Family Relief Fund

Family Information Form

Child’s Name________________________________________ Male____ Female____

Date of Birth_________________________ Social Security #______________________

Address_________________________________________________________________

Phone #_________________________________________________________________

Mother’s Name_____________________________ Social Security #________________

Date of Birth______________________  Place of employment_____________________

Address_______________________________________Phone #___________________

Income_______________per(hr)(wk)(mo)(yr)

Father’s Name_____________________________ Social Security #_________________

Date of Birth______________________Place of employment______________________

Address________________________________________Phone #__________________

Income_______________per(hr)(wk)(mo)(yr)

Names and ages of Siblings_________________________________________________

                                            _________________________________________________


                                _________________________________________________

                                            _________________________________________________

Child’s Diagnosis_________________________________________________________

Hospital Name___________________________________________________________

Address_________________________________________________________________

Phone Number___________________________________________________________

Doctor’s Name___________________________________________________________

Parent’s Signature______________________________________Date______________

Please send copies of pay stubs from employment, utility bill for proof of address,  Medicaid card, and of any medical papers from doctor to help you to get approval.

