
Wellness and Leadership Request for Payment and Grant Report   

Members will be asked to submit a Request for Payment and Grant Report 

within three months of the project being complete at mspei.org through an 

online submission form. 

 

Request for Payment  

 

Total Eligible Costs of Initiative: ______________  

HST: _________________ 

Total Payment Request (Total Eligible Costs of Initiative Less HST) ______________________ 

Initiative Completion Date: ________________ 

 

Upload all invoices, receipts and proof of payment.  

 

Choose Payment Method: 

 Direct Deposit (Please provide complete banking information – Branch, Account, Inst #)  

 Cheque (Please provide full name and mailing address) 

 

Grant Report  

 

1. Was the initiative completed the same as what was described in the grant application? 

Yes/No  

2.  If not, how did the completed initiative vary from what was described in the grant 

application?   

3. Did the project include trainers, consultants, service providers or other external sources of 

support? Yes / No 

 

4. Did the project will address (check all that apply): 

 An individual factor affecting a physician’s health (such as the ability to find meaning in 

work, control and flexibility, work-life integration, social support and community at work)  

 A systemic factor affecting physician health (such as culture and value, diversity and 

inclusion, workload and job demands, efficiency and resources) 

 

5. Did the project enhance (check all that apply): 

 Wellbeing 

 Engagement  

 Leadership 

 Connection 

 

6. Did the project enhance (check all that apply):  

 Personal fulfillment  

 Professional fulfillment  



 Quality of patient care 

 

7. Approximately how many physicians did the project impact:  

 1-3 

 3-10 

 10-25  

 25-50  

 50 -100  

 100 +  

 

Please comment about how your project enhanced the wellbeing, engagement, leadership or 

connection of physicians on PEI and/or contributed to personal and professional fulfillment or 

quality of patient care?  

 

Applicant Name: 

Applicant Email Address:  

 

I confirm that all the information provided this this Request for Payment and Grant Report is 

true and accurate to the best of my knowledge.   Yes / No  

 

 


