CENTRAL MONTANA MEDICAL CENTER

Medical Center Foundation

Grant Request
Date of Request:
  



 

Organization/Dept.:  

Requestor Name:      
Address: 

      

Phone:                            
Cell:
       


E-Mail: 

Project/Item:

Entire Cost of Project: 

$
Amount of Funds Requesting: 
$



Briefly explain proposed project: (use 2nd page if necessary)
How will the proposed project benefit Central Montana Medical Center and Central Montana communities?
Sources of Income: What other person(s)/organization(s) will assist in obtaining proceeds needed for this project?  
The information provided to the Central Montana Medical Center herein is true and accurate.
Organization/Dept.: Signature:


   Print Name: 


Title: 
ACTION TAKEN:  
[Completed by CMMC Governing Board/CEO Administrator]
Granted (   Denied (
Amount Granted $________________

Contributions From:  CMMC Memorial Funds (   or   MCF Funds (  (specify fund: ______)
CEO/Administrator Signature: ________________________________  Date: _____________

(Grant Requests are considered by CMMC CEO/Administrator or CMMC Governing Board.)
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Return Form to: Ann Tuss, Medical Center Foundation, 408 Wendell Ave, Lewistown, MT 59457
POLICY# ADM.014
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