Winona Health Foundation Humanitarian Relief Fund Application

The purpose of the Winona Health Foundation Humanitarian Relief Fund is to inspire Winona Health employees to engage in humanitarian relief efforts or other work that improves the health and well-being of individuals living in underserved and vulnerable communities around the world.  The individuals who established this fund recognize that financial constraints might limit an individual’s ability to pursue such work.

Name: ______________________________________________ Work Phone:___________________________

Department: ___________________________________  Position: ____________________________________

Supervisor: ____________________________________  E-mail: _____________________________________

Please provide information on the proposed outreach activity:

Sponsoring

Organization:  _____________________________________ Contact Name:_____________________________

Address: ___________________________________________________________________________________ Email: _______________________________  
Phone: _________________________  

Travel Dates:  _________________________ 
 Have you received funding before? ________  When? _______
Est. Cost: ___________________ (Attach itemized list of personal expenses, and mission budget if available)
Please describe the primary purpose of the trip and a brief overview of the sponsoring organization:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What are your primary volunteer responsibilities: ___________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

I understand, if awarded, I will receive grant funds prior to the volunteer experience and must provide verification of how the funds were used.  I agree to fulfill the requirement to provide a report back to the community and/or  Winona Health employees within three months of my return from my volunteer experience.  

Signature: __________________________________________________   Date: _________________________

Supervisor’s

Signature __________________________________________________    Date:  _________________________
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Date received: _____________ 	Award: $ _________________	Denied








