
Organization:     Department: 

__________________________________________________________________ 

Address:     City:   State:  Zip: 

__________________________________________________________________ 

Contact Person/Principal Investigator 

__________________________________________________________________ 

Phone:    Fax:    Email: 

__________________________________________________________________ 

Project Title: 

__________________________________________________________________ 

Summary of Project (limit to 400 characters): 

 

 

 

 

 

 

__________________________________________________________________ 

Project Time Line: 

Start Date:      End Date: 

__________________________________________________________________ 

Total MCLF Amount Requested       Total Cost of Project 

$_________________________       $__________________________ 

Amount 

Requested 

Date 

Requested 

Amount 

Approved/Received 

List Other Organizations 

Solicited for this Project 

 

 

 

 

 

 

 

 

___________________________________________  __________________________________________ 

Signature,  Department Chair/Chief    Date Signed 

 

 

___________________________________________ 

Print Name, Department Chair/Chief 

GRANT APPLICATION FORM 

LSU and Tulane Medical Schools 

Medical Center of Louisiana Foundation 
2000 Canal Street 

New Orleans, LA  70112 
Phone: 504-702-3113   Email:  stacy.gerholdmarvin@lcmchealth.org 


