
 

 

Rev.  6/21, 4/25 

 

The Hope Foundation of Jo Daviess County 
APPLICATION FOR GRANT 

(See Request for Grant Guidelines Attached) 

PLEASE PRINT LEGIBLY 

 

1. BENEFICIARY OF REQUEST 

Name:  __________________________________________  Birthdate: _____________              

 Address:_________________________________City:______________Zip__________ 

 Telephone: ____________________________Email: ____________________________ 

2. INDIVIDUAL OR AGENCY MAKING REQUEST 

 Name: __________________________________________________________________ 

 Address:_________________________________City:_______________Zip__________ 

 Telephone: ____________________________ Email: ____________________________ 

 

a. If Agency, Internal Revenue Service Classification: ________________________ 

 b. If Agency, Individual Contact Name: ___________________________________ 

 c. If Agency, provide a brief description of the Agency’s purpose. 

 

3: Please provide a description of the beneficiary’s disability and attach any supporting documentation. 

 

 

 

4.   Provide a description of the need, project or service for which funds are being sought. (If additional space 

is needed, attach a typewritten or legibly printed sheet.)  

 

 

 
a. Describe how the receipt of funds for such need/project will impact your health and/or well-being. 

 

 

 
b. Identify the time parameters for the funding.  If immediate need funding is requested, explain why.   

 

 

 

5.   Has this individual or agency previously received a grant from the HOPE Foundation?  If so, when?   

 

 

6. What is the total cost of the need, project or service?  Break cost into appropriate segments (equipment, 

housing, clothing, etc.  Use a separate sheet if necessary.) 

 

7. What is the amount being requested? (See grant guidelines.) 
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8.   If individual request:   

a. What is your average monthly income? 

b. What are your average monthly expenses? 

 

9. Indicate any other available sources of funding for this need/project. 

 

10. If the total amount requested is not received, where will remaining funds be obtained? 

 

11. Describe plans for future funding, if necessary. 

 
12.        How did you hear about the HOPE Foundation? (Mark all that apply.) 

 

 ☐ Newspaper.    ☐ Website.   ☐ Friend/Relative.    ☐ Doctor/Agency.   ☐ Other (explain)      

 

DATE OF APPLICATION: ______________________________________________________ 

APPLICANT’S NAME: _________________________________________________________ 

APPLICANT’S SIGNATURE: ____________________________________________________ 

 

SUBMIT ONE  COPY OF THIS APPLICATION AND SUPPORTING DOCUMENTS TO: 

Chair, Grant/Gifting Committee 

The Hope Foundation of Jo Daviess County 

PO Box 262 

Galena IL 61036-0262 

hope@HopeFoundationJDC.org 

  

 

 

 

 

 

 

 

 

The HOPE FOUNDATION OF JO DAVIESS COUNTY does not discriminate on the basis of race, color, 

religion, gender, gender expression, age, national origin, disability, marital status, sexual orientation, or military 

status, in any of its activities or operations. The information given above is strictly for the use of the HOPE 

FOUNDATION and will not be shared with any other organization or agency. 

 

GRANT FOLLOW-UP REQUIREMENT 
 

If this grant is approved, we will follow up with you in approximately 90 days  

for feedback on how these funds were helpful to you. 


