[image: image1.png]¥ RICHMOND MEMORIAL HEALTH FOUNDATION

Faithful to a Legacy of Caring




Greater Richmond Patient Centered Medical Home Initiative
Collaboration Application




Date of Application: ___________________
Legal Name of Organization:  ______________________________________________________
Address  ___________________________________________________________________


 
__________________________________________________________________

City ____________________ County_______________  State ______  Zip ______________
Telephone _________________ Fax _______________ Website ______________________
Executive Director/CEO ________________________________Phone # _______________
Medical Director  _____________________________________Phone #  _______________
Board Chair __________________________________________Phone # _______________
Is your organization Tax Exempt under 501(c)(3) Yes_____ No_____ IRS Tax ID #  ____________

If no, identify the Code Section for which you are exempt or identify your fiscal agent and IRS Tax ID #  ________________________________________________________________

Total Organization Annual Budget $_________________   Fiscal Year ____/____ to ____/_____

Market value of endowment/investment pool (if any) $_________________________________


Organization’s Primary Service Area: ________________________________________________ ______________________________________________________________________________
Population Served: ______________________________________________________________

______________________________________________________________________________
Clinic Days and Hours of Operation:   ________________________________________________
______________________________________________________________________________

Estimated Number of Unduplicated Patients: _________________________________________


We confirm that the information provided within this Application is accurate and approve the submission of this proposal. The Organization will act as a responsible agent for any funds that might be received and will comply with applicable tax laws, regulations and Foundation policies.
Executive Director/CEO _____________________________________  Date  ________________

Signature
Medical Director ___________________________________________ Date ________________

Signature
Board Chair _______________________________________________ Date  ________________

Signature

All Collaborative Participants will be expected to meet the following expectations.  Please initial each item below to indicate your organization’s commitment to meet each expectation.

	Throughout the Project

	
	Board approved commitment to adopt the Patient Centered Medical Home Model as a strategic priority of the organization.

	
	Have a senior leader attend monthly, half-day Learning Sessions with other Collaborative participants and faculty.

	
	Deliver routine reports highlighting challenges, breakthroughs, clinical statistics, and progress reports as required.

	
	Share breakthroughs (successful ideas and solutions) and helpful resources (e.g. articles and tools) via the Project’s Extranet web-based support center.

	
	Participate in teleconferences as needed to address issues relating to Collaborative business.

	
	Participate in at least one Collaborative Task Group as needed.

	
	Collaboratively develop proposals for further strengthening the safety net in Year Two and beyond.

	
	Attend and participate in community wide meetings of the Patient Centered Medical Home Collaborative.

	During the first six months of the Collaborative

	
	Evaluate internal capacity for delivering patient centered care

	
	Develop strategies for delivering patient centered care

	
	Begin to implement selected improvements which are budget feasible

	
	Measure patient volume and clinical performance

	During the second six months of the Collaborative

	
	Continue first six months objectives 

	
	Develop individualized capacity building objectives for our own organization for Year 2

	
	Collaborate with other participants to develop shared capacity building objectives for Year 2


On a separate sheet, please describe why your organization is interested in participating in the Patient Centered Medical Home Collaborative.  Describe why you think the Patient Centered Medical Home Model of care is important for your organization and your patients, any commitments your organization has already made to develop this Model of care, and any related objectives you have established.  (Limit 1 page)
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