



Lyndsey’s TLC Foundation 
SCHOLARSHIP APPLICATION

Date Submitted:_____________
Patient’s Name: 									
Date of Birth:_____________________
Soc. Sec.#: 				
Address: 										          
Home Phone:                              ____________Cell Phone: 				          
Business Phone: ________________________
Email Address: _______________________________  
Date of Diagnosis:___________________________
Primary MD:  Name ____________________________Phone:__________________
Address: __________________________________________________
CF Center: __________________________________________________

Date of Initial Evaluation for Transplant Program: _________________________________

Name of Transplant Hospital: _________________________________

Listing Status: 
Accepted: ___________________Inactive__________________Active__________________

Date of Organ Transplant: _________________________________

Name of Support Person: ___________________________________________________
Relationship to Patient: _____________________________________________________
Address: _________________________________________________________________
Home Phone:                              ____________Cell Phone: 				          
Business Phone: ________________________  

Name of Support Person: ___________________________________________________
Relationship to Patient: _____________________________________________________
Address: _________________________________________________________________
Home Phone:                              ____________Cell Phone: 				          
Business Phone: ________________________  















FINANCIAL ASSESSMENT:

1. Current source of income: _________________________________________________
      Amount:_________________________________________________
2. If applicant is under 18 and he/she is supported by another family member, give name:
       _________________________________________________________________________
       Home Phone: __________________________
       Cell Phone:  ___________________________
       Work Phone: __________________________
        SSN: _________________________________
Other Dependents in the Household:
         Name: _______________________________________________________________
         Age:    _______________________________________________________________

         Name: _______________________________________________________________
         Age:    _______________________________________________________________

         Name: _______________________________________________________________
         Age:    _______________________________________________________________

If applicant is on SSD or SSI, give starting date: _______________________________
3. Applicant’s Insurance: 
4. Primary: _________________________________________________________________
5. Secondary:________________________________________________________________
6. Is Applicant participating in any other CF Assistance Programs?
        Name of Program________________________________________
       Type of Assistance Received _______________________________
       Amount: _____________________

        Name of Program________________________________________
       Type of Assistance Received _______________________________
       Amount: _____________________
 
7. Do you own________ or Rent__________________your home?
      For Homeowners: 
       Monthly mortgage payment:$            _____  Principal outstanding $ _________          
      Type of home: 1 fam.           2 fam.           3-4 fam.             Other 	_______________            Number of years at present address:                Current market price of home: 		       For Renters: Monthly rent                  Number of rooms 		               
   Number of years at present address: 			 

8. Bank Accounts--Current Balances:
     Checking:      $_____________________   
      Savings:        $_____________________








9. Other Assets:
     Type: ___________________________Amount $____________________________
     Type: ___________________________Amount $_____________________________
10. Utilities (water, gas, electric) $______________________________
11. Car(s):Year___________Model_____________Year Purchased__________________
      Car Loans:$_________________________________
12. Monthly Repairs:$_________________________________ 
13. Charge Cards
      Total Owed $_________________________________
      Monthly Payments: $_________________________________

14. List Medical Expenses of the applicant that are not covered by insurance:
      A._______________________________________ $_______________________________
      B._______________________________________ $_______________________________
      C._______________________________________ $ _______________________________
  
												____
 
												            


I certify that this application contains complete and accurate replies to all questions. I agree that if assistance is granted to me, it will be used to augment any expenses that are not covered by my insurance in order to maintain or improve my self-care. In the event of a material change in circumstances I hereby promise to report such change of circumstances promptly.

I herewith affirm that the information contained herein is true and correct. 
                                                                                    
Patient’s Signature 				_____________            Date 			

Parent or Guardian’s (if under 18) Signature 			________  
Date 			
Please provide:
	1) Patient photo and one form of identification (driver’s license, ss card, etc)
2) A letter from the patient’s physician or social worker stating that the patient has cystic fibrosis and had/or needs a transplant as well as verifying that the patient and his or her family are in need of financial assistance.
              3) Signed copies of your last year’s Federal Tax Return.
Please mail the application plus the above to: 
Lyndsey's TLC Grant Program Request
c/o Stephen McLaughlin
1700 Virginia Ave
 	Austin, TX 78704.



