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Please complete this application form and return it to:
The JIMMY Foundation Inc.
P.O. Box 477, Purdys, New York  10578
Phone & Fax (914) 619-5576
	
	[bookmark: Text1]Today’s date:      

	Child’s INFORMATION

	Child’s last name:                                                                       First:                                                                               Middle:
[bookmark: Text3][bookmark: Text4]                                                                                                                   

	Is this your legal name?
	If not, what is your legal name?
	Nickname:
	Birth date:
	Age:
	Sex:

	|_| Yes
	|_|No
	[bookmark: Text5]     
	[bookmark: Text6]                 
	[bookmark: Text7]     
	     
	|_|M
	|_|F

	Street address:
[bookmark: Text9]                   
	Home phone  no.:

	
	[bookmark: Text10]                         

	P.O. box:
                      
	City:
[bookmark: Text11]            
	State:
     
	ZIP Code:
[bookmark: Text13]              

	Referred by:        

[bookmark: Text14]                  
[bookmark: Check5][bookmark: Check6]Can the JIMMY Foundation Contact this person, if needed?        |_| Yes      |_|No                                                                                                                                                                                                                                         
	  Phone No:            
[bookmark: Text15]                                                                                                                                                        

	Child’s Current Diagnosis and Treatment:
     


	[bookmark: Text17]Treatment Facility:      
[bookmark: Check7]
|_|Child is currently residing at this facility
	Date of Admission:
     

	[bookmark: Text20]Current Needs of Family (i.e. food, gas cards, bill payment, etc.):       

	|_|This is an urgent situation

	Parent/guardian information

	Parent(s)/Guardian Name:                                                       Relationship to Child:

[bookmark: Text22]                                           
	Home phone  No.
[bookmark: Text23]               

	Address (if different):
     
	Cell phone No.

     

	Occupation:
	Employer:
	Employer address:
	Employer phone No.

     

	     
	     
	     
	

	                 
	[bookmark: Check9][bookmark: Check10]Is this patient covered by insurance?      |_|Yes     |_|No

	[bookmark: Text30]Are there any other circumstances either relevant to your child’s medical condition or to the family’s situation that you would like us to take into consideration?        



	I/we attest that the information provided above is true, complete and free from errors or misrepresentations.


	Patient/Guardian signature__________________________________________
	
	Date__________________________
	




	Reviewed by:                                                                                     Date:

	Case Number: 
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Help Us, Help Kids!
We help seriously ill and terminally ill children
and their families in many ways.




