
Fraternal Order of Eagles 

Charity Foundation  

1623 Gateway Circle S 

    Grove City, OH 43123 

General Grant Request Form 

Choose ONE Fund listed below: 

 ______ Alzheimer’s & Neurological Fund ______ Golden Age Fund   ______ Kidney Fund 

 ______ Cancer Fund ______ Heart Fund       ______ Muscular Dystrophy Fund 

 ______ Children’s Fund    ___ C.P.R ($1,000)   ______ Parkinson’s Fund 

 ______ Diabetes Fund  ___ Drug Awareness  ______ Spinal Cord Injury Fund 
(matched up to $500) 

 Grant Type: □ State/Prov Funded       □ Earmarked □ Turn-Around* (DOES NOT REQUIRE STATE/PROV APPROVAL)

□ Research □ Educational Materials □ Equipment/Supplies

Proof of Exemption:   FEIN OR   Canadian Registration ________________  

Department/Site: _______________________________________   State/Provincial Funds Requested $_____________________ 

Address: ____________________________________________________________ City: ______________________________  

State/Prov. _____________ Zip: ________________ Contact: ___________________________ Phone: _____________________ 

Email address for organization’s contact: _______________________________________________________________________   

Check Payable to: _________________________________________________________________________________________   

Submitted by:  □Aerie   □Auxiliary   □Joint Club Name: _______________________________________   # _________ 

Presentation Date (checks must be cashed within 90 days of issue date): ___________________________________________ 

*Local Secretary: ______________________________________ Date: ____/_____/________

*Local President: ______________________________________ Date: ____/_____/________

State/Prov. _______             Date Approved by State/Provincial Board: ____/_____/________ 

State/Provincial Secretary: ______________________________ Date: ____/_____/________ 

State/Provincial President: ______________________________ Date: ____/_____/________ 

BOGT 

Approval 

Request # 

Amt provided 

by local 

AE/AX 
(if included) 

Amt approved 

by State/Prov 

AE 

(if approved) 

Total Grant 

Amount 

$__________ 

$__________ 

$__________ 

□ Grant Form Completed in Full

□ Grant Form Signed and Dated

□ Verification Per Capita is Paid

□ Contribution Enclosed

□ Proof of Exemption – 501(c)(3) IRS Determination

Letter or statement of government exemption or
Canadian Charitable Registration number

□ Project resumé on recipient’s letterhead detailing use

of funds within grant guidelines and affirming no

administrative use of funds

S
u

b
m

is
si

o
n

 

C
h

ec
k

li
st

: 

         



 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 

 

 
 
 
 

 
 
 
 
 
 

 
 
 
 
 
 

 
 
 

 
 
 

 
 

 

Alternatives Incorporated is requesting funding to support 

specialized programming for children of domestic violence survivors. 

Funding will directly support the daily operations of our emergency 

housing program for domestic violence survivors and their children. It 

will also support ancillary services to assist children in recovering from 

the trauma they have experience as a result of the violence in their 

home. All funds will be used to directly support families and no funds 

will be used for administrative purposes. 

 

A wide array of services is available for children enrolled in our 

residential programs. Individualized case management is at the 

heart of it all. Staff meet with the parent and the child to discuss any 

physical, mental, behavioral, emotional, and/or academic, needs. 

A plan of action is established to address each identified need. Staff 

walk beside the family and check-in regularly to provide 

information, referrals, and resources to ensure the child’s needs are 

met. 

 

Alternatives Incorporated provides additional children’s programs to 

address educational needs, enhance self-esteem, and develop 

healthy relationship skills. Specific groups are held for children in the 

residential programs to teach healthy coping mechanisms, to use 

art to express their feelings, discuss the elements of healthy 

relationships, and develop essential life skills. Staff will meet with 

children individually to provide tutoring or additional educational 

activities to help children reduce any learning gaps experienced as 

a result of their chaotic home life prior to entering our program. 

 

Children’s staff provide resources and referrals to connect survivors 

and their children with additional services throughout the 

community to address any other needs and overcome barriers. Staff 

will advocate for the family where need. For example, staff will call 

and arrange transportation to the school or origin for children 

residing in our emergency housing program. This ensures their 

education is not interrupted while in our program. 

 

Alternatives Incorporated will continue striving to improve our 

services to best meet the needs of survivors and their children.  
 

 

 
  

Alternatives Incorporated 

strives to eradicate domestic  

and sexual violence through 

education, prevention, and 

intervention in Central Indiana. 

 
Equal Opportunity/ 

Affirmative Action Employer 
 

 

Main Office 

P.O. Box 1302 

Anderson, IN 46015 

 

Office: 765-643-0218 

Fax: 765-643-0291 

Crisis: 765-643-0200 

 

 

Satellite Offices: 

 

Elwood 

765-552-4721 

 

Hancock County 
317-462-8777 

 

Tipton County 
765-675-1409 

 

TOLL FREE CRISIS 

866-593-9999 

www.alternativesdv.org 
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