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PMR CHARITY REQUEST FORM


•
Fill out Application for Charitable Funds (FORM A)


•
Fill out PMR Charity Cost Report (FORM B)


•
Provide Copies of Invoices (e.g bills)


•
Fax A, B, and C to 817-335-9039 and put “ATTENTION PMR CHARITY” on your Fax Cover


•
DO NOT MAIL APPLICATION TO P.O. BOX!

•
If you do not hear back within 48 hours notify us at 817-336-7188.  Please tell the secretaries what you need and have them pass the message along to Dr Omar Selod.

IN ORDER FOR YOUR APPLICATION TO BE PROCESSED YOU MUST COMPLETE ALL THE STEPS ABOVE OTHERWISE YOUR APPLICATION WILL NOT BE CONSIDERED.
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Application for Charitable Funds (FORM A)

Name:_______________ ______Date:____________
Below please list what EXACTLY funds are needed for: (example: medications, brace, home modification, etc.)

______________________________________________________________

______________________________________________________________

Please Provide a Detailed History of the medical condition/injury that has led to your applying for charitable funds.

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

 (if more room needed please attach separate sheet)

[image: image3.jpg]CHARIEZY




Name of Physician involved in your care: 

_____________________________________________________________

Physician’s Address:

_____________________________________________

_____________________________________________

_____________________________________________

Physician’s Phone Number:______________________________ 

CASE MANAGER NAME/NUMBER(of applicable):________________

May we contact your Physician/Case Manager with questions regarding your medical history:  YES /  NO   (please circle)

Your Contact Information

Applicant’s Address:

_________________________________

_________________________________

_________________________________

Applicant’s Phone Numbers: 

(H)________________________ 

(C)________________________

(W)________________________

Applicant’s Email:_________________________________________
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Rules of the PMR Charity Application:


•
All applications received will go to a committee.  The committee’s members will be determined by the Chairman of the PMR Charity Golf.

    •
Once an application is received, the applicant’s medical information will be discussed within the committee.  A phone call to your physician may be made should questions arise.

    •
Applicants will be notified of decisions made.

    •
Money will not be given directly to the applicant, but rather to the vendor.  For example, if a brace is needed, PMR Charity Golf will pay the vendor of the brace rather than give the applicant money directly.  

By signing below the applicant acknowledges all Rules of the PMR Charity Application as delineated above.

Applicant’s Signature:_________________________________________

Date:_______________________________________________________
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Cost Report (FORM B)

Name:_________________________________
	ITEM
	COST

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	                                                     Total=  
	 $_________


   **YOU MUST ATTACH INVOICES/BILLS**
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