No One Fights Alone

Nathan’s Angels Memorial Foundation		 FINANCIAL APPLICATION
The Nathan’s Angels Memorial Foundation is a dedicated non-profit organization that has been serving our community since 2012. Our mission is to provide financial assistance to families who are navigating the unimaginable challenges that accompany a child diagnosed with a critical cancer illness. 

PATIENT INFORMATION
Date of Application: ________________________________________________________
Patient Name: _____________________________________________________________
Address: __________________________________________________________________
Date of Birth: ______________________________________________________________
Age: ____________
Sex: ☐ Female  ☐ Male
PARENT INFORMATION
Name: ___________________________________________________________________
Address: _________________________________________________________________
City/State/Zip Code: _______________________________________________________
Home Phone: _____________________________________________________________
Cell Phone: _______________________________________________________________
Email: ___________________________________________________________________

MEDICAL INFORMATION
Diagnosis: _________________________________________________________________
Date of Diagnosis: __________________________________________________________
Is your child in active treatment?  ☐ Yes ☐ No
Type of Treatment: Check all that apply
☐ Chemotherapy  ☐ Surgery  ☐ Stem Cell Transplant
☐ Bone Marrow Transplant  ☐ Radiation  ☐ Other: _____________________________
Anticipated length of treatment: ______________________________________________
Where is the patient being treated? ____________________________________________


ONCOLOGIST / SOCIAL WORKER
Name: ______________________________________________________________
Email: ______________________________________________________________
Phone Number: ______________________________________________________
Signature of Healthcare Provider: ________________________________________________________Date:_____________________________

HOUSEHOLD INFORMATION
Who lives in the home? Please list names and ages (siblings, parents, grandparents):




TELL US ABOUT YOUR HERO AND DESCRIBE FINANCIAL NEED




























FINANCIAL SUPPORT HISTORY
Have you received any financial support from other organizations or been the recipient of a fundraiser?
☐ Yes  ☐ No
If yes, please list the organization(s) and amounts received:



PRIVACY NOTICE & MEDIA CONSENT
Nathan’s Angels Memorial Foundation respects your privacy. All information provided on this application is used solely to assess and determine eligibility for financial assistance. No information about your family or child will be used without your permission.
Our foundation shares photos of “OUR HEROES” on our website and Facebook page along with a summary of your child’s diagnosis and current condition. Participation is appreciated but not required and does not affect eligibility for financial assistance. Please see the attached Photo Release Form.

PHOTO RELEASE FORM
I grant Nathan’s Angels Memorial Foundation and its representatives the right to use photographs of my child. I authorize the Foundation, its assigns, and transferees to copyright, use, and publish the images in print and/or electronically.  I agree that the Foundation may use such photographs with or without my child’s name for any lawful purpose, including publicity, illustration, advertising, and website content.
If selected as a recipient, please submit one photo and 3–4 sentences about your child via email for use on the day of the event and on our Facebook page.
Do you authorize the use of your child’s photo? 	 ☐ Yes  ☐ No
Do you authorize the sharing of your child’s story?       ☐ Yes  ☐ No

How did you hear about the foundation?
☐ Hospital or medical provider			☐ Social media
☐ Social worker					☐ Website / online search
☐ Friend or family member				☐ Other:





IMPORTANT INFORMATION
• All applications must be complete to be reviewed.
• The child must live in Rhode Island or surrounding communities.
• The child must be under the age of 18.
• The child must have a critical cancer diagnosis and be in active treatment.
• Applications are accepted annually from April 15 through June 30. Once open, please complete and submit the application by June 30.
• New recipients will be chosen by early July. If selected, the family will receive a phone call from Parent Liaison Lucille Gomes at 401-598-7200. Donation checks will be hand-delivered to the recipient and family.
• The Board reserves the right to close applications earlier than the stated deadline.
• While the Foundation hopes to assist as many families as possible, funding is limited and not all requests can be fulfilled.
• All donations are based on financial need and availability of funds.
SUBMISSION INFORMATION
Email: Lucille@nathansangels.com
Mail:
Nathan’s Angels
P.O. Box 7584
Cumberland, RI 02864

SIGNATURE
I have read and understand the information above.
Parent/Guardian Signature: __________________________________________
Printed Name: _______________________________________________________
Child’s Name: ________________________________________________________
Was this application filled out on your behalf by another person?
If so, please provide that individual’s name:
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