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Application for Financial Assistance
Note: After submitting this application, income and debt statement verification may also be requested
[bookmark: _GoBack](most recent paystubs, etc.).
* Required 

 Personal Information


*Date: ______________

*Applicant’s Name: _____________________________     _____________________________                                                   
			(First)					      (Last)

*Applicant’s Birthday: ______________________	*Gender of Applicant: Male/Female
			(MM/DD/YY)

*Address: ____________________________________________________________


*City/State/Zip: _______________________________________________________


*Email: ______________________________   * Phone Number: ___________________________


*Spouse’s Name: _____________________________     _____________________________                                                   
		      (First)				           (Last)

*Spouse’s Birthday: ______________________
			(MM/DD/YY)

*Other household members (i.e., children)
   Name:				   	    Sex:        Relationship:	        Age:         DOB:

  __________________________________  _____  __________________  _____  _____________

  __________________________________  _____  __________________  _____  _____________ 

  __________________________________  _____  __________________  _____  _____________ 

  __________________________________  _____  __________________  _____  _____________
 
  __________________________________  _____  __________________  _____  _____________
  __________________________________  _____  __________________  _____  _____________
*Tell us your story: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
*Website/Social Media used to tell your family's story: ______________________________________
 _____________________________________________________________________________________

 Family Situation


*Marital Status?
	Married/Divorced/Separated/Single/Widowed

*Children live with (choose one):
	Mother/Father/Both Parents/Other

*Have any of the financial supporters had to take time off of work as a result of the Applicant’s 
 illness? 	Yes/No
 
*If yes, who? __________________________________________________________________________
 
*How much time? ______________________________________________________________________
 
 
 Illness Type


*What type of illness/cancer does the Applicant have? __________________________________________________________________________________________________________________________________________________________________________
 
*If cancer, what stage is the Applicant in?
 	Stage I 	Stage II	Stage III 	Stage IV	N/A

*What does the Applicant’s treatment entail?
 	Chemotherapy	Radiation	Surgery	Other

*When was the Applicant given a terminal diagnosis and what is the prognosis? __________________________________________________________________________________________________________________________________________________________________________


 Receiving Treatment


*Do you have insurance?  Yes/No

*Are you on Medicaid?  Yes/No

*How many miles round trip do you travel to receive treatment? ______________________________ 

 Income

Please list all forms of income you receive monthly
 
*Annual Household Income: _____________________________________________________________

*Applicant’s Monthly Income: ___________________ *Applicant’s Employer: ____________________ 

*Spouse’s Monthly Income: ____________________ *Spouse’s Employer: ________________________
 
*Child Support: __________________________	*Alimony: ____________________________________

*Social Security: _________________________	*Unemployment: ______________________________

*Welfare: _______________________________	*Other: ______________________________________
 
*Are you receiving financial assistance from any other source (i.e. GoFundMe)? 
	Yes/No

*If yes, from where? _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
*Amount: _____________________________________________________________________________


*Are you currently receiving or plan to receive Long Term or Short Term Disability?
	Yes/No
 
*If yes, what is the approximate amount you plan to receive? __________________________________________________________________________________________________________________________________________________________________________

*Does the Applicant have a life insurance policy?
	Yes/No

*If yes, how much? _____________________________________________________________________





*Please describe below how the illness of the Applicant is creating financial hardship for the family:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 Monthly Financial 
  Obligations

Please list all of your monthly financial obligations.
 
*Mortgage/Rent: ______________________________	*Car Payment(s): _________________________
 
*Credit Card Payment(s): _______________________ 	*Student Loan(s): ________________________
 
*Child Support: _______________________________	*Alimony: _______________________________

*Other Loans and Obligations: ___________________________________________________________
  
*Medical Debt: _____________________________________________________________________________________ 
 
*What are your out of pocket medical costs per year after insurance? __________________________________________________________________________________________________________________________________________________________________________
 
 
 Other Information


*What kind of assistance are you looking for? __________________________________________________________________________________________________________________________________________________________________________
 
*How did you hear about The Paul Moore Foundation? __________________________________________________________________________________________________________________________________________________________________________
 

*Have you been to any of our events? 	Yes/No
 

*Will you give The Paul Moore Foundation permission to share your family’s story and photographs on their website, Instagram, Twitter, Facebook page and/or other media venues, including, but
not limited to the press? 
 	Yes/No


_______________________________________          _________________________________________
*Signature of Applicant					*Signature of Spouse

PLEASE RETURN TO: THE PAUL MOORE FOUNDATION 1656 FARM MEADOW FARMINGTON, UT  84025
 
Medical Information




  The Paul Moore Foundation Applicant: _________________________________________

  Applicant DOB: __________________

  Applicant Signature: ________________________________________________


THIS PART TO BE COMPLETED BY PHYSICIAN ONLY

  Physician’s Name: ___________________________________________________________________

  Physician’s Address: __________________________________________________________________
  
  City/State/Zip: ______________________________________________________________________
 
  Phone Number: (_______)______________________	Fax Number: (______)_____________________


  If patient is under hospice care-

  Hospice Name: ____________________________________ 	Phone: (______)____________________


  Applicants Diagnosis: __________________________________________________________


  Current Life Expectancy in MONTHS: ________________________________________ 


  I certify that I am the treating physician of the Applicant. To the best of my knowledge, my 
  patient has a life expectancy of twelve months or less. I certify that my patient is of sound mind
  and capable to sign legal documents.



  ___________________________________   ____________________________   __________________
  Signature of Physician, NP or PA only		Title					Date


PLEASE RETURN TO:
THE PAUL MOORE FOUNDATION
1656 FARM MEADOW
FARMINGTON, UT  84025

HIPAA FORM
Authorization for Use/Disclosure of Protected Health Information

TO: __________________________________________________________________________
(Physician)

__________________________________________________________________________
(Physician’s Address)

__________________________________________________________________________
(Physician’s Telephone Number)

RE: __________________________________________________________________________
(Patient – Print Name Legibly)

__________________________________________________________________________
(Patient’s Date of Birth)

I authorize the use and disclosure to The Paul Moore Foundation of protected health information about Patient as described below:

Information that may be used/disclosed: All protected health information relating to Physician’s assessments of:
(a) whether Patient is medically eligible for The Paul Moore Foundation services.
(b) In addition, Physician is authorized to fill out, sign and provide to The Paul Moore Foundation, forms that The Paul Moore Foundation may require, including forms relating to Patient’s medical eligibility.

Persons authorized to use/disclose the information: The Physician identified above, as well as his/her authorized representatives.

Persons authorized to receive the information: Employees or other authorized representatives of:
THE PAUL MOORE FOUNDATION – 1656 FARM MEADOW FARMINGTON, UT 84025
(385) 313-0763 (phone) www.thepaulmoorefoundation.org

Purpose for which information will be used/disclosed: To enable The Paul Moore Foundation to obtain:
(a) physician’s assessments regarding whether Patient is medically eligible for The Paul Moore Foundation services
(b) pertinent information relating thereto.

Expiration date/event: This authorization expires once Patient receives a grant from The Paul Moore Foundation or a final determination has been made that Patient is not eligible to receive a grant.

Statements required by HIPAA: In accordance with the Health Insurance Portability and Accountability Act, I acknowledge the following:
(a) I understand that I may revoke this authorization at any time by so notifying Physician in writing, except to the extent that action has already been taken in reliance on the authorization;
(b) I understand that if the person/entity that receives the information described above is not a healthcare provider or health plan covered by federal privacy regulations, such information will no longer be protected by these regulations and could potentially be re-disclosed by the recipient.


____________________________  ________________________________________  _____________________
Patient Name 				Patient Signature 			    	    Date


____________________________  ________________________________________  _____________________
Patient Representative Name 	Patient Representative Signature 		    Date
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