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Thank you for your interest in the HealthConnect One Community-Based Doula and/or Breastfeeding Peer
Counselor Program. Please complete this application in its entirety. If you need more space, feel free to add
additional pages. We also require that you submit a recent, audited financial report, current operating budget,
organizational chart showing your structure and staff commitments, agency materials (e.g., brochures, annual report,
etc.) and letters of support from potential collaborators in order to complete the application. Once we have received
all these materials, we will communicate with your key contact person within 10 business days.

Please mail your Community-Based Doula Please mail your Community-Based Peer Counselor

application to:

National Program Director
HealthConnect One

1436 West Randolph, 4th Floor
Chicago, IL 60607
jmckinley@healthconnectone.org
(404) 798-7718

1. What program are you interested in
replicating?

General Information

application to:

Program Manager
HealthConnect One

1436 West Randolph, 4th Floor
Chicago, IL 60607
breyes@healthconnectone.org
(312) 243-4772 x230

[] Community-Based Doula Program

[] Community-Based Breastfeeding Peer Counselor Program

|:| Both

Name of Organization:

Key Contact Person:

Title of Key Contact Person:
Phone Number:

Address:

City/State/ZIP:

E-mail:

| Fax Number: | |




Website: | |

Age of Organization: [ ] Annual Budget: | |

1. What are your primary funding |:| Local Government
sources? Please specify the agencies,
institutions or sources for each item

checked. [ ] Federal Government

|:| State Government

[ ] Private Foundations

[ ] Private Contributions

[ ] Organization Memberships
[] Service Fees

[ ] Other (enter below): |:|

Name of Each Source and % Total

2. What is your organization's mission?
Who do you target for your services?

3. Do you collaborate with other
service providers? If so, which ones
and how?

The Community-Based Doula and/or Breastfeeding Peer Counselor Program

4. Why is your organization interested
in replicating the Program(s)? How
does the program fit with your
organizational mission?
















k. Breastfeeding initiation (% of infants
ever breastfed)

|. Breastfeeding duration (% of infants
breastfed to 6 weeks, 3 months, 6
months)

m. Breastfeeding exclusivity (% of
infants exclusively breastfed to 6
weeks, 3 months, 6 months)

n. Prenatal care (% of pregnant women
receiving adequate prenatal care
based on Adequacy of Prenatal Care
Utilization Index (APNCU))

0. Epidural use (% of deliveries in
which an epidural or spinal anesthesia
is used during labor, vaginal or non-
vaginal)

p. Inductions (% of infants that were
induced prior to 39th week)

g. Infant mortality (rate per 1,000 live
births that results in an infant death)

|

S L

Health Conditions and Other Risk Factors

20. Are any of the following health
conditions seen frequently in
childbearing women in the community
that will be served? Please check all
that apply.

[] Overweight/obesity

[ ] Diabetes

[ ] Depression

[] High blood pressure

[ ] Heart disease

[ ] Respiratory iliness or asthma
[ ] Herpes/STDs

|:| Other



21. If any health conditions were
identified, please describe the impact
these conditions have on the
community.

22. Are any of the below behavior risk
factors seen in families in the
community? Please check all that

apply.

23. If any risk factors were identified,
please describe the impact these
factors have on the community.

Community Environment Factors

[ ] Smoking
[ ] Alcohol

[] Negal drugs

24. Are there any other community
factors that could have an impact on
maternal and child health in the
community? (i.e. poverty, racism,
unemployment, gentrification, intimate
partner violence, acculturation,
immigration, transportation) Please
describe these community factors.

Please include a copy of the
following with your application

[ ] Recent audited financial report
|:| Current operating budget

[] Organizational chart showing your structure and staff
commitments

[ ] Agency materials (e.g., brochures, annual report, etc.)

[ ] Letters of support from potential collaborators

Thank you for your interest!
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