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Charitable Grant Request Form Instructions

Thank you for your interest in American Medical System, Inc’s Giving’ Charitable Grant Program. Our Charitable Grant mission is:

To improve global pelvic health disease state education and awareness; to broaden access to care for valuable pelvic health treatments; global disaster relief with a health care focus; and empowering our employees to give back to our community.

Charitable Grants will be reviewed quarterly.

Below is a checklist of all of the required documentation that needs to be completed and submitted in order to be considered for a Charitable Grant request.

 FORMCHECKBOX 
  501(c)3 tax exemption letter


 FORMCHECKBOX 
  Completed and Signed AMS Giving Charitable Grant Request Form 

If you are approved for a non-cash charitable contribution (i.e. AMS products, etc.) you will also be required to fill out and sign IRS Form 8283 section B Part IV and mail it back to AMS. This tax form is needed by AMS and it will be mailed to you along with the product if your grant is approved.

We look forward to reviewing your application.






AMS Giving Committee

Please fill out the following request form completely. 

Requestor Information

Today’s Date:

     
Organization Name: 
     
Contact Name:  
     
Address: 

     
Telephone: 

     
Email: 

   
     
Website: 

     
Tax-Exempt ID:
     
A Tax-Exemption Letter must be submitted with Request form. 

Program Date:


     
Preferred Funding Date:  
     
What is being requested?


 FORMCHECKBOX 
  Products (If yes, number and type of products)      

 FORMCHECKBOX 
  Funding (If yes, amount requested)      

 FORMCHECKBOX 
  Non-monetary items of value (If yes, please describe below)



     
Purpose for which Charitable Grant is sought:


 FORMCHECKBOX 
  Patient education and/or patient advocacy


 FORMCHECKBOX 
  Patient access/indigent care


 FORMCHECKBOX 
  Global disaster relief with a health care focus

 FORMCHECKBOX 
  Other (Please describe):      
Organization Description (you may submit additional relevant documentation):

     
Organization Mission/Goals:

     
Program Description that the charitable contribution would support:

     
Charitable Organization Agreement: 

All of the following statements must be agreed to and met to receive a Charitable Grant from AMS. By signing below, you agree to the following:

· You are a 501(c)3 organization;

· You will submit an IRS tax exemption letter to AMS;

· Your use of the donated funds and/or property will only be related to the purpose or function that gives you your tax exempt status;

     _________________________        ___________________________         _________

     Signature


               Organization (Print)


      Date

Additional signature required below for charitable contribution including a Non-Cash Request (i.e. donated product, etc.) All of the following statements must also be agreed to and met to receive a Charitable Grant from AMS. By signing below, you agree to the following:

· You cannot exchange donated property for money, other property or services;

· You will complete and sign IRS Form 8283 Part IV when the non-cash contrition is received;

· You are requesting the amount of product that is in alignment with the estimated number of patients that will be treated only for the above listed program;

· You will return any AMS product that is not used during and for the above program to AMS promptly;

· You confirm that the patients receiving the treatment are indigent and but for this charitable contribution they would not otherwise receive treatment.

     _________________________        ___________________________         _________

     Signature


   
   Organization (Print)


      Date

Complete and submit along with any requested supporting documentation via email to: GrantRequest@ammd.com

Please note that the completion of an Application Form does not represent a contractual agreement, nor does it guarantee that a Charitable Grant will follow.

 Please do not write below this line – for internal use only _______________________________________________________________________

	Outcome of Internal Review: 
 FORMCHECKBOX 
 Approved  FORMCHECKBOX 
 Declined
	Outcome of Internal Review: 
 FORMCHECKBOX 
 Approved  FORMCHECKBOX 
 Declined 

	Signature: ________________________
	Signature: ________________________

	Director of Health Care Affairs


	Senior Vice President and General Counsel 
(if necessary)



	Date: _____________________________
	Date: _____________________________
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