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ALLIES RFP-CDAF-2025 Letter of Interest (LOI)

Background
	Applicant’s Name:
	Name of individual submitting the application

	Title:
	

	LOI Date:
	

	Applicant’s Email:
	

	Phone Number:
	

	Organization/Institution/ Department/ Group:
	

	Address:
	

	City:
	

	State:
	

	Country
	

	Web Address:
	

	Tax Status:
	Choose an item.

	IRB review needed?
	☐  Yes	☐  No	If yes, average time to approval:

	Has your institution applied for or received funding from Gilead in the past?
	☐  Yes	☐  No

	Has your institution applied for or received funding from CDA Foundation in the past?
	☐  Yes	☐  No

	Estimated Budget:
	

	Estimated Duration:
	

	Funding requested from other sources?
	☐  Yes	☐  No





Eligibility Criteria:  
(Your responses below will impact whether your proposal is accepted)

	Are you a registered not-for-profit in your country of operation?
	☐  Yes
	☐  No

	Does your organization’s mission and activities align with patient advocacy, support, education, or empowerment?
	☐  Yes
	☐  No

	Does your organization have a demonstrated ability to manage and execute projects of similar scope, including appropriate staffing and financial oversight?
	☐  Yes
	☐  No

	Is your organization eligible to receive funding and implement projects under the laws and regulations of your respective countries?
	☐  Yes
	☐  No

	Is your organization willing to provide progress reports, and participate in monitoring and evaluation activities?
	☐  Yes
	☐  No

	Is your organization willing to provide financial reports showing how the funds were used as part of this project?
	☐  Yes
	☐  No

	Does your organization operate independently of commercial healthcare entities (e.g., pharmaceutical companies)?
	☐  Yes
	☐  No

	Is your overall budget equal or less than $30,000?
	☐  Yes
	☐  No

	Does your organization discriminate based on race, color, gender, religion, disability, sexual orientation, or gender identity or expression?
	☐  Yes
	☐  No





Project Description 
(Please keep your description to one page or less. Be specific about the country, city, town or village your campaign will target)







As part of this proposal, will your organization be able to provide:

	Number of active members or participants
	☐  Yes
	☐  No
	☐  N/A

	Event attendance rates (e.g., webinars, support groups, conferences)
	☐  Yes
	☐  No
	☐  N/A

	Newsletter open and click-through rates
	☐  Yes
	☐  No
	☐  N/A

	Collaborations with healthcare organizations or government bodies
	☐  Yes
	☐  No
	☐  N/A

	Number of advocacy campaigns launched and their outcomes
	☐  Yes
	☐  No
	☐  N/A

	Survey results on satisfaction, trust, and perceived support
	☐  Yes
	☐  No
	☐  N/A

	Downloads or usage of educational materials
	☐  Yes
	☐  No
	☐  N/A

	Participation in training or informational sessions
	☐  Yes
	☐  No
	☐  N/A

	Knowledge improvement scores (pre/post surveys)
	☐  Yes
	☐  No
	☐  N/A
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