Physicians’ Aid Association of the Delaware Valley
Contact – Susan Winters-Griste, LMFC - 484-686-4915
Client Application

The Physicians’ Aid Association of the Delaware Valley is committed to providing aid to needy physicians or their families or both.  

(Please type or print clearly)









Date__________________________

Name_______________________MD – DO    Social Security #______________DOB_______
Address_______________________________________________________________________

City, State, Zip_________________________________________________________________

Telephone Number___________________________Cell Phone__________________________

Email______________________________________________Fax________________________

Employer______________________________________________________________________

References – please provide two

(1) Name________________________Contact #_____________Relationship________________

    (please print and sign name)
(2) Name________________________Contact #_____________Relationship________________

    (please print and sign name)
Spouse’s Name & DOB___________________________________________________________

Children Name(s) & DOB__________________________________________________________
Every consideration will be given to the needs of the applicant.  Completion of this application should not be presumed to be a guarantee that aid would be provided.  Assistance is provided upon review of the information presented and upon the decision of The Benevolence Committee of the Physicians’ Aid of Association of the Delaware Valley.

Signature of applicant________________________________________Date________________
                                     (please sign and print clearly)
Signature of spouse (if applicable)______________________________Date________________

Financial Disclosure

To enable the Benevolence Committee to effectively evaluate the needs of our applicants, it is necessary that we receive current information on the financial status of the applicant, and/or his/her spouse, and/or his/her child(ren).    We are unable to provide any consideration without complete financial disclosure.  Client must provide an annual financial update prior to December 1.
Kindly provide the following:

1) A copy of your most recent pay stub and that of your spouse (if applicable)
2) A copy of your most recent joint IRS tax return if married filing separately, a copy of your spouses IRS tax return

3) Kindly list all monthly expenses:

a. Mortgage $________________________________
b. Rent $____________________________________
c. Food $____________________________________

d. Medications $______________Outstanding Medical Bills $_________________
e. Special needs______________________________________________________

f. Fuel $______________________________

g. Electric $__________________________________
h. Telephone $________________________________

i. Cable TV $________________Satellite $_________

j. Car Payment $_____________________Monthly gas expense $_____________
k. Car Insurance $___________________ (monthly, quarterly, semi-annual, annual)

l. Health Insurance $___________________________

m. School tuition children $______________________Spouse $________________

n. Homeowner’s Insurance $__________________________

o. Miscellaneous expenses $___________________________ (please specify)

p. Real Estate, mutual funds, annuities $_________________________________________
  4)
Savings/Cash Accounts $_______________________(please list individual and joint accounts)

  5)      Stocks and/or Bonds $______________________

You are asked to list any additional expenses not covered above.  You are also required to list any and all sources of income over and above you/your spouse’s salary.  If any of the information provided is either incomplete or fraudulent, the stipend will immediately cease and all funds provided will be required to be immediately repaid.
Should you require additional space to describe your particular situation, please feel free to use a separate sheet.  
How did you become aware of the Physicians’ Aid Association of the Delaware Valley?

____________________________________________________________________________________

(Please make sure to answer all questions.  Thank you.)

