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Living Journeys Annual Financial Grant Application 
Living Journeys provides essential support, resources, and community connection to 

 individuals and families impacted by cancer in Gunnison County. 

Please fill out this form once every 12 months for a more comprehensive application. 

Application Instructions and Process: 

This form can be completed on your computer and emailed to admin@livingjourneys.org or 
printed and mailed to: PO Box 2024, Crested Butte, CO 81224. If you do not have access to a 
printer, please contact us and we can provide a paper copy via mail or in-person. 

Applications are reviewed four times a year by the Financial Grants Committee. Application 
deadlines are February 15th, May 15th, August 15th, and November 15th. Award amounts are 
dispersed early the following month. 

Applicants may request up to $5,000 in financial assistance each quarter. 

In order to complete this application, you will need to include the following: 
• A copy of your photo ID – if you have not already sent one
• Your most recent 1040 tax form – if new since last application
• Medical Verification Form filled out by a health care professional

APPLICATIONS MUST BE COMPLETE FOR CONSIDERATION. 
Please contact Living Journeys at 970-349-2777 or email admin@livingjourneys.org with any 

questions and we can help you complete the application. 

mailto:admin@livingjourneys.org
mailto:info@livingjourneys.org
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PERSONAL INFORMATION 
Applicant Legal Full Name: 

Grant Request Amount: $ 

Applicant Date of Birth: Today’s Date: 

Mailing Address: 

City: State: Zip Code: 
Physical Address: 
(if different than mailing address) 
City: State: Zip Code: 

Cell Phone: Home Phone: 

Email: 

Emergency Contact Name: 

Relationship: Emergency Contact Phone: 

HOUSEHOLD INFORMATION 
 Please list everyone currently living in your household and dependents not currently living in 
 your home INCLUDING YOURSELF (include partner, children, relatives, or others). 

Name: Age: Gender: Relationship: Dependent? 

Currently 
living in 

your 
home? 

Does this 
household 

member have 
income? If so, 

how much? 
Self: 
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EMPLOYEMENT AND INSURANCE 
Applicant Employer: 

Applicant Occupation: 
Spouse Employer: 
(if applicable) 
Spouse Occupation: 
(if applicable) 
Health Insurance Provider: 

Deductible: Out-of-pocket Maximum: 

FINANCIAL INFORMAITON 
Estimated household monthly income? (before taxes) $__________ 

Income source(s): ☐ Employment ☐ Social Security ☐ Retirement ☐ Other: ___________________ 

Estimated household monthly expenses: 
Living arrangement: 
☐ Mortgage: $ ☐ Rent: $ ☐ Living with family/friends      ☐ Own home outright
Medical: $ Utilities: $ Groceries: $ Insurance: $ 

Loans/Debt: $ Gas/Car Maintenance: $ Childcare: $ Phone: $ 
Other (please specify): 

If your income is less than your expenses, please explain how you are meeting your needs: 

What are your total cash assets? 
This includes checking and saving accounts. 

$
What are your total non-cash assets? 
This includes home equity, retirement savings, business assets, etc. 

$
Do you have unpaid medical bills that you cannot pay? Is yes, how much? 

Are you at risk of losing your home or any other major asset? If yes, please explain. 

Have you applied to other agencies for assistance? Is yes, please list. 
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How is cancer currently affecting your life? 
Please use this space to clarify how your life is currently being impacted by your cancer diagnosis. This can include more 
information about your treatment, your current financial situation, or anything else you think our Grants Committee should 
be aware of while reviewing your application. 

Please explain how you will utilize your requested financial assistance grant. Please be specific and 
list in order of priority: 

Please complete this checklist before you sign and submit this application: 

¨ I answered all the questions in this application to the best of my ability
¨ I am including a copy of my photo ID (if you have not already sent one)
¨ I am including my most recent 1040 tax form (if new since last application)
¨ I am including a Medical Verification Form

OR 
¨ My medical provider is sending a Medical Verification Form

I certify that the information provided in this application is true and accurate to the best of my knowledge. I authorize Living Journeys 
to obtain from the individuals, businesses, organizations, agencies, or entities listed in this application whatever information is 
necessary about my case that might be helpful for assessing my application. I understand that knowingly providing false, misleading, 
or incomplete information may result in termination of support from Living Journeys and may subject me to legal action. I release 
Living Journeys of all liabilities or claims arising out of the donation of money or services provided to me or my family. 

Applicant Signature: (your typed name serves as your signature) Date: 
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