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Healing Touch Worldwide Foundation, Inc. 

  Healing Touch Service Grant Application 
Date Submitted to the HTWF:_________________________________
1.Sponsor Organization for  HT Service  Project: ________________________________________________________________________
Address:
________________________________



________________________________
Phone:  _________________            FAX: __________________

Cell:
 __________________            Email:: _________________

2 .HT Service  Project Coordinator or Contact Person, Title, and Credentials: 
________________________________________________________________________
________________________________________________________________________
Address:
_________________________________



_________________________________
Phone:  _________________            FAX: ______________________
Cell:
 __________________            Email:: ____________________
3. Title of Service Project:

________________________________________________________________________
________________________________________________________________________
Location [physical location for project; city, state, country]:_____________________
________________________________________________________________________________________________________________________________________________
4. Sponsor  Invitation or Letter of Approval  for Healing Touch Service. Project. Attach copy to application. 

By [Name & Title]:
________________________________________________
Date:


________________________________________________
5. Dates -- Span of Service:  
    Begins:________________________    Ends:________________________
6. Funds:

Total Budget::





$_______________
Funds Requested:




$_______________

7. Brief History, Mission Statement , and Philosophy  of  HT Service  Project Sponsor. How Does HT fit   within  its philosophy of  care,   service, or education.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

8. Description of Healing Touch  Service Project:

A. Statement of  Need, May Include  Brief  Literature Review

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
B. Goal/Purpose  of the  Healing Touch  Service  Project:


____________________________________________________________________________________________________________________________________________________________________________________________________________
C. Target Population—anticipated number and  description of participants , recruitment methods,  inclusion and exclusion criteria, consent to participate in project:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________
D. Description of Healing Touch  Service  Project:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
E. Methods of  Evaluation of  Healing Touch  Service  Project. Attach copy of evaluation tools.

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
F. Dissemination Methods of   Results:  

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
G. List of References [if applicable with review of  literature]

H. Timetable:  Submit in table format, the following activities:

· Planning:  selecting dates and location; type of  brochure/flyer, where posted,  recruitment methods,  recruitment deadline; coordinator-HT practitioner  meetings re: assignments, etc

· Implementation:  confirm & assign  recruited  subjects for HT,  date[s]  of service, documentation,  evaluation by subjects, other activities re: to implementation
· Evaluation:  Dates to summarize  subjects evaluations , oral/written; where filed and sent

· Dissemination  of   Service Program  Results

· Other Action Items
 TIMETABLE

        _______________________________________________________________









Projected

                   Action Item



   Date of Completion  

_________________________________________________________________


PLANNING


_________________________________________________________________


IMPLEMENTATION


_________________________________________________________________


EVALUATION


_________________________________________________________________


DISSEMINATION

_________________________________________________________________


OTHER ACTION ITEMS

                              _________________________________________________________________
9. Itemized Budget -  Attach copy of itemized budget:

10. HT qualifications of  coordinator,   HT practitioner[s], Instructor[s],   students, 

      Helpers:
Coordinator:

Name:___________________________________________________________
Credentials in Healing Touch  [write an “X” in all that apply]:

Practitioner_________  Instructor_________Student_________  None_______
Practitioner : Certification #:_______________  Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

Instructor:    Certification #:_______________   Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

HT Practitioner:
Name:___________________________________________________________
Credentials in Healing Touch  [write an “X” in all that apply]:

Practitioner_________  Instructor_________Student_________  None_______
Practitioner : Certification #:_______________  Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

Instructor:    Certification #:_______________   Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

HT Practitioner:

Name:___________________________________________________________
Credentials in Healing Touch  [write an “X” in all that apply]:

Practitioner_________  Instructor_________Student_________  None_______
Practitioner : Certification #:_______________  Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

Instructor:    Certification #:_______________   Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

HT Instructor:

Name:___________________________________________________________
Credentials in Healing Touch  [write an “X” in all that apply]:

Practitioner_________  Instructor_________ Student_________  None_______
Practitioner : Certification #:_______________  Expires:___________________
HTP Certified________ HTI Certified_____ HBB Certified________

Instructor:    Certification #:_______________   Expires:___________________
HTP Certified________ HTI Certified_____ HBB Certified________

Levels of Healing Touch Qualified to Teach [write an “X” in all that apply]:
 1___        2___      3___     4___    5___

HT Student  [could be level 5 student] or HT Helper:

Name:___________________________________________________________
Credentials in Healing Touch  [write an “X” in all that apply]:

Practitioner_________  Instructor_________Student_________  None_______
Practitioner : Certification #:_______________  Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

Instructor:    Certification #:_______________   Expires:___________________
HTP Certified________HTI Certified_____ HBB Certified________

11. Attachments: 

· Curriculum Vitae:  coordinator,  at least 2, HT providers
· Trajectory in Healing Touch.  

Instructions:   On separate page[s], list 5 participations in HT workshops during the last 2-5 years as follows, includes repeat classes:

· Title page:      Trajectory in Healing Touch

· Name:
· Trajectory Span in Years:

· Workshops:   
 List most current workshop first, then next in chronological order, etc.  Use format as follows

· Healing Touch Workshop Level

· Class dates

· Instructor Name
· Location [city/state/country]

· Your role in the workshop: coordinator, instructor,  student, helper

·  Other Supportive Documents:  Attach at least one Letter of Support for the Project, etc.

12.
Appendices/Displays of  Work in Progress

· Photograph of coordinator[s],  HTP’s, HTI’s of   service  project

· Photos/displays  of   service  activities:  location, setting, charts, graphics,  etc

· Other displays

13. Quarterly Reports:  are due:   on the 15th of  April,  July, October,
 and January for Service  Projects with duration, longer than 3 months  Timely 
submission of quarterly reports will be considered in evaluating future and continuation of grant requests. The HTWF reserves the right to request a progress report at any time.

Waiver:

I [we],  coordinators   of this  service project,  are committed  to initiate and complete, in its entirety,  the project as described in this application.  In the event,  the project is neither initiated nor completed,   or  is  significantly changed from its original intent or  design,  I[we] understand that  I[we] are obligated  to return  in full, the awarded monies  to the HTWF.

_____________________________________                                  __________________ Signature, Project Coordinator                                                                    Date

_____________________________________

                     Printed Name

_____________________________________


__________________
          Signature  and Title                                                                             Date
_____________________________________

                    Printed Name

Rev.11/28//2013

