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APPLICATION FOR CHIARA HOME SERVICES SCHOLARSHIP

Date of Application: _____________________      For Calendar Year: 20
Applicant (Caregiver-Parent, Guardian, Advocate) Information
_________________________________________________________________________________________
First Name				Middle Initial			Last Name
_________________________________________________________________________________________
Address					City			State			Zip Code
__________	___________________________	____________________________	
Age		Social Security Number			Phone Number

_________________________________________________________________________________________
First Name				Middle Initial			Last Name
_________________________________________________________________________________________
Address					City			State			Zip Code
__________	___________________________	____________________________	
Age		Social Security Number			Phone Number
Have you previously applied for this financial assistance?   |_| No	|_| Yes – Date of application: _________________________

Dependent Information*
_________________________________________________________________________________________
First Name				Middle Initial			Last Name 
__________________
Age

*If there is more than one dependent for whom you want services, please provide a separate application.

Employment Monthly Income of Caregiver
_______________________________________________________		___________________________
Employer Name 										Monthly Income
_________________________________________________________________________________________
Address					City			State			Zip Code

_______________________________________________________		___________________________
Employer Name 										Monthly Income
_________________________________________________________________________________________
Address					City			State			Zip Code

Social Security Monthly Income: ______________	Social Security Insurance (SSI) Monthly Income: ______________
Other Income (please describe): _________________________________________________________________________________
Monthly Income: 			
Monthly Income: 			
Total Monthly Income $: 			
OFFICE USE ONLY 
Was the assistance granted or denied?  |_| Fully Granted	|_| Partially Granted        |_| Denied 
If the assistance was granted, please include all application materials in client file.

DESCRIPTION OF NEED FOR CALENDAR YEAR 20
To be filled out by Caregiver9. 
1. Do you currently receive services from LOGAN?  If yes, please list those services.


2. When do you wish to have Respite Services? Please be specific in terms of expected time frame, and dollar amount (maximum amount per year is 224 hours or $4032.00) 

	Months
	Dates/Times Services Wanted (This does not guarantee your reservation for services)/Total Hours

	January
	

	February
	

	March
	

	April
	

	May
	

	June
	

	July
	

	August
	

	September
	

	October
	

	November
	

	December
	



3. How will financial assistance for respite help your family?



























4. What other information would you like LOGAN to know in considering your application?


















FINANCIAL STATEMENT
STATEMENT OF CONDITION AS OF TODAY’S DATE

Assets 								Liabilities
Monthly Payment 			Total Owed
Cash on Hand	$ ________		Mortgage	$ 	      		$ 		         
Checking Account	$ ________		Credit Cards	$ 	     	 	$ 		   
Savings Account	$ ________		Automobile	$ 	     		$ 		   
Savings Bonds	$ ________		Automobile 	$ 	     		$ 		
Stock & Securities	$ ________
Home	$ ________				Property Taxes		$ 		 	
	$ ________
Other Property	$ ________	
	$ ________
Automobile	$ ________
Automobile	$ ________

Furniture/Household
Items 	$ ________

Cash Value Life
Insurance	$ ________		Other (list)	$ ________	$ ________   

Retirement, IRA, 401K,403B
$ ________

Total Assets	$ ________		Total Liabilities 	$ ________	$ ________   


Total Assets		$ ________   
Minus Total Liabilities	$ ________   
Equals Net Worth	$ ________

*Please attach your most recent 2 years of State and Federal tax forms to this application.

This information is strictly confidential for the intended purpose of financial assistance. The above information is a true statement to the best of my knowledge and belief and is made for the purpose of making a financial assistance decision.








												
[bookmark: _Hlk114040023]Caregiver (Parent/Guardian/Advocate) Signature						Date



												
Caregiver (Parent/Guardian/Advocate) Signature						Date

Return this Application to the Program Director.
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