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Compassion has no borders




Application for US Partners
1.  GENERAL INFORMATION



DATE: 

Name of Organization:  

Address:  

City:  


State/Province:  


Country:  


Telephone:  


Fax:  


Website:  

Contact Person*:  

Title of Contact:  

Primary Contact’s Telephone:  


Primary Contact’s Email:  

Secondary Contact Person:  


Title of Secondary Contact:  


Secondary Contact’s Telephone:  


Secondary Contact’s Email:  
*Contact indicates individual at your organization who will be the primary contact for FHSSA.
2. Organizational information

What services are currently offered (or are under development) in your organization?


How long has your organization been in operation?  

Do you have an inpatient facility?    


Yes      
No


Do you have a palliative care program?    

Yes      
No
If yes, please describe:

Do you provide pediatric palliative/hospice care?  

Yes      
No
Program Type/ Agency Ownership:

       
Free-standing/ Independent Hospice  
   

Part of a hospital system

Part of a Home Health agency

Other:   
If legally affiliated with another organization or parent organization, please explain: 

Please complete the following: (utilize most recent data available)
   

· Number of Board Members


· Budget size in U.S. Dollars


· Number of full-time staff
 


· Number of part-time staff
 


· Number of Volunteers



· Average Daily Census



Service area description: 

Urban

Rural

Mixed

Our patients are: 

Entirely inpatient

Mostly inpatient








Entirely outpatient

Mostly outpatient





Even mix of inpatient/ outpatient
4. Interest in Partnering

How did you hear about the FHSSA?


Is your program currently partnered with a hospice in another country?  
   Yes
 
No

       If YES, please describe:

What does your program expect to give to a partnership, please be specific?

What does your program expect to receive from a partnership, please be specific?

Do you have a specific country in which you are interested in partnering?


Yes  
 
No

If Yes, which country and reason for preference?


5. SIGNATURE (and date) of person authorized by the organization to legally enter into Agreements. 

Signature: ___________________________________________  Date: ___________________

RECEIVED BY (FHSSA staff to complete):

Print Your Name








Date

Signature of Recipient







Date
Thank you for your interest in becoming a FHSSA partner.  To begin the partnering process, please complete the following application and return to:



Foundation for Hospices in Sub-Saharan Africa



1731 King Street



Suite 300



Alexandria, VA  22314



Tel: (703) 647-5176

Fax: (703) 837-1233

E-mail: enanney@fhssa.org
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Return to: FHSSA, 1731 King Street, Alexandria, VA 22314



