
 
 

 

APPLICATION FOR ASSISTANCE  

Date ________________________  

Applicant’s Name________________________________Phone_____________________ 

Address:___________________________City_________________________Age______Sex_____ 

If no phone, please give a name & phone number where a message can be left:   

________________________________________________________________________________ 

 

 Employer_____________________________City_________________Phone_________________ 

 

If unemployed, last date of employment ____________________________ 

  

Marital status: Married _____Single _____ Divorced _____ Widowed  

 

Who referred you to the organization Name and phone? _____________ 

 

If applicant is a minor, parent’s or legal guardian’s 
name(s)_____________________________________________________________________ 

 

Address___________________________City__________________Phone________________ 

 
Father’s Employer______________________________________Work Phone_______________ 
 
Mother’s Employer ____________________________________Work Phone_______________ 
 

What are the circumstances that you are requesting assistance for? (please describe in detail)   

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

(attach a separate sheet if necessary)  

 

 

 



Urgency of need and specific support being requested.  

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

 

 
Has applicant received assistance from other organizations, yes or no? 
  

If so When?______________________________ Where?_______________________________  

Type of assistance?______________________________________________________________  

Applicant’s insurance co. (or parent’s if minor)_______________________ Phone___________  

May we contact your insurance company? Yes _____No _____How much of the estimated cost will 

your insurance company cover?__________ Is applicant eligible for Medicaid or Medicare?_______  

 

I, the applicant (or parent), understand that I may be interviewed by telephone, or in person, if 

additional  information or if clarification of this application is needed. I have answered all questions to the 

best of my  ability.  

________________________________________ _______________________________________ 
Applicant’s signature                                               Parent or guardian signature  

Date: ______________________  

Thank you for contacting the organization. Our best wishes to you.  
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