fall within more than one category

	
	
	
	
	
	
	

	
	%
	Cognitive (e.g. Learning, Psychiatric, Developmental or Memory)
	
	%
	Speech

	
	
	
	
	
	
	

	
	%
	Hearing
	
	
	%
	Vision

	
	
	
	
	
	
	

	
	%
	Mobility
	
	
	%
	Non-Disabled

	
	
	
	
	
	
	

	
	%
	Multiple
	
	
	%
	Other:
	

	
	
	
	
	
	
	


	TECHNOLOGY INFRASTRUCTURE

	

	Please tell us about your technology infrastructure.  This will help us to better understand your organization and to keep us informed about how California nonprofits are equipped with technology.

	

	General

	
	
	
	
	
	
	

	How many staff members have a computer?

	
	
	
	
	
	
	

	
	Number of laptops:
	
	
	
	Mac and/or
	
	PC
	Average age:
	

	
	
	
	
	
	
	

	
	Number of desktops:
	
	
	
	Mac and/or
	
	PC
	Average age:
	

	
	
	
	
	
	
	

	Y
	N
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	Workstations networked together?
	(If yes, running a domain server?)
	

	
	
	
	
	
	
	

	
	
	
	
	Perform regular backups on all machines?
	(If yes, backups kept off-site?)
	

	
	
	
	
	
	
	

	
	
	
	
	Have a color printer?  Model(s):
	

	
	
	
	
	
	
	

	
	
	
	
	Have Broadband?
	
	DSL
	
	Cable
	
	Satellite

	
	
	
	
	
	
	

	
	
	
	
	All staff has email?
	(If yes, do you host your own email?)
	

	
	
	
	
	
	
	

	
	
	
	
	All staff has voicemail?

	
	
	
	
	
	
	

	
	
	
	
	Special Phone System? (e.g. PBX, CENTREX, phone company-supplied 

	
	
	
	
	voicemail, etc.)
	What system:
	

	
	
	
	
	
	
	

	
	
	
	
	Digital Camera?:
	

	
	
	
	
	
	
	

	
	
	
	
	Video Camera?:
	

	
	
	
	
	
	
	

	
	
	
	
	Assistive Devices?:
	

	
	
	
	
	
	
	

	Other Hardware:
	

	
	
	
	
	
	
	

	
	

	
	
	
	
	
	
	

	
	
	

	Do you have a staff member specially assigned to take care of your technologies?  If 

	not, how are you handling this need?:
	

	
	

	Software
	Please enter the number of staff in each level:

	Application
	(include brand used)
	Beginner
	Intermediate
	Advanced

	Word processing
	
	
	
	

	Spreadsheet
	
	
	
	

	Presentation
	
	
	
	

	Database
	
	
	
	

	Antivirus
	
	
	
	

	Donor tracking/fundraising
	
	
	
	

	Accounting
	
	
	
	

	Internet browser
	
	
	
	

	Email
	
	
	
	

	Video editing
	
	
	
	

	Audio editing
	
	
	
	

	Assistive software
	
	
	
	

	Other
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