Rural Health Seed Grant Application
Who?                                                            
Investing Member Status: ( Organizational ( Corporate (applicant must be rural)
Member Name   



Contact Person for this Request *   



* If this name is not the usual contact person listed for this membership, they must be aware of and approve this request.  

Address _________________________________________________________________________

City​​​​​​_____________________________ZipCode__________________County_______________________

Phone  _____________________________


FAX _____________________________

For what purpose?
How will these funds be used?  Is this a new project or activity for your organization or community?

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

How much?
How much are you requesting and exactly what will the Seed Grant funds be used for?

_______________________________________________________________________________

_______________________________________________________________________________

What is the total estimated cost of your project and where will those funds come from? _______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

Why?
Who will benefit and how?

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

When?
What is your timeframe? (Grant funds are held for three months after Board approval) _______________________________________________________________________________

_______________________________________________________________________________

Where to send this? 

Send this form to the Colorado Rural Health Center, 225 East 16th Ave, Ste 1050, Denver, CO  80203 

or FAX it to (303) 832-7496.

INTERNAL USE ONLY 

#: ___________________ MembershipStatus: ______RuralCounty: ______Date Received: _____________________Date Reviewed by Board: _________________Results: _____________________________________________________________________________________________________

Notification Sent: _____________Invoice Received: ____________TYReceived: ____________DateCheckMailed: ____________

CheckNumber: ____________DBUpdated: ____________
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