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	Primary Investigator  / Researcher / Community Partner

	
Name and Title:


	     

	Institution:


	     

	Address:


	     

	Phone Number:


	(     )      
	 Fax Number:   (   )      

	Email Address:


	     


	Co-Investigators / Co-Researchers / Additional Community Partners

	Name and Title:


	     

	Institution:


	     

	Email Address:


	     

	

	Name and Title:


	     

	Institution:


	     

	Email Address:


	     

	

	Name and Title:


	     

	Institution:


	     

	Email Address:


	     

	

	Name and Title:


	     

	Institution:


	     

	Email Address:


	     



	
Project Summary (Brief Description) and Timeline Overview:  (Please try not to exceed one page space limit) 

(Please address all of the following areas in your summary:  Describe the anticipated project including the goals of the project, the population participating in the study project, the disability issue you plan to address, and the funding agency or agencies you are planning applications for.  What do you plan on achieving during this workshop?  Whom do you plan to bring in as a facilitator and why?  A.lso, where and when will you hold the workshop?  Provide a brief timeline of preparation of the proposal, starting with your planning, coordinating, and facilitation (PCF) workshop and ending with grant submission.  Please include relevant milestones.)

     





Budget and Other Details: 
(Please do not exceed the one page space limit.  Below are suggested categories.)
	Travel for Participants

	Airfare
	         

	Accommodations
	         

	Mileage
	         

	Parking
	         

	Subtotal
	$        



	Meeting Costs & Timelines

	
Anticipated Date(s) of Workshop:       
	

	Room rental  
	          

	Audiovisual 
	          

	Refreshments
	          

	Facilitator (Name):            


Consultancy / Faciliation Fee


	           

	Facilitator Travel and Accommodations (if necessary)
	          

	Subtotal
	$        



	Miscellaneous / Other

	     
	          

	Subtotal
	$        


	TOTAL FUNDING REQUESTED
	$        


	Name of Person Submitting this LOI to the DHRN:      


	Contact Information: Tel. (   ) (     )  Contact email:      


Planning, Coordinating &� Facilitation Workshop





Letter of Intent








**If there are more than 4 co-investigators or research partners, please submit an additional copy of this page.**














