
        
 

HEALTH SCIENCES CENTRE FOUNDATION 
ALLIED HEALTH APPLICATION FORM CHECKLIST 

 
 
Please forward this completed form only with the original of your application.  Do NOT attach this form to 
copies of your application. 
 
 
Number of Application Copies � Original and (7) seven complete copies (total of eight) 
     
    � E mail copy of application to dsmithson@hsc.mb.ca 
 
Research Proposal  � 15 double-spaced pages, excluding references, which may                    
     not exceed 8 pages 
 
HSCF-1  (External reviewer form)  � Completed and attached ONLY to the original  
 
 
Animal care approval  � Not needed � Received and attached   � Pending 
 
Ethical approval     � Not needed � Received and attached   � Pending 
 
Impact Analysis    � Not needed � Received and attached   � Pending 
 
Curriculum Vitae  � Curriculum vitae for applicant and each co-applicant. Maximum  

six (6) pages each. 
 
 
Application Cover Page  � Appropriate boxes checked, page completed and signed by  
        applicant(s), Supervisor, Department Head or his/her designate. 
 
 
Section 6 � PROVIDE EASY-TO-UNDERSTAND LAY DESCRIPTION. Use simple 

language. Describe the magnitude of the problem, e.g.-statistics relative to 
the issue, use illustrations and/or examples, including potential impact on 
patient care. 

 
 
Section 7 � Budget figures checked for mathematical accuracy, budget  

    justification provided. 
 
 
Section 10     � All funds received or applied for listed. 
 
 
Section 11 � The Special Circumstances Section is optional and may be used to discuss 

your career, research experience, and education as they relate to the 
application and may be used to describe situations such as leaves and family 
circumstances affecting all of the above.   

 
Section 12   Publications  
 
      � total given. 
      � papers for the last 5 years only, listed by category. 
 
 ___________________________   _______________________________       ______________________ 



 Name of Applicant    Signature                               Date 



  HEALTH SCIENCES CENTRE FOUNDATION  HSCF-1   
 SUGGESTED EXTERNAL REVIEWER FORM 

ATTACH TO THE ORIGINAL ONLY 
DO NOT ATTACH THIS FORM TO COPIES OF THE APPLICATION 

 
Name of  
Applicant:______________________________________________________________ 
 
Reviewers: 1) Please suggest three (3) suitable external reviewers.  These individuals should be 

knowledgeable in your field of research.  They should not be current or former 
collaborators, nor former supervisors, students or postdoctoral fellows. 

 
 2) Reviewers other than those suggested by you may be used; if there are individuals to 

whom you do not wish your application to be sent please provide their names in a covering 
letter. 

 
PROVIDE COMPLETE MAILING ADDRESSES: Area of Expertise  
         
1.  Name    ________________________________           _________________________ 
 
    Address ________________________________ 

        ________________________________ 

        ________________________________ 

  
     tel: __________________ fax: __________________ e-mail: ________________ 
 
 
2.  Name    ________________________________           _________________________ 
 
    Address ________________________________ 

        ________________________________ 

        ________________________________ 

 
     tel: __________________ fax: __________________ e-mail: ________________ 
 
 
3.  Name    ________________________________           _________________________ 
 
    Address ________________________________ 

        ________________________________ 

        ________________________________ 

  
     tel: __________________ fax: __________________ e-mail: ________________ 

 



HEALTH SCIENCES CENTRE FOUNDATION 
ALLIED HEALTH REASEARCH AWARD APPLICATION  

 
1. Surname, given names of principal applicant(s) 
 

2. Current Mailing Address 
 
 
                                                                                          Telephone Number: 
 
3. Position/Rank, Institution, Faculty, Department 

4. Title of Research Project 
        
                                                                                                   
New Project     yes                                                                                                                         no 

5. Name(s), Title(s) and Department(s) of Co-Investigator(s). If non-HSC, provide full address. 

ACCEPTANCE of a grant or award indicates agreement by the applicant and the institution which 
employs him/her to the general conditions as outlined in the Grant Application Guidelines.  We, the 
undersigned, guarantee that, where applicable, the guidelines of the Canadian Council on Animal Care 
("Care of Experimental Animals - A Guide for Canada" 315-350 Albert Street, Ottawa, K1R 1B1, www.ccac.ca) 
will be followed; the CIHR guidelines for handling recombinant DNA molecules and animal viruses and 
cells will be adhered to and, if the project involves human and/or animal experimentation and/or tissues, it 
will not proceed unless approved by the appropriate University of Manitoba human and/or animal ethics 
committee/s. 
 
  APPLICANT           SUPERVISOR                        DEPARTMENT HEAD            
 
Name       _______________________     ______________________ ______________________ 
 
Signature    _______________________     ______________________ ______________________ 
 
Date(s)       _______________________     ______________________ ______________________ 
 

 
If previous funding from the HSCF has been granted, please provide  
the project title, amount funded and year granted. 
 
_____________________________________________________________________________________ 
               Cover Page 



 
HEALTH SCIENCES CENTRE FOUNDATION 

ALLIED HEALTH RESEARCH GRANT APPLICATION  
             
             
    
6. PROPOSAL HIGHLIGHTS-MANDATORY 
 
(a)   Provide a brief description of project in lay terms.  

  Lay Summary (100 words) 
 
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
__________________ 
 

 
 
 
(b)  Relationship of proposal to the Foundation’s funding priorities 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
           Page 1 

 



HEALTH SCIENCES CENTRE FOUNDATION 
ALLIED HEALTH RESEARCH GRANT APPLICATION 

         
7.  Total Funds Requested:                                    Applicant (s) name: 
  

BUDGET 
Personnel (includes hours per week or EFT, benefits, rate of pay, etc..) 
 
Individuals 

 
Time Commitment 

 
$ 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Supplies (includes laboratory tests, etc.) 
 
Item 

 
Volume/# required 

 
$ 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
Equipment 
 
Item 

 
$ 

 
 

 
 

 
 

 
 

 
 

 
 

 
Other  
 
Item 

 
$ 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
TOTAL 

 
$ 

 
8. Name and address of the Institution(s) where each phase of the project will be carried out: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
9. Any grant provided by HSCF and administered through the HSC must adhere to the HSC Specific Account policy 
and procedure. Name and title of the Account Administrator and fund signatories*: 
___________________________________________________________________________________ 
___________________________________________________________________________________ 
* Required Field           Page 2 



 
HEALTH SCIENCES CENTRE FOUNDATION 

ALLIED HEALTH RESEARCH AWARD APPLICATION  
             
         
            
10. RESEARCH OPERATING FUNDS - ALL FUNDING RECEIVED OR APPLIED FOR MUST BE 

DECLARED.  Indicate any funds you (a) presently hold, (b) have requested or are intending to request 
for the support of your proposed research program. Show all sources: granting agencies, university 
funds, private foundations, etc. In the case of grants shared with other investigators, indicate the total 
sum, and, if possible, the portion available for your use in the present project.  Indicate % overlap with 
current application.  Where overlap exists, provide on a separate page, an explanation of the extent of 
overlap. 

 
(a)   FUNDS RECEIVED OR TO BE RECEIVED: 
 
Agency Amount(p.a.)  Period of support  % of time % overlap 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
(b)  FUNDS APPLIED FOR OR ABOUT TO BE APPLIED FOR: 
 
 
Agency Amount(p.a.)  Period of support  % of time % overlap 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
APPEND COPIES OF SUMMARY AND BUDGET PAGES FOR ALL FUNDS RECEIVED OR APPLIED 
FOR. 
          

                         Page 3 
 
 
 

 



 
HEALTH SCIENCES CENTRE FOUNDATION 

ALLIED HEALTH RESEARCH AWARD APPLICATION  
 
 
 
 
11. SPECIAL CIRCUMSTANCES AFFECTING RESEARCH (OPTIONAL) 
 
 You may wish to discuss your career, research experience, and education as they relate to the application. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
12. PUBLICATIONS 
 
 Total Number (excluding abstracts)  _______  
 
List your publications for the last five years and separate them in the following categories:  refereed papers 
published or in press, refereed papers submitted (give journal) and non-refereed papers published or in press 
(DO NOT INCLUDE PAPERS IN PREPARATION IN YOUR LISTING) Abstracts, if listed, should be clearly 
identified as such. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
USE ADDITIONAL PAGES IF NECESSARY 
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