
Children’s Summer Enrichment Program Application
For Dialysis and Transplant Patients Only

Revised 02/06

Please type or print legibly.  

All blanks must be completed.

Assets

Checking Acct. $ _________________

Savings Acct. $ _________________

Home
Assessed Value $ _________________

Stocks & Bonds $ _________________

Auto
Year/Make  _________________

MONTHLY Income

Take Home Pay $ ______________

Spouse’s
Take Home Pay $ ______________

Addl. Household
Income $ ______________

Social Security $ ______________

Aid to Children/
Child Support $ ______________

Welfare Benefits $ ______________

Retirement Income $ ______________

Veteran’s Benefits $ ______________

Other (Specify) $ ______________

Total Monthly Income $ ______________

MONTHLY Expenses

Household
 Rent    Mortgage $ ______________
Food $ ______________
Telephone(s) $ ______________
Gas $ ______________
Electricity $ ______________
Water $ ______________

Transportation
Auto Payment(s) $ ______________
Taxi Fee/Gasoline $ ______________

Medical Expenses
Patient’s Medication $ ______________
Other Family Members’
Medication $ ______________

Other
Health Insurance $ ______________
Life Insurance $ ______________
Credit Accounts $ ______________
Loans (specify) $ ______________
Misc. (specify) $ ______________

Total Monthly Expenses $ ______________

I ATTEST that the financial information provided is 
complete and accurate to the best of my knowledge. 

I AGREE that the Fund may verify or disclose the 
information contained in this application to dialysis 
caregivers, vendors or health insurance companies 
who help fulfill my request. I understand that the 
Fund may disclose my social security number if it is 
required as an identifier by my insurance company or 
other party in fulfillment of my grant request.

__________________________________________
Patient’s Signature

__________________________________________
Date

First ESRD Tx _____________________

Dialysis  YES  NO

  Home  Center

  Hemo  PD

Transplant Date ____________________

®

** PLEASE  NOTE **

Lack of complete information will cause 
this application to be returned.

This form must be reviewed and signed 
by your medical social worker 

and nephrologist.

Patient’s Social Security Number _______ - ________ - ________

Patient’s Date of Birth _______ / _______ / _______

Patient’s Name ________________________________________________

Address ______________________________________________________
  Apt. #

_____________________________________________________________ 
 City County State Zip

Telephone ____________________________________________________

Marital Status __________________________________________________

Name of Spouse/Parent/Guardian _________________________________

Number of Dependents and Ages __________________________________

               Complete financial information on total household members is required.
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 Patient’s Name _____________________________________________

Requesting financial assistance for 

  Transportation

  Mode ________________________________________________________ Cost  $ ____________________________

  Tuition Cost  $ ____________________________

 Are the above costs covered by any other source?   Yes  No

  If yes, please explain _______________________________________________________________________________

   _______________________________________________________________________________________________

  Other (please explain)

   _______________________________________________________________________________________________

   _______________________________________________________________________________________________

 Make check payable to:

   Patient (or parent)

   Other (please specify payee and address)

   Camp 

  _______________________________________________________________________________________________
     Name

  _______________________________________________________________________________________________
     Address City State Zip

I ATTEST that the information provided in this application is complete 
and accurate to the best of my knowledge.

__________________________________________________   _________________________________________________
  Social Worker’s Signature Date Doctor’s Signature Date

__________________________________________________   _________________________________________________
  Social Worker’s Name (please print)  Doctor’s Name (please print) 

__________________________________________________  
  Corporate Name

__________________________________________________  
  Facility Name

__________________________________________________  
  Address

__________________________________________________  
  City State Zip

__________________________________________________  
  *Telephone *Fax

__________________________________________________  
  *E-Mail Address

  *Very Important

A photograph is not required, 
but we would appreciate one if available.

All photos become the sole property of the 
American Kidney Fund.

I ATTEST that the information provided in this application is complete 
and accurate to the best of my knowledge.
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