Friends of Autism, Inc.
Friends of Autism Grant Program

Grant Application

Name:

____________________________________________

Address:
____________________________________________



____________________________________________

County:

____________________________________________

Phone:

____________________________________________


Email:

____________________________________________


Amount Requested:
$______________
NEED:
In your own words, please explain the need for which the grant is sought:

____________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________
PLAN:
Please explain the anticipated uses of the grant funds, including specific goods or services to be purchased, vendor or providers of the goods or services, and the anticipated way in which the grant funds will address the above-referenced need: 
____________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

AUTISM CONNECTION:
Please explain the connection between autism or ASD and the need for which the grant is sought, specifying how the grant will advance the mission of the FOAGP: 
____________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

ADDITIONAL COMMENTS:
Please provide any additional information you believe would assist the grant committee in its decision. 
____________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________

I certify that:  
1. I have read and understand the guidelines of the FOAGP; 
2. the information contained in this application is true and correct to the best of my knowledge;
3. I agree to cooperate with the Board of Directors or its designate regarding this grant application and provide additional information required;
4. the grant guidelines are not contractual and the Board of Directors or its designate has sole discretion over the operation of the FOAGP; 
5. the funds received will be used as outlined in this application and not for any purpose that would jeopardize the 501(c)(3) status of Friends of Autism, Inc.; and 
6. I will provide a written report to the Board of Directors or its designate on the use of the funds received from the FOAGP according to FOAGP requirements.
_________________________________________________
_______________________

Applicant(s)






Date

Friends of Autism, Inc. does not discriminate on the basis of race, color, creed, 

religion, national origin, gender, sexual orientation, or age in the operation of the FOAGP.

Official Use Only


Rec’d 		___________


Complete 	___________


Initial Review 	___________


Final Review 	___________


Decision: 	Grant 	$__________


		Date _______


	Decline 	___________


		Date _______


Report		___________








