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Application for Assistance 
 

Affected child’s name:_____________________________________ DOB:______________ 
 
Diagnosis:___________________________________  Please attach letter from child’s doctor. 
 
Parents Names:________________________________________________________________ 
 
Any other children in family?   
Name:          Age: 
________________________________________________  __________________ 
 
________________________________________________  __________________ 
 
________________________________________________  __________________ 
 
________________________________________________  __________________ 
 
Address:_____________________________________________________________________ 
 
Phone Number:   (     )       -   Email:__________________________________ 
 
Are both parents working? ______  Where?  _______________________ Hours/week:________ 
 
Please explain financial situation on another sheet. 
 
 
Types of assistance requested: 
 
Baby care items (please specify): __________________________________________________ 
 
Baby formula/food/nutrition (please specify): __________________________________________ 
 
Medical supplies (please specify): __________________________________________________ 
 
Pay a bill (list bills needing paid): ___________________________________________________ 
 
Other (please specify): ___________________________________________________________ 


