
 

 
 
 

Every year, families with food allergies are faced with purchasing new epinephrine auto-
injectors to keep on hand in case of an emergency.  This cost is often not covered by 
insurance companies and can be a financial burden, especially when multiple members 
of one family have a food allergy.   
 
Wyatts’s Teal Team, a non-profit organization focused on educating and assisting 
families affected by food allergies, would like to offer the opportunity to offset these 
costs with our Epinephrine Auto-Injector reimbursement program.  Our team is 
dedicated to making sure that each family is prepared for an emergency and that 
everyone has the opportunity to have an epinephrine auto-injector with them at all 
times. 
 
With the help of many generous donors supporting Wyatt’s Teal Team’s mission, we 
would like to offer you the opportunity to be reimbursed for your epinephrine auto-
injectors (up to $100 per child). 
 
Here’s how: 

1)  Fill out separate application for each child 
2)  Application must be turned in  with receipt(s) of purchased epinephrine auto-

injectors 
3)  Wyatt’s Teal Team  will then review all applications and send you a 

reimbursement check for the amount determined by the board members. 
 



Epinephrine Auto-Injector Financial Assistance Application 
  
Child’s Name___________________________Date of Birth__________________ 
 
Address___________________________________________________________ 
 
Child’s Allergies_____________________________________________________ 
 
__________________________________________________________________ 
 
Name of person filling out application (This will be who check is written to) 
 
_________________________________________________________________ 
 
Phone Number__________________ Email______________________________ 
 
—------------------------------------------------------------------------------------------------------------ 
 
Physician Name________________________ Phone Number________________ 
 
Address___________________________________________________________ 
 
—------------------------------------------------------------------------------------------------------------- 
 
Health Insurance Company____________________________________________ 
 
Do you have Prescription Coverage? (yes or no)____________________________ 
 
Pharmacy______________________________ Phone_______________________ 
 
Address____________________________________________________________ 
 
—-------------------------------------------------------------------------------------------------------------- 
 
Please attach proof of payment (copy of receipt) and mail application to: 
Wyatt’s Teal Team 
5285 Bismark Rd 
Monroeville, Oh  44847 
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