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_____________________________________________________________________________________

APPLICATION FOR FINANCIAL ASSISTANCE
(to be completed by child’s parent/legal guardian – PLEASE PRINT)

Child’s Name: ______________________________________________ 

DOB: _______________ Gender: _____________ 

Parent/Legal Guardian Name: __________________________________ 

Address: ___________________________________________________ 

City: _________________ State: ____________ Zip Code: ___________ 

Phone: ___________________ Cell phone: _______________________ 

E-mail Address: _____________________________________________ 

Annual Household Income: ____________________________________ 

Requested grant amount: _____________________________________ 

Intended use of grant (please provide bills to be paid, if applicable): __________________________________________________________ 

__________________________________________________________ 
_____________________________ 

__________________________ 

*Parent/Legal Guardian 





Date 
* By signing this application, you are agreeing to allow publication of your child’s name and medical condition by the Joey's Wings Foundation. Additionally, by signing this, you are giving your medical professionals and the Joey's Wings Foundation permission to share medical information about your child’s case. 
MEDICAL INFORMATION
(to be completed by social worker)

Child’s Diagnosis: _____________________________________________ 

Date of Diagnosis:____________________________________________ 

Child’s Physician: _____________________________________________ 

Hospital: ____________________________________________________ 

Address: ____________________________________________________ 

City: ___________________ State: _________ Zip Code: _____________ 

Phone: ____________________ 

Please describe the child’s medical condition and anticipated hospital stay: 
___________________________ 

_________________________ 

Name and Title (please print) 


Social Worker’s Signature* 

___________________________ 

___________________________ 

Date 






Social Worker’s Email Address 

* By signing this application, you are attesting to the accuracy of the information on both pages, to the best of your knowledge. Fraudulent applications may result in your institution being deemed ineligible for this program. Please be sure that the entire application is complete before submitting it. Incomplete applications will be returned to you. 

Benefitting children and young adults fighting kidney cancer
2178 NW 101st Street | Gainesville, FL 32606 | www.joeywings.org | 352-538-2155
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