GRANT APPLICATION

Name: DOB:
Address:

City: State: Zip Code:
Phone Number: Email Address:

Marital Status: M S D W Number of dependants: Date of ALS diagnosis:
Contact Person: Relationship: Phone number:

(Person we can speak to on your behalf, if needed.)

Doctor’s name: Hospital/Clinic Affiliation:

Approximate financial request: $

A brief description of your current family/financial situation, how ALS is affecting your life and how you intend to use the funds provided by
this grant (if necessary, please continue on an additional piece of paper and attach to application):

Please send the completed application and the letter of diagnosis from your doctor to: KSK Foundation, 10 Lincoln Street, Garden City, NY 11530



