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Unrestricted Grant Request Form
Any department within CoxHealth is eligible to apply for Unrestricted Funds that were donated to the CoxHealth Foundation. These funds are directed to be used for those purposes of supporting the mission, vision and values of CoxHealth. The Foundation is seeking those proposals that: 

1. Impact the quality of care/service/safety provided to our patients
2. Impact a large patient population 

3. Address system strategies and meeting department goals
4. Do not require additional staff to support
5. Are supported by your Service line leadership, Vice President as vital to the work within your department
6. Are sustainable post-award
7. Do not create compliance issues
8. Assist the Foundation in telling the story of what gifts can do to empower CoxHealth to be the best for those it serves.  

Grant requests must be a minimum of $5,000 and a maximum of $150,000.  Deadline to receive grant information in the Foundation office is Friday, September 8, 2023.  Send your completed grant request and documentation to CoxHealth Foundation, Medical South, Suite 204 or via email to chf@coxhealth.com.  All departments of CoxHealth are eligible. All grant items approved must be ordered/purchased within 90 days of approval or funding will be forfeited. 
All requests must be typed and complete, answering all questions below. A quote must be attached for the cost of your requested item/equipment. Applications must have a signature from the department leadership and VP validating the request has been vetted and approved for submission. Questions? Email lisa.alexander@coxhealth.com or call 417-269-7150.
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     This AMFIT scanner is an example of a piece of technology that was funded through the  

                                                                 Unrestricted Grant requests. 
CoxHealth Foundation Unrestricted Grant Application:
· Name of Department:___________________________________Location:_____________        

· Service Line Leader:________________________________________________________

· Vice President:_____________________________________________________________

· Person completing the application:_____________________________________________ 

· Phone number and Email contact ______________________________________________ 

· What are you requesting? Please give a full description of the request including:

1. Number of patients it will impact annually?
2. Impact request will have on patient care?
3. Does this support the system Strategies currently in place? 

4. Will it improve quality/safety or other measurable outcomes? Provide data to support your request? 

5. Are there additional needs for this request- What are the annual supplies, maintenance fees, licenses etc. Please outline the on-going support needed.

6. Where will this item be housed, who will be responsible for it?

7. Does this duplicate anything already in use?

8. Is this a new program idea?

9. What is the anticipated ROI?

· Has this been requested through the budget process and denied, put on hold and if so, why? 
· What is the cost of your item including all annual costs associated with your request? A quote must be attached to qualify your application. Visuals of equipment is appreciated.  
· Does your request impact any other departments and if so what departments and in what way?    
You may use as many pages as required to fully answer the questions above. Please attach this cover page to your application with your leadership’s signature below: 

I have read and have approved this request for my department. My Vice President has signed off on this project as well. 

________________________________________   _____________________________________  

Signature- Service Line Leadership                           Signature- VP                                        Date 

This form MUST be included in your completed grant packet. Following review by the CoxHealth Foundation Board of Directors you may be requested to attend a board meeting to answer any follow-up questions. Thank you!  

3525 South National Avenue-Suite 204     Springfield, Missouri 65807

417.269.7150 (phone)  417.269.9599 (fax)

http://www.coxhealth.com/givinghowtohelp/CoxHealthFoundation/default.htm


