












Title LastName FirstName Email
Board Member Brotherton Christi brothertonfamily@sbcglobal.net
Board Chair DuMont Tom tvdumont@sbcglobal.net
Board Member Follis Ken kenfollisrealtor@gmail.com
Board Member Gonzalez Gracie lil_grace62@yahoo.com
Board Member (Non-Vote) Koole Carolyn carolyn@hopefallbrook.com
Board Vice Chair Sabragia Dean dean@Medicalfitsolutions.com
Board Member Saunders Bill billandjudysaunders@gmail.com
Board Treasurer Sharp Ron rrrsharp@aol.com
Board Member Tukua Phil ptukua54@gmail.com
Board Secretary Vanderlaan Miriam mimivan@cox.net
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1 Instructions:

>

2 Program Budget Form:
>

>

>

>

>

A INDIRECT EXPENSES: 

B PERSONNEL EXPENSES - PROGRAM SPECIFIC:

C DIRECT PROGRAM EXPENSES:

This file has a number of pre-formated pages. Those sections for auto calculations and set 
formats are shaded in grey and should not be altered.  Please keep a copy of this document as 
it will be used as part of the grant reporting process

FRHD CHC GRANT BUDGET INSTRUCTIONS                           

There are five tabs to this file:

The line item names may not fully align with your budget. Please edit those items to align with your 
budget. Explain those items on your Budget Narrative Form as necessary.

PROGRAM COST: This section should reflect the true and total costs of the program.

APPLYING ORGANIZATION: This is the applicant agency's investment in their program. This is 
the value of the resources the agency will contribute to the program's cost. These may include 
funds from fundraising events, private donors, in-kind goods and services, and volunteer efforts.

OTHER FUNDERS: These are funds or resources provided from contracts, grants and 
partnerships that are used to support the program's operations.

REQUESTED FROM FRHD: This is the funding request you are putting forward to the District. 

All Yellow sections are to be filled out by the applicant. Grey sections will auto calculate and 
should not be edited by the applicant. All pages are formatted to print portrait, on 1 page.

This section is for expenses that are part of indirect operats of the program, necessary which may 
not be part of the direct service provision expenses (Adminsitration, facility expenses, general 
liability ins., etc.).  Please refer back to the training materials for clarification of these expenses. 
The District will not consider funding more than 25% of these expenses

As stated, this section is for staffing expenses that are directly related to the provision of the 
services/program. Please list each position title separately, unless there are multiple of the same 
title then use (x3) as an indicator. For example, if funding salaries for four separate Drivers, you 
would indicate as, Driver (x4) and the expense amount would be the cost of all four Drivers. 

This section is for supplies, items and or specific expenses related to the provision of the 
services/program. This may include phone, rent, prining, program related insurance (e.g., vehicle), 
trainings and cetifications.



This file has a number of pre-formated pages. Those sections for auto calculations and set 
formats are shaded in grey and should not be altered.  Please keep a copy of this document as 
it will be used as part of the grant reporting process

FRHD CHC GRANT BUDGET INSTRUCTIONS                           

3 Funding History

>

4 Budget Narrative

>

5 Budget Reporting Form

>

Instructions - TAB 1

There are headers that align with the Budget Form. These items should be explained (narrative) if 
they are unsusual or have a specific project impact. Explanations regarding utliity expenses are 
generally understood, but expenses relating to training or for a specialty insurance could be 
expressed here. 

This form will be used for those grantees who are awarded contracts. This form must be submitted 
with the quarterly Impact Report and should demonstrate that funds were allocated according to 
the submitted proposal budget.

List other grant funders that have been approached by your organization for this program in the 
past year, do not include FRHD. Include Name, Date, Amount Requested, Awarded, Declined or 
Pending.



Please do not alter the formatting

Hope Clinic for Women PROGRAM 
NAME: Free and Easy STI Testing and Treatment

1) A INDIRECT EXPENSES: PROGRAM 
COST

APPLYING 
ORGANIZATION OTHER  FUNDERS REQUESTED FROM 

FRHD
A1 Administrative Support       20,242.58              20,242.58 

A2 General Insurance (no program specific)         4,277.10                4,277.10 

A3 Accounting & audit expenses         4,650.00                4,650.00 
A4 Consultant/Contractor Fees                   -                             -   
A5 Physical Assets (Rent, Facility Costs)       22,424.34              22,424.34 
A6 Utilities         7,470.76                7,470.76 
A7 IT & Internet         1,781.24                1,781.24 
A8 Marketing & Communications         4,826.92                2,826.92                2,000.00 
A9 Office Supplies         1,503.00                1,503.00 

A10 Training & Education         5,680.00                5,680.00 
A11 Other: specify                   -   

TOTAL INDIRECT EXPENSE       72,855.94              70,855.94                          -                  2,000.00 

B PERSONNEL EXPENSES - PROGRAM 
SPECIFIC

PROGRAM 
COST

APPLYING 
ORGANIZATION OTHER  FUNDERS REQUESTED FROM 

FRHD
B1 Salary Nurse Manager       30,118.40              25,118.40                5,000.00 
B2 Salary Nurse       12,480.00              10,480.00                2,000.00 
B3 Salary Nurse       10,400.00                9,400.00                1,000.00 
B4 Other                   -   
B5 Payroll Expenses (WC, taxes)         5,336.52                5,336.52 
B6 Benefits                   -   
B7 Other: specify                   -   

TOTAL PERSONNEL EXPENSE       58,334.92              50,334.92                          -                  8,000.00 

C DIRECT PROGRAM EXPENSES PROGRAM 
COST

APPLYING 
ORGANIZATION OTHER  FUNDERS REQUESTED FROM 

FRHD
C1 Equipment            100.00                   100.00 
C2 Program/Project Supplies         1,500.00                1,500.00 
C3 Printing/Duplicating/Advertising         1,000.00                1,000.00 
C4 Travel/Mileage                   -                             -   
C5 Program Specific Insurance         7,999.00                7,999.00                           -   
C6 Lab Fees, StI related         7,250.00                7,250.00 
C7 Medications, STI related         1,595.00                1,595.00 
C8 State Licensing                   -                             -   
C9 Training & Ed for Nurses in STI         2,000.00                2,000.00 

C10 Clinic Supplies, STI related            794.00                   794.00 
C11 Bio Waste Management              90.00                     90.00 
C12

C13

C14

C15

TOTAL OTHER EXPENSES       22,328.00                7,999.00                3,000.00              11,329.00 
W X Y Z

D TOTAL ALL EXPENSES PROGRAM 
COST

 % REQUESTED 
FROM FRHD

153,518.86$  14%

2) FUNDING SOURCES
E FUNDS FOR PROGRAM
E1 APPLYING ORGANIZATION              X 129,189.86      
E2 OTHER FUNDERS                             Y 3,000.00          
E3 REQUESTED FROM FRHD               Z 21,329.00        

TOTAL FUNDING SOURCES          153,518.86$    NOTE:  THIS AMOUNT SHOULD BE EQUAL TO YOUR PROJECT COST.

3)      % OF AGENCY BUDGET
F  $    535,837.50  $            153,518.86 29%

 AGENCY 
BUDGET** PROGRAM COST    % of AGENCY 

BUDGET

 ** Agency budget is your agency’s entire budget for the year.   Fill in the amount.  
FRHD CHC GRANT BUDGET FORM - TAB 2      

CALCULATE % of Total Agency 
budget that this Program represents. 

FRHD CHC GRANT BUDGET FORM                              
Agency 
Name:
Not all line items will correspond with your program budget. If the item does not fully align either leave it blank or group 

it in the best category possible. However, be sure your program budget is fully itemized. 



Hope Clinic for Women
Free and Easy STI Testing and Treatment

INSTRUCTIONS:

Date Submitted Amount Requested Status

FUNDING HISTORY - TAB 3      

Agency Name:
Program Name:

List other funders that have been approached by your organization for this program in the past year, do not include 
FRHD. Include Name, Date, Amount Requested, Awarded, Declined or Pending.  Please include all major sources of 
funding - this includes agencies fundraisers, annual community support and grantmakers. 

Funder Name

None



Hope Clinic for Women
Free and Easy STI Testing and Treatment

INSTRUCTIONS:

A. INDIRECT EXPENSES: Please indicate by the Line Number and Item Name

# Name Narrative:

A1 Administrative 
Support

A2 General Insurance 
(no program specific)

A3 Accounting & audit 
expenses

A4 Consultant/Contracto
r Fees

A5 Physical Assets 
(Rent, Facility Costs)

A6 Utilities
A7 IT & Internet

A8 Marketing & 
Communications

A9 Office Supplies

A10 Training & Education 

A11 Other: specify

B. PERSONNEL EXPENSES -PROGRAM SPECIFIC
# Name Narrative:

B1 Salary Nurse 
Manager

B2 Salary Nurse

B3 Salary Nurse

B5 Payroll Expenses 
(WC, taxes)

C. DIRECT PROGRAM EXPENSES
# Name Narrative:
C1 Equipment

C2 Program/Project 
Supplies

C3 Printing/Duplicating

C4 Travel/Mileage

C5 Program Specific 
Insurance

C6 Lab Fees, StI related

C7 Medications, STI 
related

C8 State Licensing

C9 Training & Ed for 
Nurses in STI

C10 Clinic Supplies, STI 
related

C11 Bio Waste 
Management 

BUDGET NARRATIVE - TAB 4      

Agency Name:
Program Name:

1.   List items from your PROJECT  BUDGET FORM (Sections A and B) that you are seeking FRHD support, and that 
requires explanation.

2.   Your narrative should explain why this expense is necessary to the project and why or how FRHD funding would 
make an impact.

As a mid level medical provider the Nurse Manager oversees the STI testing and the 
quality of healthcare at HCW. As a healthcare district this is worthy of funding
A trained RN provides STI testing that relates to availability of healthcare in Fallbrook.. As 
a healthcare district this is worthy of funding

NA

NA

Label Printer. FHCD should fund because it is required for providing this service.
STI brochues and education materials and promotional items will encourage more 
involvement in STI testtng and treatment. FHCD is all about awarness..

A trained RN provides STI testing.that relates to availability of healthcare in Fallbrook. As 
a healthcare district this is worthy of funding.

NA

NA
NA

NA
NA
We will be updating marketing materials to include STD testing and treatment and have a 
new campaign for it. The FHCD is a perfect source for marketing health.
NA

NA

NA

NA

NA

NA

NA

NA
Since we provide all of our services at no cost so there is no barrier to care it is highly 
impactful for FHCD to be a key provider for first year funding.
Since we provide all of our services at no cost so there is no barrier to care it is hghly  
impactful for FHCD to be a key provider for first year funding.

Resoucing a lab for first time STI testing and treatment for expanded healthcare services 
is a natural funding opportunity for FHCD.

This is a first year program vital expense that is impactful for FHCD to fund.



Hope Clinic for Women PROGRAM NAME: Free and Easy STI Testing and Treatment

1) A INDIRECT EXPENSES: PROGRAM COST REQUESTED 
FROM FRHD

AMOUNT 
USED Q1

AMOUNT 
USED Q2

AMOUNT 
USED Q3

AMOUNT 
USED Q4

TOTAL INDIRECT EXPENSE $72,855.94 $2,000.00

B PERSONNEL EXPENSES - PROGRAM 
SPECIFIC PROGRAM COST REQUESTED 

FROM FRHD
AMOUNT 
USED Q1

AMOUNT 
USED Q2

AMOUNT 
USED Q3

AMOUNT 
USED Q4

TOTAL PERSONNEL EXPENSE $58,334.92 $8,000.00

C DIRECT PROGRAM EXPENSES PROGRAM COST REQUESTED 
FROM FRHD

AMOUNT 
USED Q1

AMOUNT 
USED Q2

AMOUNT 
USED Q3

AMOUNT 
USED Q4

TOTAL OTHER EXPENSES $22,328.00 $11,329.00

D TOTALS PROGRAM COST
FRHD Funds 

Awarded
Total Amount 

Q1
Total Amount 

Q2
Total Amount 

Q3
Total Amount 

Q4

$153,518.86 $0.14 $0.00 $0.00 $0.00 $0.00

Total funds expended to date: $0.00

BUDGET REPORTING FORM - TAB 5

FRHD CHC GRANT BUDGET REPORTING FORM                              
Agency 
Name:
The main categories align with the budget submitted with your application. Aggregate totals are all that should be 
reported under each heading.


	24.25 HOPE CLINIC FOR WOMEN_FULL.pdf
	2024 HCW Board Members
	Sheet1

	HCW 2022 990.pdf
	HCW 2022 December Balance Sheet.pdf
	HCW 2022 P & L.pdf
	HCW 2023 December Balance Sheet.pdf
	HCW 2023 P & L.pdf
	17_HCW 2023 P & L_1043.pdf
	17_HCW 2023 December Balance Sheet_1837.pdf
	24_25 FRHD CHC Program Budget Form for HCW
	INSTRUCTIONS
	PROGRAM BUDGET FORM
	FUNDING HISTORY
	BUDGET NARRATIVE
	BUDGET REPORTING FORM


