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Partner Group Application Form

 Quest Programs
1. Community Kitchen:

Quest provides a catering and delivery service featuring a variety of meal options including full course meals, soup and sandwiches, bag lunches as well as vegetarian, diabetic and allergy specific alternatives. Our commercial kitchen is equipped to prepare a wide variety of custom meals for your clients for ongoing meal programs or special events. Our kitchen is also available to rent/lease.
*If applying for this type of assistance, please fill out sections 1&2
2.   Bulk food:
Quest provides a wide selection of fresh, frozen, canned, dry and seasonal food products as well as snacks, pop and candy. We provide food for community kitchens, food banks, residence programs and other food programs. A Fresh Sheet of new inventory is sent out weekly to help you with your order. 
*If applying for this type of assistance, please fill out sections 1, 2 & 3

3.   Client Shopping Services
Quest operates a low-cost grocery store where your clients can shop by referral. This gives your clients more control over their own food choices and eliminates the connotations associated with hampers.
*If applying for this type of assistance, please fill out section 1 and 2 
4.    Gift Certificates
Social Service Agencies can purchase food vouchers to distribute to their own clients. Food vouchers can be purchased in different denominators to accommodate your needs. 

*If applying for this type of assistance, please fill out section 1 and 2

Section 1 
1. Which of Quest’s services are you applying for?_______________________________

2.
Is your organization part of an umbrella or parent group?   ( Yes      ( No

3.   If yes, please indicate name and contact:_____________________________________

4. 
Is there a fee for any of your programs/services?   ( Yes      ( No
5. 
If “yes”, please explain:__________________________________________________
6.
Are there any restrictions, guidelines and/or conditions to be met for individuals to receive         assistance (please explain &/or attach policy)?____________________________________

 7.
Is there any evaluation criteria used for assessing the needs of the individuals asking for assistance? 
 
( Yes   ( No

If yes, what type:      ( Interview         ( Home Visit           ( Personal Knowledge

( Other (please describe) ________________________________________________
Section 2 – Organizational Profile

Date:________________

Name of Agency:_____________________________________
Tel:_______________
Address:____________________________________________
Fax:_______________  
Web Page Add.: __________________________Email:-_________________________     
Billing Address (if different from above):_______________________________________
Charitable Registration Number:_____________________________________________

Executive Director:_______________________________________________________
Contact Person for food program:____________________________________________
Description of Services (Please attach brochure and current financial statements):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Days and Types of Activities:




Activity


Time

Number Served

Monday
____________________
_______________
_____________

Tuesday
____________________
_______________
_____________

Wednesday 
____________________
_______________
_____________

Thursday
____________________
_______________
_____________

Friday

____________________
_______________
_____________

Saturday
____________________
_______________
_____________

Sunday

____________________
_______________
_____________

Status:    ( Incorporated Non-Profit   
 (  Unincorporated Private 
 (  Church Sponsored
                    ( Public
 
 ( Other ________________________________

Total number of clients your organization serves________ 
Total number of food clients your organizations serves________
Specific groups served: HIV/AIDS _____ Mental Illness _____ Addictions/Recovery _____

Schools _____ Seniors _____ Daycare _____ Homeless _____ Other (describe) _____________

Other programs (please list)_______________________________________________________

______________________________________________________________________________

Means of Funding:     ( Federal   
     (  Provincial 

(  Municipal/City

( Private Donations  (  Fee for Service    

(  Church

( Other
Food budget for program(s) _________________________
Total food budget (including staff meetings, conferences, Board of Director meetings, events, holiday/seasonal, coffee, sweets, etc.) _________________________

Billing preference: Monthly___(Day___________) Semi-monthly(15th & 30th) ___Weekly _____ 
(not applicable for low-cost grocery store referrals)

If applicable, do you have a vehicle and driver for the pick up of food?  ( Yes      ( No

( if "No," there is a possibility of food delivery.  Please discuss with Customer Service Representative. 
Section 3 – Program Information
1. Type of organization:
( Residential Program      
             ( Meals/Soup Kitchen 


( Transitional/Drop-In Shelter
( Day Program


(  Other _________________________________

2. Segments of the population served:____________________________________
3. How will the food be redistributed? ______________________________________________
4. Frequency of services:   ( Daily   ( Weekly   ( Bi-Weekly   ( Monthly  ( Occasionally   ( Annually 
5. Number of seats/tables__________________ 

6. Number of: Hampers _____  Lunches/bags _____ Bulk/raw food by weight _____  
7. Do you have plates/cups/flatware for your service?    ( Yes      ( No
8. If no, do you wish to be supplied with these items?   ( Yes      ( No
9. Do you have a kitchen facility?   ( Yes      ( No
10.  Do you have a residential kitchen ___ or Commercial kitchen___ (please check the appropriate answer)
11. Do you have storage areas?   ( Yes    ( No     (If yes, approximate size _________________)
12. How long has your program been in existence?_______________
13. Do you share your meal service space with other groups?   ( Yes    ( No
14. If yes, please list the groups and contact information if known. __________________________________
_____________________________                                       _______________________

Signature of Executive Director



                            Date
Note:  As required by Canada Revenue Agency, please include a copy of your most recent, audited, financial statements and any literature about your programs/services.



For Office Use





Approved:		( Yes		( No		Date:____________________
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