Upledger Foundation for CranioSacral and Integrative Therapies
11911 U.S. Highway One  .  Suite 201  .  North Palm Beach, Florida 33408  .  Tel 561-624-3888  .  Fax 561-622-6848   
FINANCIAL ASSISTANCE PROGRAM

PATIENT GRANT APPLICATION

The Upledger Foundation provides financial assistance for those who need but cannot afford integrative therapy, including CranioSacral Therapy, osteopathic manipulation and sensory integration.  We know how important your health and wellness are and hope that we have the opportunity to assist you.  Please keep in mind that the application process is very competitive and funds are limited.  Awards are made according to financial and medical needs and available funds.

In order to expedite your request, please complete and return the enclosed:  1) Ability-To-Pay Determination Form; 2) Applicant Certification and 3) Application fee of $25.00 USD, along with the following documentation:  
______4.   Copies of your two (2) most recently filed federal income tax returns and W2 forms.

______5.   A letter stating: a) what you hope to gain by participating in our program; b) a description of your current health and functional needs; and c) the amount of financial support you are seeking.

______6.   A referral letter from your attending physician that: a) summarizes your medical and health condition; and b) lists any medical or safety precautions.

______7.   A referral letter from your CranioSacral therapist that: a) lists the number of treatment sessions you have received and the time period during which these sessions occurred, e.g., 1/1/05–5/5/06; b) describes the initial findings and evaluation results observed at the initial session of each treatment; and c) describes your overall response to the treatments and why you are a qualified candidate for an intensive program or individual sessions.
______8.   A personal reference from a non-relative verifying your condition and financial need.

______9.   Proof of denial for coverage if your insurance provider does not assist with the cost.

______10.  Any other data or information that you feel would assist us in evaluating the extent of    
      your financial and medical needs.

All materials must be received in order for your application to be processed.  Upon receipt, the review committee will verify your information, determine whether or not you are a candidate for an award, and if qualified, the amount of assistance available for a grant.  Awards are based on financial and medical needs and available funds.

Please make check payable 



Applications may be sent by U.S. mail,
and send your application to:



Federal Express or United Parcel Service
The Upledger Foundation



Certified mail will not be accepted
Financial Assistance Program 


.
11911 U.S. Highway One - Suite 201

North Palm Beach, FL 33408

UPLEDGER FOUNDATION FOR CRANIOSACRAL AND INTEGRATIVE THERAPIES
PATIENT GRANT APPLICATION
ABILITY-TO-PAY DETERMINATION FORM
Date_____________________________

Patient’s Name






  Date of Birth_________________
Person completing application








         

Address











         

City






State




Zip
         

Telephone





Email____________________________________
ASSETS 





LIABILITIES & NET WORTH

	Cash (checking, savings, etc.)
	$
	Notes Payable to Banks
	$

	US Government Securities
	$
	Notes Payable to Others
	$

	Stocks & Bonds (From No. 3)
	$
	Loans Against Life Insurance
	$

	Life Insurance/Cash Value (From No. 2)
	$
	Mortgages Payable on Real Estate
	$

	Real Estate – (From No. 4)
	$
	Credit Cards
	$

	Automobile _________________

Automobile _________________
	$

$
	Interest Payable
	$

	Other Assets (Itemize)
	$
	Other Taxes & Assessments Payable
	$

	
	
	Other Liabilities
	$

	
	
	
	

	
	
	
	

	
	
	Total Liabilities
	$

	
	
	
	

	Total Assets 
	$
	 Net Worth (Assets minus Liabilities)
	$


SOURCE OF INCOME



PERSONAL INFORMATION

	Annual salary
	$
	Business 

	Bonus & Commission
	$
	Occupation

	Dividends
	$
	Age

	Real Estate Income
	$
	Partner or Officer in any other venture? YES  NO

	Other Income
	$
	Number of Dependents

	Total Annual Income
	$
	Marital Status


Have you ever filed for bankruptcy or are you a defendant or plaintiff in any legal action?  Explain.

Do you have any contingent liabilities as co-signer, on leases or contracts, or Federal Income Tax Liability?  Explain.

No. 1  Banking Relations

Bank Name & Location/Type of Account 

       Cash Balance-Amount of Loan-Maturity Date

	
	
	
	

	
	
	
	

	
	
	
	


No. 2  Life Insurance

Policy Owner     Beneficiary          Insurance Co.        Face Value  Surrender Value  Total Policy Loans

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


No. 3  Stocks and Bonds
#of Shares        Description of Security     Registered in Name of    Original Cost  Present Market value

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


No. 4  Real Estate












        Original Cost/

Description(house,condo,etc.)Title in Name of      Mortgages/Liens       Payment Amount  Current Value 
	 
	
	
	
	

	
	
	
	
	


What type, if any, medical coverage do you have? (i.e., health insurance, workman’s compensation, pending legal litigation)

Have you spoken with your insurance provider about coverage for CranioSacral Therapy?__________

Provider response____________________________________________________________________
What type of commitment would you be willing to make to the Foundation regarding fundraising assistance, volunteer work, etc.?

May we share your story with current and prospective donors?
Would you be able to attend a program on short notice, 1-2 weeks?  ___ YES    ___ NO

When are you available for therapy?  Please list dates__________________________​​_____________

__________________________________________________________________________________

__________________________________________________________________________________

No. 5   Net Income Work Sheet

Gross Income

_____________

- Annual Expenses
_____________

= Net Income

_____________
Annual Expenses


Rent





__________________


Utilities




__________________


Automobile




__________________


Groceries




__________________


Health insurance



__________________


Auto insurance



__________________


Life insurance




__________________

Medical care




__________________


Clothing




__________________


School supplies and fees


__________________


Charity





__________________


Extra activities (movies, vacations, etc.)
__________________


Miscellaneous incidentals


__________________







TOTAL
__________________

UPLEDGER FOUNDATION
FOR CRANIOSACRAL AND INTEGRATIVE THERAPIES
FINANCIAL ASSISTANCE PROGRAM

PATIENT GRANT APPLICATION

APPLICANT CERTIFCATION

I certify that all the information on this application or any supporting documents is complete and accurate to the best of my knowledge.  I understand that any falsification, misrepresentation or omission of any information may result in disqualification from consideration for financial assistance.

I authorize The Upledger foundation or its agents to confirm all statements contained in this application as it relates to the patient scholarship application and financial assistance program, and to the extent permitted by federal, state, or local law.  I agree to complete any requisite authorization forms for the background investigation.

I authorize and consent to, without reservation, any party or agency contacted by The Upledger Foundation to furnish the above-mentioned information.  I hereby release, discharge and hold harmless, to the extent permitted by federal, state, and local law, any party delivering information to The Upledger Foundation or its duly authorized representative pursuant to this authorization from any liability, clams, charges, or causes of action which I may have as a result of the delivery or disclosure of the above requested information.  I hereby release from liability the Company and its representative for seeking such information and all other persons, corporations, or organizations furnishing such information.

Applicant Signature_________________________________________ Date____________________
UF Patient Grant Application Jan07.doc

