
 

 
36  South State Street, 8th Floor 
Salt Lake City, UT  84111 

 

APPLICATION 
Intermountain Community Care Foundation 

GRANT FUNDING 

Name of Organization submitting application: 
AAA Service Clinic 

Amount Requested: 
$25,000 

Address of organization                                       Number & Street                                 City                         State                       Zip Code 
12345 South End of County Road                                                                  Salt Lake City       X UT        ID      84567 
Executive Director/Contact Name: 
I. Kari DeLoad 

Phone Number: 
801.567.8900 

Fax Number: 
 

E-Mail: 
deload@service.org 

Organization’s Mission Statement: 
To provide excellence in the provision of comprehensive healthcare services to low-income, uninsured populations. 
Intermountain Healthcare currently has four priorities for improving community health.  These priorities are established through a 
regular Community Health Needs Assessment (CHNA) to identify significant community health needs, especially for low-income 
residents in Utah and southern Idaho communities.  The Intermountain Community Care Foundation aligns giving with 
Intermountain’s community health priorities.  In order to qualify for grant funding, your program or service must align with one of the 
following community health priorities: (check appropriate box): 

 Health Priority #1 – Improve the prevention, detection, treatment and/or management of chronic diseases associated with 
weight and unhealthy behaviors 

 Health Priority #2 – Improve access to comprehensive, high-quality direct healthcare services for low-income populations 
 Health Priority #3 – Improve access to appropriate behavioral health services for low-income populations 
� Health Priority #4 – Improve accident and injury prevention for children and adolescents 

Step 1:  ASSESSMENT OF THE NEED 
Briefly describe “the need” specific to the healthcare priority above that your program or service addresses.  Please provide local data 
to support the need that exists:  
Since 2000 the AAA Service Clinic has provided low or no cost primary and behavioral healthcare to low-income and uninsured 
individuals and families.  Local data sources, including America’s Health Rankings of state health indicators, the 2012 Report on 
Poverty in Utah, Utah Department of Health IBIS/PH Indicator Report for 2012, and Utah March of Dimes Report 2012, indicate 
16% of county residents are without health insurance, have high costs associated with accessing care for chronic disease including 
diabetes (79% of clinic patients age 45 and older are being treated for chronic disease with 43% having diabetes), and a significant 
lack of prenatal care (an increase from 16.9% to 18.7% not having access to prenatal care).  The patient data gathered at the clinic 
supports these findings.  Access continues to be a challenge at clinics throughout the county as most have seen an increase in patient 
visits and need of over 18% from 2011 to 2012.  Data collected in 2013 supports this trend.   
Summarize your “commitment” to meeting the above identified need, including history of how the program or service meets the need, 
measures of program success and sustainability, (e.g., high percentage of program participants losing weight; reduction in A1C levels, 
increase in people with primary care providers, reduction in ATV or head injury cases in children) and other pertinent information 
regarding the program: 
History:  AAA Service Clinic started in 2000 providing care in a small rented basement facility using volunteer providers and support 
staff.  With growing need, the Clinic sought and found rented space to expand its services.  In 2007, the Clinic found a permanent 
home in collaboration with the county health department and other community partners that allowed for a broader range of services to 
be available to the underserved population.  Since that time the clinic has provided access to healthcare services for 21,000 unique 
patients in the county. In addition, the clinic has developed partnerships for behavioral health, vision, prenatal and specialty care 
vouchers with the local hospital.   
Measures of Success:  With our new site, we have more providers available to see patients and have been able to increase the number 
of patient visits by 25% year to date.  All newly diagnosed diabetics are enrolled in our diabetic education and self-care program that 
provides assessment, treatment and education on diet, weight and lifestyle changes.  Patients enrolled in the program are 
demonstrating an average decrease in A1C levels of 1.5 points. Our prenatal program enrolls women, regardless of ability to pay, and 
has demonstrated a lower rate of premature birth than state and national averages.  While the national average of premature birth has 
risen 36% over the last 25 years, our rates have stayed stable and are among the lowest in the state.  
 



Sustainability: Our sustainability strategy includes the following: 
Increased reimbursement and revenue:  We are using navigators and enrollment specialists in partnership with AUCH to increase the 
number of patients with insurance, which provides increased reimbursement and revenue for the clinic in order to keep costs low and 
services available.   
No cost/low cost ancillary services: We are partnering with those who can provide ancillary healthcare services at our site, reducing 
overhead and providing a quality service to our patients.   
Fund development strategy: Our board and supporters regularly reach out to our local community to educate them on the services we 
provide and allow opportunity for donor support of what we do. 
Other: We are committed to meeting the growing needs in our community, so we have extended hours two days a week to better meet 
the needs of patients who need to be seen before or after work.  We partner with local schools to increase immunization rates. 

Step 2 – RESPONSE TO THE NEED 
Describe program strategies that meet the need by providing the following: 
 
1.  Briefly outline how the existing or proposed program solution works: Patients are provided non-emergency health services as 
needed.  This includes treatment, diagnosis, case management, referrals to specialty care providers and follow-up as necessary.  Clinic 
is open M-F 8-6 with extended hours on T & TH starting at 7 and closing at 8.  Chronic illness services include giving patients tools 
for lifestyle management of their illness, as well as all treatment medications, labs, and care management.  Prenatal services include 
regular check-ups, delivery referrals, ultrasounds, prenatal vitamins and educational classes.  
 
2.  Describe how the funds requested will be used:  Funds will supplement other income sources to continue to provide the direct 
healthcare services the clinic has made available to the community, to include operational expenses of salary, supplies, and other costs 
of operations. 
 
3.  Describe your resources, partners and collaborations:  Local hospital provides diagnostic testing to qualifying patients; county 
health department administers flu vaccine to patients at no charge; ICU Eye Care provides comprehensive vision care on site; 
Speak2Me provides volunteers for language interpretation, and the state hospital association supports volunteer providers.  
 
4.  Provide a description of barriers in meeting program goals and how they will be resolved: A barrier to prenatal care is just a 
knowledge of the program availability, so we are planning to partner with local schools, Early Head Starts and Planned Parenthood to 
link with the women in our target population who would be likely to use the service if they were aware that it was provided at little or 
no cost.  The biggest barrier to successfully managing chronic disease is a lack of a primary medical home.  We are going to work to 
establish a medical home model, first with our current patients and the more broadly by working with our partners to educate and 
encourage screenings and exams. 
 
5.  Describe how you have improved the existing program over time or how you plan to improve the proposed program solution:  We 
found a new location that provided additional square feet, more space for more providers, and established extended hours to better 
serve our patients.  We plan to improve the programs we offer, specifically the chronic disease management and prenatal programs, 
through partnerships with existing programs with known outcomes.  For example, we will offer Living Well with Chronic Disease 
classes at our clinic for identified patients and their families.  Similarly, the prenatal programs will coordinate with pharmacy 
assistance programs for the provision of prenatal vitamins for those who cannot pay. 
 
6.  Describe how your program does not duplicate services:  There are no other clinics for low-income and uninsured people in the 
county.  We refer to other agencies in our county that can provide specialized healthcare and/or social services to avoid duplication 
and unnecessary cost.  It is unrealistic to believe that we can provide these extra services given our focused healthcare model. 
 
7.  Describe how you verify income when providing services to low-income, uninsured or medically-underserved clients:  Income is 
recorded and verified at the time of patient registration.  Verification documents include pay stubs, tax returns, bank statements, and/or 
letters from employers that help us determine and apply our financial assistance policies or enrollment opportunities.  We use current 
Federal Poverty Guidelines to apply financial assistance in a fair and equitable manner to our patients.  Our financial assistance goes 
up to 250% of Federal Poverty levels. 
 
 

Step 3 - EVALUATION 
What are the baseline measures from which you will compare the program’s outcomes? 
Access:  Right now patients are scheduled up to three weeks out.   
Chronic Disease:  We have no home and lifestyle management program available to our patients.  
Prenatal:  Current clinic data indicates that 46% of pregnant women accessing our clinic did not take prenatal vitamins during the first 
trimester.  The majority (75%) of our referrals for prenatal care come from Planned Parenthood. 



What are the target outcomes you expect to achieve from the program over the next 12 months? 
Access:  We would like to evaluate our scheduling process to reduce the wait time for patients to be seen within 7 days.  
Chronic Disease:  We will implement the Living Well with Chronic Disease self-management program for patients identified as 
meeting program criteria by their providers and expect at least 60% of referred patients complete the program. 
Prenatal:  We will implement a pharmacy assistance program for prenatal vitamins and will work with Planned Parenthood on the 
importance of early prenatal care including prenatal vitamins.  Of the referrals that come from Planned Parenthood at least 75% of 
women will be seen in the first trimester and be taking prenatal vitamins.   
How often do you plan to measure and evaluate your outcomes over the next 12 months? 
Our overall evaluation process includes measuring outcomes at the end of each quarter.   
 
 
 
 

Step 4 - SUSTAINABILITY 
List the top five sources and amounts from which funding of $5,000 or more has been received in the past year: 
Community donors:  $75,000 
UAXT Foundation:  $100,000 
County: $25,000 
United Way:  $5,000 
Fund raising events:  $45,000 
We can’t commit that we will always have funding, nor can we guarantee that your application will be successful in competing against 
others in upcoming funding cycles.  With that in mind, describe how you plan to sustain the program should future funding from the 
Intermountain Community Care Foundation not be available to you: 
1.  We are implementing the use of navigators and enrollment specialists in partnership with AUCH to increase the number of patients 
with insurance, which will provide increased reimbursement and revenue for the clinic.   
2.  We are evaluating supply chain partners to decrease the costs of medical supplies and equipment. 
3.  In 2014 we plan to investigate the feasibility of patient co-pays or sliding fees.  
3.  We will continue to work to broaden our donor base by investigating the opportunity to procure Federal funds and other grant 
opportunities by accessing grant forums and associations that focus on providing grants similar to our needs. 
 
In addition, include a copy of the following with this Application form: 

• One-page cover letter 
• Audited financial statement (current to within two calendar years of application deadline) 
• Letter designating 501(c)3 status 
• Itemized budget for organization  
• Itemized program budget for the specific program for which you are requesting funds 
• Current list of board of directors, including occupations, addresses, contact information 
• Current list of staff, including names and positions 

 
Mail your application packet (hard copies) postmarked  The Application form must be e-mailed separately to 
by the web-page deadline to:     debbie.hardy@imail.org.  Applications that fail to meet the criteria 

Debbie Hardy or are otherwise incomplete, will not be considered.  All decisions 
Intermountain Community Care Foundation concerning Intermountain Community Care Foundation grants made by 

 36 South State Street, 8th Floor   the Board of the Foundation will be final. Foundation grants are 
 Salt Lake City, UT  84111    restricted to non-profit organizations in Intermountain’s service area of 

Utah and southern Idaho. 
       . 
The organization named above is applying for consideration as a recipient of an Intermountain Community Care Foundation grant and 
has submitted the information required. 
 
 
____________________________________   ___________________________________________     _____________________ 
NAME OF EXECUTIVE DIRECTOR (PRINT NAME HERE)                               SIGNATURE                                              DATE 
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