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Appendix 1 – Application Form
	RFP-2526-09
Provision for Multi-Disciplinary Team Grant - Healthy Hearts Program

	Section A – Organisation information

	Entity name:
	

	Business name:
	

	ABN: (Required)
	

	Is the Entity registered for GST?
	☐ Yes
	☐ No

	Business address:
	

	
	Town:
	
	Postcode
	

	Business phone:
	

	Key contact person #1:
*Person that will manage/coordinate the project
	Name:
	

	
	Position in business:
	

	
	Email:
	

	
	Phone:
	

	Key contact person #2:
*Person that will manage/coordinate the project
	Name:
	

	
	Position in business:
	

	
	Email:
	

	
	Phone:
	

	Key contact person #3:
*Person that is authorized to sign the contract
	Name:
	

	
	Position in business:
	

	
	Email:
	

	
	Phone:
	



	Section B – Eligibility checklist

	Before proceeding, confirm that your practice or Aboriginal Community Controlled Aboriginal Health Organisation (ACCHO) meets all eligibility requirements.
If you answer NO to any question below, the application will not be eligible for assessment.

	Criteria – Is the practice / ACCHO:
	Yes
	No
	N/A (ACCHO)

	Located within one of the following Local Government Areas?
(Goulburn Mulwaree, Kiama, Queanbeyan-Palerang, Shellharbour, Shoalhaven, Upper Lachlan, Wollongong, Yass Valley)
	☐
	☐
	☐

	Currently accredited against the RACGP Standards for General Practices by an approved accrediting agency?
	☐
	☐
	☐

	Being made on behalf of an individual company not a consortium?
	☐
	☐
	☐

	Independently owned and operated? This applies only to GP practices not ACCHOs. ACCHOs can reply N/A
	☐
	☐
	☐

	One that usually operates with a full time equivalent of ≤ three (3) General Practitioners? This applies only to GP practices not ACCHOs. ACCHOs can reply N/A
	☐
	☐
	☐

	Participating in the Sentinel Practices Data Sourcing (SPDS) Project with COORDINARE? This applies only to GP practices not ACCHOs. ACCHOs can reply N/A
	☐
	☐
	☐

	If you answered NO to any of these questions you do not meet the eligibility requirements. We appreciate your interest in this opportunity and encourage you to check our Funding Opportunities webpage for future opportunities.



	Section C – Assessment criteria
Please provide responses to the criteria outlined below.  Note that responses will be considered in the context of the size and resources of the organisation or applicant. Please indicate ‘N/A’ if any of the responses required are not relevant to your organisation or service.
Applicants are not expected to provide detailed operational plans at this stage. Detailed workflows and reporting arrangements will be developed with successful practices during service commencement.

	1. Readiness to participate in the Healthy Hearts Program – 40%
Word limit: 300 words
Describe your practice’s/ACCHO’s readiness to participate in the Healthy Hearts Program.
Your response should briefly address:
· How your practice would identify and refer eligible patients into the program
· Whether you can provide a suitable consultation space one day per fortnight
· Whether you can provide Healthy Hearts Program staff with appropriate access to practice systems
· Who within the practice would act as the primary point of contact for the program
Detailed workflows are not required at application stage.

	Please provide your response below:






	2. Multidisciplinary care participation – 25%
Word limit: 250 words
Describe how your practice/ACCHO currently participates in multidisciplinary or team based care and how this experience will support involvement in the Healthy Hearts Program.
Your response may include:
· Examples of shared care, care planning or case discussion
· Experience working with visiting clinicians or external providers
· How your practice supports coordinated care for patients with chronic conditions

	Please provide your response below:






	3. Practice leadership and commitment – 20%
Word limit: 200 words
Describe how your practice/ACCHO will support and sustain participation in the program over the 12 month period.
Your response should outline:
· Leadership support for the program
· How your GP’s and other staff will be informed about the program
· How challenges or competing priorities would be managed

	Please provide your response below:






	4. Use of grant funding – 15%
Word limit: 150 words
Provide a high-level summary of how the $15,000 grant will be used to support participation in the program (e.g. space, coordination time, onboarding, non-billable activities).

	Please provide your response below:






	Mandatory Declaration (non-scored)
Applicants must confirm that they:
· Understand the Model of Care and program requirements
· Are willing to meet data sharing and reporting obligations
· Can participate for the full 12 month period
	Confirmed
☐



	Section D – Compliance 

	Provide copies of your current accreditation certificate(s) against RACGP standards
	Current accreditation attached
	☐

	Provide copies of required insurances:
	
	

	· Public liability insurance: Certificate of currency - $20 million per claim and in the aggregate of all claims
	Public liability attached
	☐

	· Professional indemnity insurance: Certificate of currency - $10 million per claim and in the aggregate of all claims
	Professional indemnity attached
	☐

	· Workers’ compensation as required by the law
	Workers' compensation policy attached
	☐

	Referees

	Include two (2) professional referees for new funding recipients. 
Note* Applicants who have previously received funding are not required to provide a referee.

	Referee 1 name:
	

	Position:
	

	Organisation:
	

	Email:
	

	Phone:
	

	Referee 2 name:
	

	Position:
	

	Organisation:
	

	Email:
	

	Phone:
	



	Section E – Declaration 

	This must be completed by an authorised representative of the organisation submitting the application:
	Agree

	I declare that the organisation is able to implement the project within the proposed time frame.
	☐

	I can confirm that the contents of this application are to the best of my knowledge accurate, complete and do not contain any false, misleading or deceptive misrepresentation, claims or statements.
	☐

	I declare that the organisation is financially viable and able to manage the funding within the proposed timeframe and within proposed budget.
	☐

	I understand and accept that information provided in this proposal may be stored by COORDINARE – South Eastern NSW PHN in various hardcopy and/or electronic formats.
	☐

	I understand that this proposal does not create a legal or binding commitment and that if successful I will be bound by a contract with COORDINARE - South Eastern NSW PHN.
	☐

	I understand that I am required to have current and adequate insurances in place.
	☐

	If this proposal is successful, I agree to provide reports in the specified format to  
COORDINARE – South Eastern NSW PHN on activity processes and outcomes.
	☐

	I understand that if the conditions of the funding are not complied with, COORDINARE – South Eastern NSW PHN may seek to recover any funds allocated.
	☐

	I declare that the organisation is able to implement the project within the proposed time frame.
	☐



	Section F – Authorised Representative signature

	Authorised Representative name:
	
	Date:
	

	Position of Authorised Representative:
	

	Authorised Representative Signature:
*e-signature is accepted
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