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FUND APPLICATION
	Name, Physical Address and Website of Applicant Organization
	

	Name of Applicant Organization’s CEO or Executive Director 
	

	Contact Person’s Name/Position 
	

	Contact Person’s Phone Number/Email
	

	Applicant Organization’s Mission Statement
	

	Name of Program/Project or Activity and Brief Description, including the health risk factors, healthcare access challenges, if any, of the target population(s), and any activities/services to be made available.
	

	Geographic Area of Service – List the rural county(ies) and/or community(ies) to be served.
	

	Amount Being Requested from LORHN: 
	

	Total Project/Program/Activity Cost: 
	

	Project’s Start Date and End Date (or, Date of Activity, if one-time event).
	

	Number of People/Entities (Estimated) to be Served by the Requested Funds.
	

	Funding Type (indicate primary use of funds requested.  If LORHN funds are to be used for a specific service, purchase of supplies or equipment, and/or supplies, please indicate.
	_____ General Program Expenditure

_____ Capital Expenditure 

_____ Other
Primary Use of LORHN Funds:


	Please indicate your type of organization.
	_____ 501(c)(3) Service Organization – Fiscal Agent:  Glades Initiative
_____ City or Town Municipal Department 

_____ Health Department

_____ Community Health Center
_____ Hospital/Regional Medical Center
_____ Networking Entity/Planning Council
_____ Private Healthcare Practitioner

_____ Home Health Care Entity

_____ Faith-based Entity

_____ Other (please explain) _____________________________________

	How do you feel this request aligns with LORHN’s mission to improve access to quality healthcare for rural residents of Glades, Hendry, Martin, Okeechobee, and Palm Beach Counties and stimulate the financial viability of providers and communities within the Network through planning and coordinated utilization of limited health care?
	

	Outcomes:  Describe the benefits and/or changes that will occur in the targeted individuals or groups, communities or organizations, as a result of their participation in your project/program or activity, or as a beneficiary of the requested funds.  NOTE: Outcomes can involve knowledge, skills, attitudes, behavior, performance, status or condition. We are especially interested in positive outcomes related to health, and/or healthcare access/quality. 
	

	Supplemental Information:  Please submit any advertising, brochures, news articles, media, etc. regarding your project/program or activity, if available at this time. (Optional at time of application)
	

	By what date does your organization require/prefer the funding decision/funds?
	


________________________________________________________




__________________________

                    Signature – Representative of Applicant

 


   
                      Date

Please complete and submit this form to Estrella Callwood via email ecallwood@lorhn.org. If you have any questions please feel free to call 1-888-880-8242 ext. 7.
              Or fax to:
561-844-3310

              Or mail to:
Attn: Estrella Callwood

   


Lake Okeechobee Rural Health Network, Inc.

600 Sandtree Drive, Suite 101




Palm Beach Gardens, FL 33403

www.lorhn.org
www.lorhn.org

