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SCHOLARSHIP APPLICATION

Who may apply?

A family applying for this scholarship must:

· Currently live in the state of Georgia
· Demonstrate the need for funds due to lack of insurance, lack of insurance coverage, lack of other funding sources

· Be applying for a child under the age of 21

· Not have received a scholarship from Kiddos’ Clubhouse Foundation within the past two (2) years

What is the amount of the scholarship?

The scholarships to be awarded will provide up to $2,500 for payment of therapeutic services or equipment payable directly to the clinic where your child has received the services, licensed therapist or business or the equipment vending company that supplies the equipment.  
What is the process?

· Download the application, please print it out, fill it out and sign it.  

· Applications will NOT be considered in the order in which they are received.  All applications will be considered at the same time.

· All applications must be postmarked by the end of the quarter you are submitting (March, 31st, June 30th, September 30th or December 31st)
· Completed applications may be mailed to:

Kiddos’ Clubhouse Foundation

ATTN:  Scholarship Application Team

11539 Park Woods Circle, Suite 502

Alpharetta, GA  30005

· Please allow 60 days past deadline date for processing, review and decision

· All applicants will be notified in writing of the status of their application within 60 days past the deadline date
· All scholarship monies must be utilized for purposes stated within one year from notification date.
· Families must be back in contact with a representative of Kiddos’ Clubhouse Foundation within 2 weeks of notification of scholarship (notifications will occur via phone call, email and/or regular mail).
Guidelines
· The monies may NOT be used to pay insurance premiums or medical bills.  
· All invoices for therapy services provided or therapy equipment must be submitted to Kiddos’ Clubhouse Foundation.  Funds may not be used for previous outstanding balances and must be for services past scholarship award date.

· Applications will only be accepted by mail.  Applications that are sent via email or fax will not be considered.

· Applications that are incomplete or received without all required documentation will not be considered.
Kiddos' Clubhouse Foundation makes every effort to remain objective during the process for determining the recipient of the scholarships; therefore the first two pages of this document which contain all personal identification information will be removed and the application will receive a number code. Throughout the rest of the determination process the application will be referred to only by the number code. It is essential for purposes of objectivity and confidentiality that in filling out the remainder of this application names or other identifying information be left out. This refers to all sections, including the therapists and doctor sections and their names.
HIPAA NOTICE:  The United States Congress has enacted the Health Insurance Portability and Accountability Act (HIPAA), which took effect April 14th, 2003.  HIPAA was designed to protect patient’s medical records and other health information provided to health plans, doctors, hospitals and other health care providers.  We are required by applicable federal and state law to maintain the privacy of your medical information.  



Scholarship Publicity Release

Permission to Photograph/Use of Photograph

I give my consent for representatives of Kiddos’ Clubhouse Foundation, Inc. to use my child’s name and/or picture for the purposes of community awareness, community acknowledgement and raising funds.

I give my consent for Kiddos’ Clubhouse Foundation, Inc. to contact television, radio and newspaper media to do stories about my child’s scholarship for the purpose of increasing public awareness of their programs, goals and fundraising needs.

I understand that my willingness to allow my child’s name and picture to be used for publicity may help to facilitate funds for children to follow.  However, my refusal to participate in Kiddos’ Clubhouse Foundation’s publicity campaign will not determine whether Kiddos’ Clubhouse Foundation, Inc. decides to approve or disapprove this scholarship request.

I understand that this publicity agreement in no way affects my child’s right to participate in the publicity campaign for any other organization.

The undersigned, aware that videos and photographs may be taken during fulfillment of the scholarship by the parents/guardians or by representatives of Kiddos’ Clubhouse Foundation, Inc. or by news stations and press, individual and on behalf of the family members listed below, consents to be photographed and filmed without compensation.  Photographs may be used for new articles, press releases, newsletters and/or on the website of Kiddos’ Clubhouse Foundation, Inc.
Please check one:

· I DO give my permission

· I do NOT give my permission

Applicant’s Name (Please Print): _______________________________________________________________

Printed Name of Parent/Guardian: _____________________________________________________________

Signature of Parent/Guardian: _________________________________________________________________
Date: ______________________________________________________



APPLICATION CHECKLIST

Please ensure that all of the following items are attached and directions are followed.

PLEASE NOTE:  Applications that are missing information and/or include your child’s name in the last two pages will not be considered in the process.

( No use of your child’s name in the last TWO PAGES of the application
( Application completed, signed and postmarked by the end of quarter you are applying (March, 31st, June 30th, September 30th or December 31st)
( Previous year’s tax returns (Please note: only the tax return of the selected recipient of the scholarship will be viewed to verify all presented information is correct.  All other tax returns are not viewed and are subsequently shredded)
( If you are requesting equipment, please include equipment description, model numbers and pricing.
If you require any assistance filling this out or have any questions, 

please call 678.527.3224 x111



SCHOLARSHIP APPLICATION

	CHILD/Applicant Information

	Last Name:
	
	First:
	
	M.I.:
	
	Date of Birth:
	

	Street Address:
	
	Apartment/Unit #:
	

	City:
	
	State:
	
	ZIP:
	

	Phone:
	
	County:
	

	Child’s Diagnosis:
	
	School Attending:
	

	Therapy services Child receives in school: (including Frequency)

	( Occupational Therapy
	( Physical Therapy
	( Speech Therapy

	Frequency: __________________________
	Frequency: __________________________
	Frequency: __________________________

	FAMILY

	Father’s Name:
	
	Date of Birth:
	

	( Check if address is same as above (if so, you do not have to fill out – if it is different, please complete)

	Street Address:
	
	Apartment/Unit #:
	

	City:
	
	State:
	
	ZIP:
	

	Phone:
	
	County:
	

	Email Address (PLEASE PRINT CLEARLY):
	

	Employer:
	
	Telephone:
	

	Employer Address:
	

	College:
	
	From:
	
	To:
	

	Did you graduate?
	(  YES   
	(  NO 
	Degree:
	

	Mother’s Name:
	
	Date of Birth:
	

	( Check if address is same as above (if so, you do not have to fill out – if it is different, please complete)

	Street Address:
	
	Apartment/Unit #:
	

	City:
	
	State:
	
	ZIP:
	

	Phone:
	
	County:
	

	Email Address (PLEASE PRINT CLEARLY):
	

	Employer:
	
	Telephone:
	

	Employer Address:
	

	College:
	
	From:
	
	To:
	

	Did you graduate?
	(  YES   
	(  NO 
	Degree:
	


	siblings

	Name:
	
	Age:
	
	School Attending:
	

	Does this child receive therapy?
	( Yes Frequency:_____________________________  ( No

	Name:
	
	Age:
	
	School Attending:
	

	Does this child receive therapy?
	( Yes Frequency:_____________________________  ( No

	Name:
	
	Age:
	
	School Attending:
	

	Does this child receive therapy?
	( Yes Frequency:_____________________________  ( No

	INSURANCE

	Carrier Name:
	
	Phone:
	

	Mailing Address:
	

	City:
	
	State/Zip:
	

	Employee’s Name:
	
	Insured’s DOB:
	

	ID#:
	
	Group#:
	

	Employer/Group Name:
	

	Medicaid

	Does your child have Medicaid
	(  Yes
	(  No
	If yes, plan type
	( Katie Beckett
	( CMO
	( SSI
	( Other ______________________

	Plan ID#: _________________________________________
	Have you ever applied for Medicaid and been denied?
	(  Yes
	(  No

	Reason for denial:

	

	THERAPY

	Facility where child is currently receiving therapy:
	

	How long has your child been receiving therapy at this facility?
	

	Address:
	

	City:
	
	State/Zip:
	

	County:
	
	
	

	Owner’s/Manager’s Name:
	
	Telephone:
	

	Where has your child received therapy in the past?
	

	When making the decision, Kiddos’ Clubhouse Foundation will be working hard to keep all applications objective.  These first sheet will

	be removed at the beginning of the process and each application will be designated a number.  This process will be completed by a

	designated member of the Board of Directors to assure anonymity.  

	All information from this point forward should NOT include your child’s name or any identifying information.

	In the section for a therapist or doctor to fill out, again, please do not have that person sign their name or use your child’s name.

	Disclaimer and Signature

	I certify that my answers are true and complete to the best of my knowledge.  If this application leads to a scholarship, I understand that false or misleading information in my application may result in my forfeiture of the funding.

	How did you hear about Kiddos’ Clubhouse Foundation?:

	Signature:
	
	Date:
	

	SOCIAL INFORMATION

	Who does child live with?
	(
	Biological Parents                                          
	(
	Grandparents
	(
	Adoptive Parents                         
	(
	Foster Parents

	Who else lives in home?
	

	On a day-to-day basis, who is child’s primary caregiver? (DO NOT list primary doctor)
	

	Combined sources of income – Please note:  previous year’s irs return must be attached

	Income type

	Are either of the child’s parents currently employed?
	(  Both employed
	(  1 employed, 1 unemployed
	(  Both unemployed

	What was your COMBINED ANNUAL household income last year?
	$
	

	If any, what bonuses and/or commission did you earn last year?
	$
	

	Do you receive alimony or child support?  
	(  Yes
	(  No

	If so, how much do you receive annually?
	$
	

	Do you have any other sources of income?  
	(  Yes
	(  No

	If so, how much do you receive annually?
	$
	

	Is there any additional information you would like to provide regarding your financial situation?
	

	

	

	

	

	

	financial information

	How much is in your checking account?
	$
	

	How much is in your savings account?
	$
	

	Do you rent or own the place where you live?
	(  Rent
	(  Own

	If you own your home, how much equity do you have in your home?
	$
	

	What is the current value of your home?
	$
	

	Do you own any additional real estate?
	(  Yes
	(  No

	If so, what is the value of additional real estate holdings?
	$
	

	Do you own a vehicle(s)?
	(  Yes
	(  No

	What is the value of your vehicle(s)?
	$
	

	Do you have retirement savings?  
	(  Yes
	(  No

	If so, how much?
	$
	

	Do you have non-retirement investments?  
	(  Yes
	(  No

	If so, how much?
	$
	

	liabilities

	What is your MONTHLY rent/mortgage payment?
	$
	

	How much money do you spend for childcare each month?
	$
	

	How much are your combined monthly utilities (gas, electric, phone, cable, water/sewage)?
	$
	

	What are your family’s out of pocket monthly medical bills (co-pays, medications)? NOT THERAPY COSTS
	$
	

	What is your monthly car payment?
	$
	

	How much money do you spend monthly on gas and car repair?
	$
	

	How much money do you pay for insurance (medical, home, vehicle) each month?
	$
	

	Any other consistent monthly expenses?
	$
	

	SERVICES CURRENTLY RECEIVING
	FREQUENCY/WEEK
	YOUR OUT OF POCKET COST/SESSION
	DOES INSURANCE COVER THIS SERVICE?
	DOES MEDICAID COVER THIS SERVICE?

	Occupational Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Physical Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Speech Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Group Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Aquatic Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Music Therapy
	
	$
	( YES     ( NO
	( YES     ( NO

	Hippotherapy
	
	$
	( YES     ( NO
	( YES     ( NO

	ABA
	
	$
	( YES     ( NO
	( YES     ( NO

	OTHER:______________
	
	$
	( YES     ( NO
	( YES     ( NO

	If your child is NOT currently receiving therapy, please explain why:
	

	

	

	

	

	

	

	

	

	

	

	

	

	Please note:  do not use any names of your child (use he/she or ‘this child’) or therapist’s name in this section

	If you are requesting equipment, PLEASE include description of equipment with model numbers and pricing.

	For a treating therapist or doctor to fill out .
	Name/Title of person filling this out:
	_________________________________

	What is the child’s current functional status?
	

	

	

	

	

	

	How would this child benefit from receiving this scholarship?
	

	

	

	

	

	

	

	For a parent to fill out:

	Medical History:
	

	

	

	

	

	

	

	What will you do with the scholarship money? Please be as specific as possible and if you are listing multiple requests, please prioritize.

	

	

	

	

	

	

	

	How will this help your child?
	

	

	

	

	

	

	

	

	All information included in this application is confidential and for use only during consideration for Kiddos’ Clubhouse Foundation scholarship process.  Please keep a copy for your records.

	Please note:  do not use any names of your child (use he/she or ‘this child’) or therapist’s name in this section

	Other pertinent information about your child and how this scholarship would benefit them:

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	All information included in this application is confidential and for use only during consideration for Kiddos’ Clubhouse Foundation scholarship process.  Please keep a copy for your records.


11539 Park Woods Circle, Suite 502 – Alpharetta, GA  30005

www.kiddosclubhousefoundation.org


