
Rocky Mountain Medical Foundation 
Grant Application 

Thank you for your interest in applying for funding from Rocky Mountain Medical Foundation (RMMF). 

This application is for eligible organizations whose programs improve the health and well-being of people 
in Montana through proactive and preventative initiatives.

Organization Information

Organization Name:
______________________________________________________________
Mailing Address:
______________________________________________________________

______________________________________________________________
City, State, ZIP:
______________________________________________________________
Phone Number:
______________________________________________________________
Email Address:
______________________________________________________________
Website:
______________________________________________________________
IRS 501(c)(3) Status (Yes/No):
______________________________________________________________
Federal EIN:
______________________________________________________________

Primary Contact

Contact Name:
______________________________________________________________

Title:__________________________________________________________

Phone:
______________________________________________________________
Email:
______________________________________________________________



Program Information

Program Title:
______________________________________________________________
Requested Grant Amount:
______________________________________________________________
Total Program Budget:
______________________________________________________________

Proposed Grant Period (Start–End Dates):
______________________________________________________________

Program Description

Describe the program’s goals, activities, and target population:
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________

Community Need & Impact

Describe the community need and anticipated health outcomes:
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________

Alignment With RMMF Mission

Explain how the program supports proactive health initiatives:
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________

Evaluation & Outcomes

Describe how success will be measured:
______________________________________________________________
______________________________________________________________
______________________________________________________________



Budget Narrative

Explain how grant funds will be used:
______________________________________________________________
______________________________________________________________
______________________________________________________________
______________________________________________________________

Certification

By signing below, the applicant certifies that the information provided is accurate and 
that grant funds will be used solely for charitable purposes in compliance with applicable 
laws.

Authorized Signature:
______________________________________________________________
Printed Name & Title:
______________________________________________________________
Date:
______________________________________________________________


