Application for Assistance

Name:  _______________________________________Date:_____________   

Address: _______________________________________________________ 

City: ___________________________State: _______ Zip:  ______________

Telephone:  __________________ Age:  ____   DOB: ____________ SS#: __________________

Contact Person:  ______________________  Contact Person Phone Number: _______________

Brief Description of Assistance Request:  ____________________________________________________________________________________________________________________________________________________________

	Please send in receipts for assistance request purchases.

If the assistance request is for medical supplies or equipment please let us know if you have insurance or Medicaid.

Do you have insurance:  _________         Medicaid: ________

I hereby state that the above information is correct and that there are no other sources of funding for the expenses for which I am requesting assistance.

Date: _______________        Signature:  ___________________________


Return application to:		Montana Youth Diabetes Alliance
				P O Box 104
				Columbia Falls, MT  59912



******************************************************************************
					OFFICE USE ONLY
Approved: __________________________________    Denied: _____________________________________
Comments: _______________________________________________________________________________
Check #:  ________________________ Check Amount:  _______________________ Date: _______________	 			
						
Montana Youth Diabetes Alliance

