Autism Foundation of Ingham County
1275 N. Williamston Rd.
Williamston, MI  48895
(517) 655-1895
cell (517) 896-3292
fax (517) 655-8465


Grant Application

Name
_______________________________________________________________________________________

Address______________________________________________________________________________________

Phone Number (s): Home_____________________________
Cell____________________________________

Child(ren) with an autism spectrum disorder &
age_______________________________________________
_____________________________________________________________________________________________

Other child(ren) name & ages
__________________________________________________________________
_____________________________________________________________________________________________

Place of
employment____________________________________________________________________________

Annual household income_______________ *include copy of most current income
tax return*

Therapies the child(ren) are in, where they receive it, and if insurance
covers it
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________

Amount of money personally spent on therapies monthly
________________________________

Grant requesting :
Respite______


Doctors Appointment ______

Equipment ______

Therapy evaluation ______
Therapy appointment ______

Conference______

Amount of grant request _______________

please include a copy of a quoted price for any appointments, copy of page
from equipment catalog, or copy of conference flyer*
Return by Mail:




OR

Return by Fax:
Autism Foundation of Ingham CounTy 



(517) 655-8465
1275 North Williamston Road

Williamston, MI 48895
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