
Montelores Cancer Care Assistance Grant 

Individual Montelores Cancer Care Assistance Grants are provided by the Southwest Memorial Hospital 

Foundation for residents in Montezuma and Dolores County diagnosed with cancer. When awarded, grants are 

limited to a one-time $1000 grant and are intended to assist patients and families with transportation, living 

expenses, travel and related needs during treatment. Please mail your completed application in confidence to: 

Please submit your application to PO Box 1585, Cortez, CO 81321. 

Assistance Grant Application Date: _____________________________ 

Name: _______________________________________Relationship to patient: ________________________ 

Address: ________________________________________________________________________________ 

Home phone: ______________________________Cell phone: _____________________________________  

E-mail: ___________________________________Alternate contact: ________________________________

Medical Condition: _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

Patient’s Physician (s): ______________________________________________________________________ 

Need for assistance (describe): ________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

Other information: __________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Applicant signature: _________________________________________________________________________ 

Physician verification:  

Name: ______________________________Signature: ____________________________Date: ___________ 

Staff Use Only 

Receipts submitted: _________________________________________________________________________ 
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