< 9 Greene County
@ General Hospital

Greene County General Hospital
1185 North 1000 West
Linton, Indiana 47441

812-847-2281

Application For Sponsorship/
Donation

Name of Organization/Agency:

Physical Address of Organization/Agency:

Street

City State Zip Code

Mailing Address (if different):

Street or Post Office Box

City State Zip Code

Phone Number(s):

Work Home Mobile
Contact Person:

Name Title
Email Address:
Is organization exempt from payment of income tax? Yes No
Is organization deemed a Not for Profit approved by the IRS? Yes No

Employer Identification Number (EIN):

Total amount requesting:

How will Greene County General Hospital, My Clinics and/or TeamOrtho's support,
sponsorship and/or donation be marketed to the community? Example: Facebook
post, banner, announcement, event announcement, special thanks, etc.




State purpose of organization/agency’s request (include amount requested, specify
how funds will be used, emphasize how funds will be used locally, and date project
will be completed, or date item(s) will be purchased). Requests for multiple items/
projects must have amounts of each request itemized.

The information contained in this statement is for the purpose of obtaining funding from
Greene County General Hospital or any department of Greene County General Hospital on
behalf of the undersigned. Each undersigned understands that the information provided
herein is used in deciding to donate or sponsor, and each undersigned represents and
warrants that the information provided is true and complete and that Greene County General
Hospital may consider this statement as continuing to be true and correct until a written
notice of a change is provided. Greene County General Hospital is authorized to make all
inquiries they deem necessary to verify the accuracy of the statements made herein. A
representative from Greene County General Hospital may follow up with questions and/or
clarification(s) before awarding funds.

Applications not filled out in their entirety will not be submitted for consideration.

Name of Organization

Signature of Representative

Date





