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Changing The World One Smile At A Time.
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PLASTIC SURGERY
EDUCATIONAL FOUNDATION




APPLICATION

MISSION TRIP GRANT REQUEST

PLASTIC SURGERY EDUCATIONAL FOUNDATION® 

AND THE SMILE TRAIN

  

1.  Complete application form

        

2.  Include cover letter detailing grant need

        

3.  Mail application and budget to:



     
    




PSEF VIPS Committee

                             




444 E. Algonquin Road

                             




Arlington Heights, IL  60005

         

4.  Questions?  
Contact: 
Amy Papoccia


           


  

Phone: (847) 228-3309








Fax: (847) 981-5442
                             




Email: apapoccia@plasticsurgery.org

PSEF®/THE SMILE TRAIN MISSION TRIP GRANT REQUEST

ALL MISSION TRIPS MUST CONFORM TO THE FOLLOWING GUIDELINES: 

NOTE:  You must read the Smile Train Safety Protocol (www.Smiletrain.org) and you must acknowledge that you agree to it as well as all of the below requirements by checking the box in front of each one.

 FORMCHECKBOX 
 
Missions must be focused primarily on providing treatment for poor children with clefts in developing countries.

 FORMCHECKBOX 

We cannot award grants to sites where there is a local Smile Train partner. Visit The Smile Train website at www.smiletrain.org for a current list of locations.

 FORMCHECKBOX 

Surgical fellows and residents must operate under direct supervision.

 FORMCHECKBOX 

You must use appropriate medical equipment for safety and quality (reference Smile Train Safety Protocol Document, PDF on www.plasticsurgery.org).

 FORMCHECKBOX 

Whenever possible, missions should include training and education of local medical professionals.

 FORMCHECKBOX 

All patient records must be submitted on Smile Train Express (www.smiletrainexpress.org). 

 FORMCHECKBOX 

The majority of the cases performed using this grant will be cleft related.

 FORMCHECKBOX 

Please submit 3-5 sample cleft cases with pre-op and post-op photos.

	PRIMARY GRANT APPLICATION CONTACT:

	Name:
     

	Address:
     

	City:
                                                             
	State:      
	ZIP:       

	Phone:      
	Email:       

	Destination of the trip:       

	Country/Region:       

	City/Town:       

	Facility:       

	

	

	TRIP SCHEDULE

	Departure Date:       

	Set up/Pre-screening Dates:       

	Operating Dates:       

	Post OP/Departure Dates:       


	ORGANIZATION(S):

	Organization(s) affiliated with the trip

	What is the name of the organization planning the trip?       

	Is your organization tax exempt? 

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	Are funds to a 501C3 Corp? 

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	How long has the organization existed?       

	How many trips has the organization managed in the last 3 years?       

	Do you routinely train and educate medical personnel on your missions? 

 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	Comments:

	     

	TRIP DETAIL:

	Estimate number of cleft cases that will be performed this trip:

     

	Estimate number of other surgeries that will be performed this trip:

     

	Please describe the types of other surgeries that will be performed during this trip:

     

	Estimate number of doctors who will receive training:
     

	Estimate number of speech therapy sessions:

     

	Estimate number of Ortho/Dental sessions:

     

	Estimate the overall cost per surgery on this trip:  
     

	Do you have other financial support for this trip? 
 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No

	Estimated amount:       

	Please indicate the amount of funding you are requesting for this trip:       

	What is your deadline for receiving funds if approved?       

	Please indicate if this is a request for a capital equipment expenditure: 

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	If equipment is to be purchased, is this equipment for your mission group to use on this and future missions?




 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Or to leave at the mission site?


 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Please include preliminary trip budget with Grant Application (see Attachment I).


	THE PLASTIC SURGEON ORGANIZING THE MISSION TRIP’S CONTACT INFORMATION & CV

	Name:       

	Address:       

	City:      
	State:       
	ZIP:       

	Best contact time:       

	Certifying board:       

	Has trip director been to this site previously? 
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

	Number of previous trips to this site:       

	Other countries your missions have served:       


	TRIP LOCATION’S PHYSICIAN HOST NAMES

	Name:      
	Specialty:      

	Name:      
	Specialty:      

	Name:      
	Specialty:      


	TRIP POSTOPERATIVE CARE PHYSICIAN CONTACT INFORMATION

	Name:      

	Location:      


	ADMITTING HOSPITAL

	

	Name:      

	Address:      


ATTACHMENT I

The following sheets are designed to help you estimate your budget and the financial support that is being requested.   If your grant request is funded, the PSEF will request a follow-up report within one month of completing the mission to determine the number of cases performed, early outcomes and if the cost estimates were reasonably accurate.   Safe, excellent care for children that need plastic surgery is our objective.

Estimating Team Budget and Grant Request
	Participant Name
	Role
	Degree
	Board

Certification
	Experience CL & CP cases past 3 years
	License #

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


Air Fare
	Carrier
	# Tickets
	Cost
	From
	To

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     


TOTAL AIRFARE COST: $     
Housing
	Participant
	# of Nights
	Total Cost
	Paid by Organization
	Paid by Individual

	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	     
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 




TOTAL HOUSING COST: $     
Ground Transportation Cost

	Cost
	From
	To
	Purpose
	Carrier

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



TOTAL GROUND TRANSPORTATION COST: $     
Medications         

	Medication
	# Doses
	Hospital
	Home
	Cost
	Supplier

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     



TOTAL MEDICATIONS COST: $     
Sutures

	Type Material
	Size
	Quantity
	Supplier
	Cost

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



TOTAL SUTURES COST: $     
Surgery Supplies

	Type
	Number Units
	Hospital Use
	Home Use
	Cost
	Supplier

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     



TOTAL SURGERY SUPPLIES COST: $     
Anesthesia Supplies

	Type
	Number Units
	Dispose
	Reuse
	Cost
	Supplier

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     

	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	     



TOTAL ANESTHESIA SUPPLIES COST: $     
Disposable Supplies

	Type
	Number Units
	Hospital
	Home
	Cost
	Supplier

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     



TOTAL DISPOSABLE SUPPLIES COST: $     
Capital Equipment Purchases

	Type
	Purpose
	Number
	Cost
	Supplier

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     

	     
	     
	     
	     
	     



TOTAL CAPITAL EQUIPMENT COST: $     
	Total Estimated Cost: $     


Please send additional information that you think will help delineate the need for funding for the mission trip and help the committee make its determinations.

Thank you for helping children that need and deserve care to make their lives and faces whole. 

Plastic Surgery Educational Foundation and The Smile Train

Signature of Applicant: ________________________________________________

Signature of Plastic Surgeon Organizing the Mission Trip: _____________________________________________

NOTE:  Submit CV of lead plastic surgeon with this application.
1/2009
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