


Cherished HOPQ@ Nominationn Forim

Facility Information: (Basic Care W Assisted Living DNursing Facility
Facility Name: Phone:
Contact Person: Email:

Address: City/Zip:

Name of Resident/Tenant (optional):
Please be sure to obtain the permission of the resident/tenant and/or family members before submitting photos or using the resident’s name. The
NDLTCA Cherished Hopes Program provides the financial means to make wishes become a reality. Your facility will be responsible for completing the
wish and providing staff to accompany residents/tenants if needed.

Cherished Hope: Please explain the resident/tentant wish.

4 )
\. J
Brief background/history of the resident/tenant and how it relates to the Cherished Hope:

4 )
\. J

€ Financial Estimate of the Cherished Hope: §$

€ Are you aware of any local resources that could potentially assist financially or otherwise with this

Cherished Hope request?  [yes (No

4 Submit this form to: 1900 N. 11th Street, Bismarck, ND 58501

If you have questions, please feel free to contact Bev Herman or Pam Cook at 701-222-0660.



