
Department of Health and Social Services 
Division of Mental Health and Developmental Disabilities 

FY02 Mini Grant Application Form 
 

 
 
Consumer Name or Identifier:  ________________________________________ 
 
Consumer Diagnosis:  ________________________________________________ 
 
Grantee (agency) Name:  ______________________________________________ 
 
Grantee Address:   ____________________________________________________ 
         
City: ____________________ State: ___ Zip Code: ________ Phone: ___________ 
 
Amount Requested ($2000 maximum request):  __________________________ 
 

 Medical  Dental   Vision   Educational 
 Other _______________________________________________________ 

  (Please specify) 
 
Briefly describe the proposed services or products requested.  Life domain, health and 
safety issues will be considered on a priority basis: (20 points) 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
How are the proposed services or products requested key supports in achieving recovery, 
stability and self-sufficiency:  (20 points) 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
How do the proposed services or products requested enhance the consumer's ability to 
attain or maintain a healthy productive lifestyle: (20 points)    
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 
______________________________________________________________________________________ 
 



Please provide a documented budget for these services or products.  Quotes or written 
estimates from medical/dental or other appropriate providers/retailers are encouraged. No 
indirect costs are allowed for this grant.  (40 points) 
________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

________________________________________________________________________ 

Return these application to: Yvonne Jacobson 
    Consumer Affairs Administrator 
    Division of Mental Health and Developmental Disabilities 
    P.O. Box 110620 

Juneau, AK  99811-0620 
If you require assistance or need more information you may contact us at 465-3370 or 1-800-465-
4828. 

 
The Applications Must Be Received On or Before 

January10, 2002 at 4:30pm 

No faxed or e-mail applications will be accepted. 


