
Gill Children’s Services, Inc.     Date Received _____________

 1020 Summit Avenue • Fort Worth, Texas 76102 • (817) 332-5070
 Hours: 8:30am to 3:30pm, Monday to Friday • Fax (817) 332- 6445

Application for Financial Assistance

1._____________________________________________________    2. ______________________________
   Child’s Last Name,       First                    Middle                           Age       Date of Birth        Sex

3. Social Security # _______________________                            4. Phone ____________________________

5.________________________________________________________________________________________
    Residence: Number               Street                                                   City                      State /Zip

How long has the child lived in Tarrant County? __________________________________________________

6a._______________________________________________________________________________________
    Mother’s Name                               Age             Social Security #                      Marital Status

6b._______________________________________________________________________________________
    Father’s Name                                Age             Social Security #                      Marital Status

Does a parent live at a different address than the child?  Which parent? (circle one) Mother   Father

__________________________________________________________________________________________
  Number                         Street                                              City                                 State/ Zip

7. Who has legal custody of the child? ___________________________________________________________

8. Nearest relative or friend? ___________________________________________________________________
                                                          Name /Relationship                                       Phone #

9. What language(s) do the parents speak? ________________________________________________________

10. What school is the child attending? ___________________________________________________________
                                                                    Name                                                    Phone #

11. What services, supplies or equipment are you requesting for this child? _____________________________

_____________________________________________ ____________________________________________

12. Why does the child need the services, supplies or equipment (describe health or other problems of child)?

______________________________________________ ___________________________________________

13. Who prescribed, or told you that your child needed, the services, supplies or equipment?

Name __________________________________________________ Phone #___________________________

Address: __________________________________________________________________________________
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14. Who will provide the services requested? (give name, address & phone # of each provider):

___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

15. How much will each service or supply cost? ____________________________________________________

     How much of this cost are you requesting as assistance from Gill? ___________________________________

     Who will pay the difference between the total cost and the amount you are requesting from Gill?

      ________________________________________________________________________________________

16. Have you received assistance from Gill before? No ___ Yes ___ Date ___________________

17. How did you hear about Gill Children’s Services?  ________________________________________________

____________________________________________________________________________________________

18. List other community agencies or resources where you asked for help before applying to Gill. What was their
       answer?             Agency:                                                    Answer:

     ___________________________________________   _____________________________________________

     ___________________________________________   _____________________________________________

     ___________________________________________   _____________________________________________

19. Give name, address and phone number of a person we may contact as a reference on this request (Minister,
      DHS or Hospital Caseworker, etc.).

     __________________________________________________________________________________________

20. Where do the parents work?

____________________________________________________________________________________________
Father’s Employer                       Address                        Phone                              Monthly Take-home

____________________________________________________________________________________________
Mother’s Employer                      Address                         Phone                             Monthly Take-home

____________________________________________________________________________________________
Step-parent’s (with whom child is living)  Employer              Phone                             Monthly Take-home

Please attach proofs of income for mother, father and/or step parent: two most recent paycheck
stubs, most recent income tax return, or a letter from the employer.

21. Please list ALL other adults and children who are living at the same residence as this child.

             Name                             Relationship             Age             Marital Status/DOB        Income or Soc Sec #
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__________________________  ___________      __________   ________________    __________________

__________________________  ___________      __________   ________________     __________________

__________________________  ___________      __________   ________________     __________________

__________________________  ___________      __________    ________________    __________________

__________________________  ___________      __________    ________________     __________________

22.  Please list the family's monthly obligations:

Monthly Payment

Rent/Mortgage Payment $ ____________

House Insurance $ ____________

Electric/Gas $ ____________

Water $ ____________

Food/Groceries $ ____________

Home Phone $ ____________

Cell Phone/Pager $ ____________

Car Payment $ ____________

Car Gas $ ____________

Car Insurance $ ____________

Child Care $ ____________

Health Insurance $ ____________

Major Credit Cards (Total Balance ______) $ ____________

Loans (Total Balance ______) $ ____________

Medical Bills $ ____________

Other (Please specify) _______________ $ ____________

Other (Please specify) _______________ $ ____________

Other (Please specify) _______________ $ ____________

23. Does the parent/guardian have other income or financial support?

Child Support? No _____   Yes _____ Amount _________________

TANF            No _____      Yes _____ Amount ________________
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Housing          No _____     Yes _____

WIC               No _____      Yes_____

Social Security: Retirement or SSI/SSD?  No ______ Yes   _______ Amount ______________

Who is receiving this amount?  ____________________________________________________

Food Stamps    No ______ Yes ______   Amount _________________

24. Is this child covered by any insurance policy or program (including Medicaid)?  Yes ____ No _____

     Which insurance company?  ___________________________ (circle) Medical  Dental

     Policy number ________________________ Is this through parent’s place of employment?  Yes ___ No ____

     Which parent?  _______________________________________

25. Please comment on any financial obligations, other than usual living expenses, or any other hardships such as
medical bills or outstanding debts that may hinder your ability to pay for the needed services yourself.

     ________________________________________________________________________________________

     ________________________________________________________________________________________

     ________________________________________________________________________________________

26. I acknowledge that Gill Children’s Services, Inc. will rely on the information on this application in making
its decision on this request.

I authorize Gill to consult with, or release information to any person whom they deem necessary to verify
this information and the request. I understand it is sometimes necessary for Gill to do this in order to make its
decision on my request. This authorization expires one year from the date below.

     Signature: __________________________________        Date:  ___________________________
Parent or Guardian

27. If someone other than the person signing #25 filled out this application, please give us the following
      information:

      Name:  ______________________________________ Relationship to child: _________________________

      Address: ____________________________________________ Phone: _____________________________

      Agency and/or Title: ______________________________________________________________________


