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CHARITABLE ASSISTANCE POLICY
Warrior Foundation is committed to providing meaningful support to individuals and families facing serious hardship.

Eligibility - Applicants must demonstrate a verifiable medical or financial need, alignment with our mission and be willing to provide documentation.

Evaluation Process - All applications are reviewed based on level of need, urgency, potential impact and credibility of information.

Funding Guidelines
    •    Assistance is typically provided as one-time support
    •    Payments are made directly to service providers when possible
    •    Funds are not guaranteed and depend on availability

Accountability - Recipients may be asked to provide updates on how assistance was used.  Also, recipients may be asked to share their story to help aid the Warrior Foundation in its fundraising efforts.  Sharing may be optional and can be anonymous to protect the child/family privacy.

Non-Discrimination - Warrior Foundation serves applicants regardless of race, gender, religion, or background.

Fraud Prevention - Providing false or misleading information will result in denial of assistance.
1. [bookmark: _Toc239581623]Personal Information
	
Full Name

	

	Phone Number

	

	Email Address


	

	Home Address


	



2. [bookmark: _Toc239581624]Background Information
	How did you hear about Warrior Foundation?

	

	Is your child diagnosed with or recovering from a serious illness?  If yes, please explain:

	











	Hospital/Medical Provider Info:

Name, Email and Phone Number


	

	Case Worker/Social Worker Info:

Name, Email and Phone Number


	


3. [bookmark: _Toc239581625]Request for Assistance
	What type of assistance are you requesting? (Check all that apply)
	    ☐    Medical Bills                   ☐    Travel Expenses

    ☐    Housing Assistance    ☐    Food/Basic Needs
    
    ☐    Other (explain):







	Is your child diagnosed with or recovering from a serious illness?  If yes, please explain:

	


















	Hospital/Medical Provider Info:

Name, Email and Phone Number


	

	Case Worker/Social Worker Info:

Name, Email and Phone Number

	



4. [bookmark: _Toc239581626]Current Financial Situation
	Employment Status:
	





	Monthly Household Income 
	





	Monthly Household Expenses

	







	Number of Dependents

	

	Are you receiving assistance from other organizations? If yes, provide their names and contact information:
	






	What steps have you already taken to address this need?


	


















5. [bookmark: _Toc239581627]Family Travel Cost Assessment for Treatment
[bookmark: _Toc239581628]Travel & Transportation Assessment
	Vehicle Information
	Year / Make / Model / Current Mileage / Current Vehicle Condition





	Vehicle/Transportation Reliability or Safety Concerns?
	





	Vehicle Reliability Risk (Rating)
	In your vehicles current state, would you rate it low, medium, high risk or completely unsafe for use for treatment travel?

Explain:  







	Do you have any repair or maintenance needs for your vehicle?

	Examples: Tires, oil change, brake service, battery, alignment, suspension, general repairs, etc.

Please explain:






	What are the estimated costs for the repairs or maintenance?
	Explain or provide quotes/cost estimates as supporting documentation with this form:





	Round Trip Mileage/Distance (Home to/from Treatment)
	





	Miles per Gallon of Primary Vehicle used to attend treatment?
	





	Estimated Number of Travel/Trips Required?
	Per week or per month? Explain:






	Public Transportation Expenses per trip?  Bus, Taxi, etc.?
	




	Airfare Expenses Estimated (if applicable)
	





[bookmark: _Toc239581629]Lodging Assessment
	Estimated overnight stays required per month for treatment?
	





	Number of family members or caregivers traveling with the child (patient
	







[bookmark: _Toc239581630]Meal Expenses
	Daily meal costs during travel and treatment days?
	




	Number of family members or caregivers traveling with the child (patient)
	

	Estimated monthly cost for food/meals during travel and treatment?
	








6. [bookmark: _Toc239581631]Documentation
(Attach copies with this form, or submit documentation electronically with your application by email)
    •    Medical documentation or diagnosis confirmation
    •    Bills/invoices related to request
    •    Proof of income (check stub, most recent tax return, etc.)


7. [bookmark: _Toc239581632]Accountability Agreement
· I agree to provide truthful information for the purpose of receiving charitable support for my child and our family
· I understand my application does not guarantee approval or availability of support
· I understand any funds received may be paid directly to vendors, agencies, medical providers, etc. and not directly to me/my family
· I agree to provide follow-up updates if requested and understand I may have to re-submit a new application, if approved, to maintain and/or continue my eligibility to receive charitable support


[NAME] PRINT:  ______________________________________________________________



[SIGNATURE]:    ______________________________________________________________



[DATE]:    ____________________________________________________________________


PLEASE EMAIL THE COMPLETED FORM AND DOCUMENTATION TO:

ATTENTION: Mark Seibold VP/Treasurer - Warrior Foundation

Mark.seibold@warriorfoundationnfp.org

EMAIL SUBJECT: APPLICATION FOR CHARITABLE ASSISTANCE
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