
 

Funding Request Form 

 

1)  Organization name, address, phone number and email address 

 _________________________________________________ 

 _________________________________________________ 

 _________________________________________________ 

 _________________________________________________ 

2) Date of request: _______________________________________ 

3) Name and title of person responsible for request 

 _________________________________________________ 

4) Description of organization 

 _________________________________________________ 

 _________________________________________________ 

 _________________________________________________ 

5) How does the request for funds support the programs of the Senior Center 

 _________________________________________________ 

 _________________________________________________ 

 _________________________________________________ 

6) Amount of funds requested (once, monthly, annually, etc.) 

 _________________________________________________ 

Hospital Authority of St. Marys 
P.O. Box 5091 
St. Marys, GA 

https://images.search.yahoo.com/search/images;_ylt=AwrBT_2SIoNZhA0At9xXNyoA;_ylu=X3oDMTEyNWNiaW4yBGNvbG8DYmYxBHBvcwMxBHZ0aWQDQjI5NDRfMQRzZWMDc2M-?p=seal+of+the+city+of+st+marys+georgia&fr=ymyy-t-999&th=115&tw=115&imgurl=http://www.stmarysga.gov/_assets_/img/foo-seal.png&rurl=http://www.stmarysga.gov/&size=24KB&name=city+hall+418+osborne+st+st+marys+ga+31558+912+510+4000+hours+monday+...&oid=1&h=100&w=100&turl=http://ts3.mm.bing.net/th?id=OIP.T3EsV5_CbSeTlRSq_229iABkBk&pid=15.1&rs=1&c=1&qlt=95&w=115&h=115&tt=city+hall+418+osborne+st+st+marys+ga+31558+912+510+4000+hours+monday+...&sigr=10pcp6sob&sigit=130vps511&sigi=11b8bnvtv&sign=128aie5hb&sigt=128aie5hb


7) Estimate of number of St. Marys seniors to be served and describe the 

established method of accountability for funds that will be used 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

 ___________________________________________________ 

8) Duration of Program/Service 

 ___________________________________________________ 

 

Please attach a completed W-2 form if appropriate 

 

 

 

 

 

 

 

 

 

Funding Request Approved/Denied____________________________ 

Date: ____________________________________________________ 

 




