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	FY 19 Capital Funding Request


Agency Name:       
Capital Project Request:                                           
Amount Requested:      



Total Project Cost:      
	
	
	
	

	
	
	
	


Organizational Information

Address, City, State Zip:       
Telephone:                              
Fax:      


         
Email: 
Executive Director:      





Telephone:       
Name/Title of Contact Person:      
Contact Telephone:      



Contact Email:      
Total Organizational Budget for the current year $     
	
	
	
	


Primary Service category of the program for which you are seeking funding:
 FORMCHECKBOX 
  Developmental Disabilities       FORMCHECKBOX 
  Outreach

 FORMCHECKBOX 
  Other 


 FORMCHECKBOX 
  Mental Health

            FORMCHECKBOX 
  Intervention
      Please Specify:      
 FORMCHECKBOX 
  Community Education

 FORMCHECKBOX 
  Prevention
	
	
	
	


List other private and public funding sources for this particular request

Funding sources – to date



Amount
              Date Received/Anticipated date
	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	
	
	


A. Capital Project Information
1. Please summarize the purpose of your request

     

2. What need does this capital project fulfill for your agency or program?
     
3. When the project is completed, what impacts will it on the quality of your program(s) and how it will directly benefit your clients?
     
4. How will this capital project help you meet the goals of your organization?

     
5. How many Hanover Township residents does your agency currently serve?  How many total clients? (If this funding is for a specific program, please use program data as opposed to agency wide data) 
     
	
	
	
	


Required Attachments – Please attach a project budget 
1.  Project Budget – documentation of total cost of capital project attached to the application
�





Hanover Township Mental Health Board
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