Revised April, 2011

Grant Application for Autism Society of Northeast Wisconsin

1. Full Name ______________________________________________________________________________ Date _______________________________



Last



First

MI

2. Address ______________________________________________________________________________________________________________________



Street Address






Apt #


_________________________________________________________________________________________________________________________________


City



State


Zip


County
3. Phone (______)__________________________________ Email Address _____________________________________________________________

4. Child/Applicant Name _____________________________________________  Diagnosis _____________________________________________

5. Childs Age ___________________________________
Amount Requested $________________________________________________________

6. What is this request for? ____________________________________________________________________________________________________
7. How did you hear about our grant program?  _____________________________________________________________________________
8. Have you received an ASNEW grant before? _____________________________________

9. Are you a member of ASNEW? __________________________________________

10. Have you volunteered for an ASNEW event or attended a meeting? ____________________________________________________

11. Include all supporting documentation with application: 1. Most current tax information including adjustable gross income (1040).  2.  Charge estimate for your request.  Mail to:  ASNEW Grant Foundation, ASNEW 836 Memory Ave, Green Bay, WI 54301.
Please provide a brief description of the child, family situation and why you are requesting this grant (use back if needed).

Provider/Vendor Information

Please note provider cannot be changed once grant has been submitted.

Name ______________________________________________________________________________ Email ____________________________________________________

Treatment/Item _________________________________________________________________________________ Phone ____________________________________

Address _______________________________________________________________________________________________________________________________________

City _______________________________________________________________ State ________________________________ Zip _________________________________
If this application leads to a grant, I understand that false or misleading information in my application may result in losing my grant.  I also understand that the funds I receive may be less that I applied for.

If your grant is approved, you can begin using the funds by contacting your provider. All funds will be sent directly to that provider.  Funds are never given directly to applicants.  Funds are nontransferable, and can ONLY be used for providers listed on application.  If you are unable to use the funds, checks must be sent back to ASNEW, and will be used for another child.  

ASNEW reserves the right to approve or deny any applications based on decisions by the board of directors.  I understand that submitting this application is no guarantee I will receive a grant.  Some of the reasons your grant may be denied include: lack of funds, incomplete information on your application (applications must be completed in full along with all supporting information), applying outside of the grant acceptance periods, or you did not fit the criteria for a grant at this time.

I certify that I understand the terms of this grant, and that my answers are true and complete to the best of my knowledge.
Signature:_____________________________________________Printed Name:____________________________________________

