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

FY01 Mini Grant Application Form

Grantee (agency)Name:
__________________________________________________________________

Grantee Address:
______________________________________________________________________

City: ______________________ State: ___ Zip Code: ________ Phone: ___________

Provide a brief title for this Mini Grant:
___________________________________________________

Describe the Consumer that will benefit from this grant (please include diagnosis
and no names please):

Briefly describe the proposed services or products to be provided directly to the
consumer, how they will enhance their ability to attain or maintain a healthy
productive lifestyle and how they are key supports in achieving recovery, stability
and self-sufficiency: (25 points)

________________________________________________________________________
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Please provide a documented budget outline for these services or products.  You
may add attachments.  No indirect costs are allowed for this grant. (50 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

The Applications Must Be Received On or Before

December 8, 2000 at 4:00pm


