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   Request for Sponsorship Form

Broward Health sponsors events and activities that support our hospitals, programs, priorities, and mission as a public health system.  For an organization to be considered for sponsorship, the organization must be a 501(c) nonprofit or government nonprofit entity and provide a majority of its services in Broward County.  

Please fill out this form completely.  The fields will expand as you type, so use as much space as you need in each field.   In addition, fill out the Conflict of Interest form and Physician/Participation ownership form which should be submitted along with this form.
Please submit the request at least 120 days before the event deadline OR if the sponsorship involves the opportunity to submit ads, the form must be submitted at least 120 days prior to the ad deadline.  
	ORGANIZATION

	1.  Name of Organization
	

	2.  Organization’s Website
	     

	3.  Date Sponsorship Request Submitted
	     

	4.  Date of Event
	     

	5.  Person Requesting Sponsorship

· Name
· Title
· Role within Organization
· Address
· Phone Number

· Email Address 
	

	6.  Is your Organization a tax-exempt entity pursuant to § 501 of the Internal Revenue Code?  
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

Only 501(c) or government nonprofit organizations may apply.                                          

	7.  Please indicate your organization’s tax-exempt status under 26 U.S.C. § 501 - i.e. 501(c)(3)
	     

	8.  Does your organization provide services within Broward County? 
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 
 

Your organization must provide a majority of its services within Broward Health’s service area.                              

	9.  Describe your organization, the services it provides, and the population it serves.
	     

	10.  Please provide a brief description of your organization’s mission and vision.
	     

	11.  Please identify the members of your organization’s governing body or its Board of Directors.
	

	12.  Is your organization a source of any health care business? If yes, please explain what type of health care services your organization provides.
	     

	13.  Do you or any member of your organization have any direct or indirect ownership or investment interest in any entities that provide health care services to a Broward Health Facility or Affiliate? If yes, please explain.
	     

	14.  Do you or any member of your organization have any ownership or investment interest in any company that holds some ownership or investment interest in any entity that furnishes any health care services? If yes, please explain.
	     

	15.  Are you or any member of your organization employed by, contracted with, or do business with Broward Health? If yes, please explain.
	

	16.  Do you or any member of your organization have an immediate family member (husband or wife; birth or adoptive parent, child or sibling; steppatent, stepchild, stepbrother or stepsister; father-in-law, mother-in-law, son-in-law, daughter-in-law, brother-in-law, or sister-in-law; grandparent or grandchild; and spouse of a grandparent or grandchild) who is employed by, contracted with, or does business with Broward Health? If yes, please explain.
	

	17.  Is your organization owned by and/or employ any Broward Health contracted or employed physicians (or an immediate family member (as defined in Question 16) of a contracted or employed physician?
	     

	18.  Are you or your organization affiliated with any Broward Health physicians (or the immediate family members (as defined in Question 16) of any Broward Health physicians)? If yes, please explain.
	

	19.  Are there any physicians (or an immediate family member (as defined in Question 16) of a physician) who serve in any capacity within your organization? If so, who are they and in what capacity do they serve?
	     

	20.  Do you or your organization have any involvement with any companies or other entities that employ or contract with a physician who may refer patients or treat patients at a Broward Health Facility or Affiliate? If so, please explain.
	     

	21.  Does your organization have as a member of its Board of Directors any Broward Health physician, Board Member, Executive or Employee? If yes, please explain.
	

	22.  Have you contacted anyone affiliated with Broward Health about this request? If yes, who?
	     

	23.  Does this sponsorship provide any good, item, or service to Broward Health (i.e. advertisement, event table, etc.)? If yes, what?
	     

	24.  Has the organization previously been sponsored by Broward Health or one of its facilities?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	25.  If yes, specify the name, date, and amount of the sponsorship award.
	     

	26.  Have you sponsored or supported any Broward Health events or programs?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	27.  If yes, please specify date, amount, or type of sponsorship.
	     

	EVENT

	28.  Indicate the name of the Program, Activity, or Event for which the organization is requesting a sponsorship.
	     

	29.  Date & Time of Event.
	     

	30.  Location (include complete address and city).
	     

	31.  How does the event relate to the missions/goals of Broward Health as a public health care system?
	     

	32.  Type of sponsorship (i.e. Gala, Walk, Golf Tournament) 
	     

	33.  Type of Attire for Event (Business, Black Tie, Golf, a Specific Theme, Casual).
	     

	34.  Level(s) of Sponsorship Requested (Please include all levels of sponsorship).
	     

	35.  Please indicate the specific activity(ies) and its (their) respective costs that the sponsorship award will be used to fund  (i.e. research, patient care, underwriting of event, etc.).

If more than one activity, specify how the money will be allocated.
	     

	36.  Please indicate the % of the sponsorship award that will be used for administrative costs for the organization..
	     

	37.  Please include any relevant additional information that you feel should be included about the event here. Please attach the sponsorship packet to this form.
	     

	If your sponsorship is approved, we will need information regarding ads and logo, etc. that you may need from us.  Please fill out the information below.

	38.  Contact Information for ads/logos (if the same was indicated on the first page, just write “SAME”).

· Name
· Address
· Phone Number

· Email Address
	     

	39.  Deadline Date for ad or logo submission.
	     

	40.  What are the dimensions of all available ad options? 

(length x width)
	     

	41.  Should the ad or logo be in black/white or color?
	     

	42.  In what format should the ad be sent? (PDF or JPG)
	     

	43.  Please indicate the audience for the event. Check all that apply.

(Click on box, select check box option)
	 FORMCHECKBOX 
 Community

 FORMCHECKBOX 
 Patients

 FORMCHECKBOX 
 Prospective patients

 FORMCHECKBOX 
 Business/community partners

 FORMCHECKBOX 
 Prospective/current donors

 FORMCHECKBOX 
 Government officials

 FORMCHECKBOX 
 Friends of the hospital

 FORMCHECKBOX 
 Opinion leaders

 FORMCHECKBOX 
 Staff

 FORMCHECKBOX 
 Corporations/foundations

 FORMCHECKBOX 
 Media

 FORMCHECKBOX 
 Physicians     

 FORMCHECKBOX 
 Other ____________________      

	For Administrative Use Only

	1.  Is this Sponsorship approved?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	2. Please indicate the amount of money approved for this sponsorship.
	     

	3.  Are there any other organizations or entities in Broward County which provide similar services as this organization?
	Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 


	4. If there are other similar organizations within Broward County, please provide the reason for selecting this organization for a sponsorship.
	     


· Sponsorship Requests must be submitted via email to sponsorships@browardhealth.org
· After emailing your request, please 954-473-7180 to confirm that it was received.

· Broward Health will contact the Person Requesting Sponsorship identified on the first page of the form regarding the decision.  
· If your sponsorship request is approved, please forward to Broward Health a copy of any promotion materials (i.e., ads or program journals) for review and approval prior to going to print that are part of the sponsorship benefits where Broward Health is mentioned.

· If you have any questions or need assistance, please call 954-473-7180.
Thank you for contacting Broward Health.  
Broward Health Medical Center

Broward Health North

Broward Health Imperial Point

Broward Health Coral Springs

Salah Foundation Children’s Hospital

Broward Health Weston

Broward Health Community Health Services

Broward Health Physician Group

Broward Health Foundation
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