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In The Light Fund: Application for Financial Assistance
General Information:

Name of person applying: ______________________________________

Name of family to receive assistance (please include all last names used): _________________________________
Contact Information:

Primary Address: ___________________________ City: __________________ State: ____ Zip: _________

Email address: _________________________________ Phone: (___) ____-______ Cell: (___) ____-_____

Currant residence (such as a hospital, hospice, rehab, if different from above address):
Street: ___________________________________ City: __________________ State: ____ Zip: _________

Citizenship:

Is every member of the family a US citizens? 

Yes 
No

If no, what is your Alien Registration #? _________________________

Marital Status:

What is marital status of the parent(s)? 

Married 
Divorced
Remarried
Single

What are the date(s)? (Month/Year) ___/___  

Schooling:

Which members of the family are currently enrolled in school and where? ___________________________

_______________________________________________________________________________________

Have the recent or past illnesses affected the schooling of any member(s) of the family?          Yes            No


If yes, explain: ___________________________________________________________________       

______________________________________________________________________________________________________________________________________________________________________________

Insurance:

Does each member of the family have health insurance?

Yes
No

If yes, which company, who is the primary insured, and type of plan? _________________________


_________________________________________________________________________________


If no, why? _______________________________________________________________________

Does any member of the family receive Medicaid?

Yes 
No


If yes, will they cover all homecare expenses? 
Yes 
No 

If you receive spend down, what is your monthly spend down amount? $________________

Is the family receiving any type of financial or other assistance:          Yes          No


If yes, explain: _____________________________________________________________________

_________________________________________________________________________________ 

Family Information:

What is the number of people in the child’s primary household? ______________


Explain (siblings, parents, step family): _________________________________________________


​​​​​​​​​​​​​​​​​​_________________________________________________________________________________

List each family member (including yourself), health status, and DOB: 

Name and health: __________________________________________________ Birth Date: ___/___/___


Name and health: __________________________________________________ Birth Date: ___/___/___

Name and health: __________________________________________________ Birth Date: ___/___/___

Name and health: __________________________________________________ Birth Date: ___/___/___

Name and health: __________________________________________________ Birth Date: ___/___/___

Name and health: __________________________________________________ Birth Date: ___/___/___


(Please attach a completed list if needed)

Illness Information:

For each family member who is battling any illness, please provide the following information: **Please attach one of the following for each ill family member: hospital issues medical bill, insurance issued medical bill, pharmacy receipt or bill for prescriptions. Email paige@inthelightfund.org with questions. 

Name and diagnosis(es): ____________________________________________________________

When was he/she diagnosed? (month/year) ___/___
 Age: ______

Have the doctor(s) made any conclusions? 
Yes
No



If yes, list and explain: ______________________________________________________________



_________________________________________________________________________________

Is the family member waiting for any transplants?
Yes 
No



If yes, list: ________________________________________________________________________

Name and diagnosis(es): ____________________________________________________________

When was he/she diagnosed? (Month/year) ___/___
 Age: ______

Have the doctor(s) made any conclusions? 
Yes
No



If yes, list and explain: ______________________________________________________________



_________________________________________________________________________________

Is the family member waiting for any transplants?
Yes 
No



If yes, list: ________________________________________________________________________


(Please attach a completed list if needed)

Employment:

Are the parent(s) of the family employed?
Both
One 
Neither

Who are the employer(s)? __________________________________________________________________________
Have the recent or past illnesses affected the employment of any member(s) of the family?       Yes            No


If yes, explain: ____________________________________________________________________________       

_______________________________________________________________________________________________
_______________________________________________________________________________________________
Personal information:

Please list and explain what the family needs at this time (e.g. money for medical bills, grocery cards, medical equipment, etc.)? __________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Please attach a completed separate sheet if needed)

Please use this space to explain anything else you would like to mention of the family’s situation or needs. _______________________________________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Please attach a completed separate sheet if needed)

Statement of Truth:

I understand that this form will be reviewed by the In The Light Fund board members. I understand that if my financial status or family member(s) health changes I will notify an In The Light representative. I understand that if any of the above information is false, it can and will disqualify my application. I certify that the information provided is true and correct.

_________________________       _________________________
        
_______________________

Signature


         Print Name



Date


For official use only

Date received: ___________________
Information Missing   ⁪ 

Missing:________________________________________________________________________________

Phone Interview  ⁪   Initials: ________

Welcome Packet Sent  ⁪    Initials: _________
Completed   ⁪

Representative: _________________________________
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