UNITED CEREBRAL PALSY OF MINNESOTA

Attention:  Bellows Fund
1821 University Avenue West, Suite N180

St Paul, MN  55104

651-646-7588 or 1-877-528-5678

Fax: (651) 646-3045

info@ucpmn.org
SPECIFIC ASSISTANCE - APPLICATION FORM

=====================================================================

Date of Application:          / 
    /     
    


Applicant Name: 





Date of Birth:


Age: 



Address: 












City: 





   State                   Zip                        County 

                          
Telephone #: 




    Email 





                     
Diagnosis:












Employer: 






 Position: 




Contact Name: 






  Relationship: _______________________

Contact Address: 












City/County: 





  Telephone #: 






Description of equipment: ________________________________________________________________________

_____________________________________________________________________________________________

Intended use:  ____Home     ____School
____Work
____Outside
____Other (specify) ____________

__________________________________________________________________________________________________________________________________________________________________________________________

Provide detailed information about how this equipment will increase the independence and improve the quality of life for the applicant: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

 Home/work modification (specify) 










 Other (specify) 











Preferred Vendor: 





 Contact: 




Vendor Address: 







 Phone: 





City 







State                        Zip




Medical Professional (Doctor, etc.) Name:  __________________________________________________________

Address: 












City/County: 





  Telephone #: 





Financial Information
Total GROSS ANNUAL FAMILY income:



$ 




(provide copies of  w-2 forms, or a pay stub or 1040 or 1040A form

or other proof of source of income)

Total Dependents: 

 x 1,500

Less






(Include ALL members of your household)

Total Adjusted Annual Family Income:



$




Total Amount of Item:  $






Total Amount of UCPMN request: 


 Total Unmet Need:  $



Other Funding:
(  None

( Insurance: $


   ( Individual: $




If the price of the equipment exceeds the $500 grant allocation, how will the balance of the equipment be funded? Please describe: _____________________________________________________________________________________________

Other sources of funding: (specify source and amount):





    $






    $


Type of Insurance:
Private:




( Medicaid
( Medicare


( Children's Special Health Care

( CHIP

( SSI

( SSDAC


( SSDI

(  None

( Other:





Other information you would like UCPMN to consider when reviewing your application:

I certify that I am a legally authorized signer of this application and understand that UCPMN will assist in the purchase of assistive technology related to the needs of people with cerebral palsy and similar physical disabilities.  I further certify that I understand there is no medical direction expressed or implied through this assistance by UCPMN, its staff, volunteers or representatives.  I acknowledge that I will own the assistive technology purchased and that I am responsible for the maintenance and upkeep of the equipment.

I authorize UCPMN to use my picture and/or my story for promotional purposes
Signature: 




 Date: 



(Please submit, with your application, ALL documentation listed below)
1.
For ALL requests




Completed and signed application form




Proof of income (copy of pay stub, SSI determination letter, tax return)




Picture of person requesting assistance.




Written quotation/estimate from vendor (including labor and related costs)

(Please note: UCPMN is a tax exempt organization.  A Certificate of Exemption will be provided to the vendor.)

______
Written proof of funding from other sources 

(if equipment is over $500.00) 

_______
Verification of disability
2.
For communication devices




Written documentation of need 




Proof of denial or partial payment by other sources

3.
For property modifications




Dimensional installation drawings; specifications (including materials)




Waiver by owner, if rental property


