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Application Form


(to be filled out by parent or legal guardian of child)�
�
Name of child�
Male �
Female �
Age:


�
U.S. Citizen?  Yes  ___   No  ___�
�
Name of parent/legal guardian �
Daytime phone:


(        ) �
Evening phone:


(        )          �
�
Street Address 


�
�
City �
State �
Zip �
County


�
�



A.�



Do you own this residence?   *Yes  ___ No  ___ *If yes, do you intend to stay for 1 or more years?   Yes  ___ No  ___


�
�



B.�



Would you be willing to sign a form releasing April’s Angels and all of its agents from any accidental harm or damage to your property?   Yes  ___ No  ___


�
�



C.�



Nature of child’s illness (please describe the child’s illness and how long the child has been afflicted with this illness):  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Please describe why you think your child and your family would benefit from a fantasy bedroom: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


�
�



D.�



Has your household income been less than $60,000 per year for the last 2 tax years?  Yes  ___ *No  ___  


If yes, please provide copies of the last 2 years’ year-end W-2 documents and a previous year’s  tax return (a copy of our privacy policy is enclosed). 





*If you answered no, you are not eligible to receive services from April’s Angels.


�
�



E.�



If selected, will you be willing to allow April’s Angels and all of its volunteers necessary to create the fantasy bedroom into your home on multiple occasions?   Yes  ___ No  ___


�
�
�






F.�



Has your child received any other grants / wishes / awards(excluding medical equipment) from any other organization in the last 3 years?   


Yes  ___             No  ___              If Yes, please explain: 


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


�
�
G.�
Please list any other siblings living at home with nominated child:


�
�
�
First�
Middle�
Last�
Age�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
�
H.  �
(To be filled out by child.)  Please fill out the information below to help us get to know you a little better.


Some of my favorite things:


�
�
�
Food:�
�
Music:�
�
�
�
Color:�
�
Movie:�
�
�
�
Activities:�
�
Singer:�
�
�
�
Hobbies:�
�
Actor:�
�
�
�
Sports:�
�
Pet / Animal:�
�
�
�
Game:�
�
Book:�
�
�
�



When I have free time I really like to: 


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________�
�
�
Anything else you’d like us to know about you:


_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________�
�






Finally, as a last step in the application process we will need a medical professional who is treating your child to fill out the attached form.  This information will be used to evaluate the needs of the child and, if chosen, any design limitations we must consider. 


                                                                                                                                                                                                            


Once we have received a completed application package (including the Application Form, attached financial information, and signed Medical Professional form) a representative of April’s Angels will then contact you to determine the next step. If all eligibility requirements are meant, the next step will be a face to face meeting with representatives of April’s Angles in your home. 





Thank you for your interest in April’s Angels. We know that your duties are many, and we appreciate the time you’ve taken to put this information together.  April’s Angels believes in trying to inspire new life for chronically ill children one life at a time. 

















Signature of parent or legal guardian	�
Date�
�



Version � DATE �11/9/2006�











