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GRANT REQUEST APPLICATION

Thank you for contacting the ALS Foundation for Life.

The ALS Foundation for Life is a 501(c)(3) non-profit organization built on volunteers.  The Foundation is committed to creating public awareness, promoting research and education, and raising funds in order to improve quality of life for those suffering from Amyotrophic Lateral Sclerosis.

In addition to creating awareness in the community, our mission is to aid in acquiring financial assistance to those afflicted with ALS for medical equipment and supplies.

To better help us in finding the equipment, supplies or additional financial aid needed, please complete this request in full and include copies of all required documentation requested.

The Foundation is pleased to be able to help those PALS (Patients with ALS) in need of assistance.  If you have any questions regarding the application, please 
e-mail us at info@alsfoundation.org.

Please send completed applications to:

ALS Foundation for Life

P.O. Box 96

Natick, MA  01760
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GRANT REQUEST APPLICATION

The following Grant Request must be completed in full and returned to the ALS Foundation for Life.  All applications must be mailed with required documentation:

-
The applicant must enclose a copy of their most recent tax return.  If the applicant is not required to file a tax return, enclose a letter from the IRS confirming such.  The IRS can be reached at 1-800-829-1040.

- 
The applicant must file for and include a copy of an Explanation of Benefit (EOB).  Applicants can do this through their insurance company.

-
The applicant must provide the estimate obtained from the supplier for the cost of such equipment/supplies.

Each request for assistance requires the Applicant to file a separate Grant Request and submit a copy of its most recent tax return.
PATIENT INFORMATION:

	Name (last, first):

	Phone:                                                                      Today’s Date:

	Street Address:                                                        Apt. #:

	City:                                                                         State, Zip:

	Date of Diagnosis:                                                   Patient’s Age:

	Spouse’s Name:

	Number of Children:                                               Children’s Ages:

	Health Insurance Co.:

	Policy Number:
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GRANT REQUEST APPLICATION
APPLICANT’S INFORMATION:

	Name (last, first):

	Relationship to the Patient:

	Phone:                                                                                   

	Street Address:                                                        Apt. #:

	City:                                                                         State, Zip:


PHYSICIAN’S INFORMATION:

	Name (last, first):

	Hospital or Medical Center:

	Phone:                                                                                   

	Street Address:                                                        Suite #:

	City:                                                                         State, Zip:


ADDITIONAL COMMENTS, NEEDS, QUESTIONS:

	

	

	

	


FINANCIAL INFORMATION:

	Monthly Income
	Total per month

	Patient Income
	$

	Social Security
	$

	Partner/Spouse Income
	$

	Pension
	$

	Short Term Disability
	$

	Long Term Disability
	$

	Veterans Benefits
	$

	Other Income
	$
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GRANT REQUEST APPLICATION
MONTHLY EXPENSES

	Do you rent or own?  (  ) RENT   (  ) OWN
	Total per month

	Rent/Mortgage
	$

	Utilities
	$

	Miscellaneous Bills (please specify):
	

	
	$

	
	$

	
	$

	
	$

	
	$


	Please explain in detail the type of services/equipment you are requesting.  Feel free to attach additional documents.

	

	

	

	

	


	Please explain why you need the requested services/equipment.  A professional referral must be enclosed.
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GRANT REQUEST APPLICATION
	Please explain in detail why health insurance is not a viable option towards acquiring the requested services/equipment.

	

	

	

	

	


	Have you sought financial assistance for the services requested above from any other sources?  Please circle:   YES    NO

	If yes, from whom?

	When was the request made?

	What was the result?

	

	

	

	


	Are there any other relevant circumstances we should be made aware of?
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GRANT REQUEST APPLICATION
Signature of Applicant:  __________________________
Please print name clearly:  ________________________  Today’s Date:  _______
	FOR OFFICE USE ONLY

	Service Requested:
	Approved:  Yes___   No___

	Amount Approved:
	Date:

	Authorized Signature:
	Initials:
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