[image: ]                                                        Colby Pattee Foundation Inc.
                                                                                Applicant Information

Legal/Full  Name ______________________________________________________  D.O.B _________________________________
Address:__________________________________________________________ State:__________________  Zip: ______________
Email:_____________________________________________________ Primary Phone : ___________________________________                                Parents/Guardian Information if applicant is under 18 years of age 

Father’s/Guardian Name ______________________________________________________  Child live with you: _________________
Address:__________________________________________________________ State:__________________  Zip: ______________
Email:_____________________________________________________ Primary Phone : ___________________________________
Mother’s/Guardian Name ______________________________________________________ Child live with you:_________________
Address:__________________________________________________________ State:__________________  Zip: ______________
Email:_____________________________________________________ Primary Phone : ___________________________________                                             Medical Information (Please attach Doctor’s notes)


Physician’s Full Name:________________________________________________________________________________
Address: __________________________________________________________________________________________
Office Telephone: ____________________________City: __________________State:______________ Zip: __________
Treatment Facility/Hospital:_____________________________________ Email: _________________________________
Current treatment Schedule:____________________________________________________________________________
Due to current privacy regulations, the Colby Pattee Foundation requires the permission to contact your/or your child’s physician. Please sign below if you agree with the following statement: I hereby grant the Colby Pattee Foundation permission to contact mine/or my child’s attending physician regarding mine/ or my child’s medical condition. I further grant permission for the physician, listed above, to release the required information and/or speak to the Colby Pattee Foundation regarding mine/or my child’s medical condition. If you/or your child has more than one primary physician - please include information on an additional sheet. NOTE: Doctor’s note with description or condition must accompany this application.
Patient/Parent or Guardian Signature for Permission _________________________________________Date ____________________ 
                                                                           Additional information 

Amount of financial aid applying for:  _______________________________ How did you hear about us:________________________
Use for financial Aid:___________________________________________________________________________________________ 
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
If approved Write Check to:_____________________________________________________________________________________
                                                                          Signature’s
Applicant’s Signature:____________________________________________________________ Date:_________________________
Co- Applicant/ Parent or guardian: __________________________________________________Date:_________________________

                                                                                             Send Completed paperwork to:         
                                                                                                Colby Pattee Foundation Inc.
                                                                                                       659 Courser Road                                                                                                       
[bookmark: _GoBack]                                                                                                   Enosburg Falls, VT 05450

Special Note: Everyone at the Colby Pattee Foundation would like to personally thank-you for taking the time to learn about our organization and for applying with us. If we could grant every application that was submitted, we would love to, please understand we will try to help every applicant to the best of our ability. (We will also be able to give you more resources to help you through these tough times.) Funds are not guaranteed by application it is impossible for us to do that due to the limitations on donated funds and limited resources. We give you our promise that your application will be given our full attention and that if you are selected you will be contacted within 90 days from the date the application was submitted. If you do not hear from us within 90 days, we will keep your application on file for future election. 
Thank you for your understanding in this matter... 
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