Memorial Health Care System

Application for Community Benefits Funding
*This form must be completed in order for the request to be considered*

	Identifying Information:
	Date of Application: 
	________________

	
	
	

	Name of Agency: ____________________________________
	Phone:
	________________

	Address: ___________________________________________
___________________________________________________
	
	

	Contact Person: ______________________________________
	Phone:
	________________

	
	
	

	
	E-mail address:
	________________

	

	Name of Program for which funds are requested:  ________________________________________________

	
	
	

	How does your request meet Memorial’s criteria for funding? (See attached letter or go to www.memorial.org; click “About Us” then click “Caring for the Community”)

	_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________



	What is the Mission of your organization? ______________________________________________________

	________________________________________________________________________________________
_________________________________________________________________________________________

	Specific Amount of Request:
	_________
	Is this a one time request?
	____
	Ongoing?
	____

	What will this money be used for?  ____________________________________________________________

	

	Who will be served? How many people do you expect will be served in this coming year? ________________

	

	What percentage of your donated funds stay in the community? _____________________________________

	

	Is Memorial Health Care System already supporting your organization in other ways?  If so, how?  _________
_________________________________________________________________________________________

	

	Is your organization a not-for-profit? ___________________________________________________________

	

	What are your specific outcome measures or measures of success for this funded program?  (Memorial requires an annual evaluation to demonstrate effectiveness, success or goal accomplishment.) You may use attachments if necessary. ____________________________________________________________________
_________________________________________________________________________________________



	If this is a sponsorship event:


Are sponsors expected to be present?  ___________________________________________________


Please provide details of the event. ______________________________________________________


_________________________________________________________________________________


_________________________________________________________________________________


% of proceeds that actually benefit the organization? ________________________________________

% of proceeds used for expenses for the event? ____________________________________________

	For internal use only:

	Date request reviewed:
	______________
	Approved:
	_________
	Denied:
	__________

	Comments: _______________________________________________________________________________

_________________________________________________________________________________________




