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Matthew’s Giving Tree Foundation

PO Box 52, Sayville, NY 11782

Smg2277@aol.com
Dear Applicant,

Thank you for applying to Matthew’s Giving Tree Foundation for financial assistance. Matthew’s Giving Tree was founded four years ago in memory of our son Matthew. He was born with a congenital heart defect and underwent many surgeries. We were blessed to be able to provide him with everything he needed to have a ‘normal’ childhood. After he passed, we wanted to help other families, like yourself, provide as ‘normal’ a childhood as possible for your child. We are a small foundation and cannot provide funding for all requests. We try our best to help as many children as we can but relying on our two fundraisers a year for funds, it is not always possible to help everyone. Please visit our website at www.matthewsgivingtree.com to read more about our story and the stories of families we have helped. You can also visit the website to get questions about this application answered. You will be contacted approximately 4-6 weeks after your application is received.

Dan and Shannon Cameron 

Application for Therapy Grant

Name_____________________________
Date____________________

Address___________________________
Contact Number ___________

E-mail address______________________________________________
Relationship to child__________________________________________

Child's Information

Child’s Name________________________ Date of Birth_____________

Diagnosis/Disability__________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________

____________________________________________________________________
If parent not filling out application:

Parent's Name_______________________Phone #:________________

Address(if different from above)________________________________

Primary Medical Insurance? ____________________________________

Have they been contacted about covering any therapy being requested? If yes, please submit determination letter. If no, why not?

__________________________________________________________________________________________________________________

Approximate Household Income:

____under 50,000  ____Between 50,000 and 100,000
____Over 100,000

How many family members in household?___________________________
Pediatrician or Primary Physician Information

Name ________________________________________________________ 
Medical Practice Name ___________________________________________
Address _______________________________________________________
Phone Number_____________________ Fax Number_____________________

E-mail and/or Website Address ____________________________________________________________

Therapy Information

Current level of therapy:

Physical____ times per ____ week  
Occupational____ times per ____ week  
Speech____ times per ____ week  

Type of Therapy Financial Aid  Requested

 ____ Physical ____ Occupational ____ Hippotherapy ____ Other: _________

Description of Therapeutic Activities ____________________________________________________________________________________________________________________________

Goals that the additional sessions will help my child to achieve: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

My child has engaged in this type of therapy before _____ Yes _____ No

My child is currently or has been a patient of this therapist within the last 12 months _____ Yes _____No

Cost of each session $ ______________________

Number of sessions requested ________________
Physical, Speech or Occupational Therapist Information

Name _________________________________________________ Clinic/Rehab Facility Name__________________________________
Address________________________________________________ 
Phone Number ________________________Fax Number__________________
E-mail/Website Address _____________________________________________________________

Any additional information you would like to share:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you do not receive assistance this cycle, would you like your application to be considered during the next

cycle? _____ Yes _____ No

Please send all completed, signed original copies of the application materials to:
Matthew's Giving Tree Foundation

PO BOX 52

Sayville, NY 11782

or email to shannon@matthewsgivingtree.com
The Foundation may also contact therapists or physicians if additional information is required after the application is submitted. 

___________________________________________

_________

Signature








Date

*Matthew’s Giving Tree Foundation does not discriminate on the basis of race/ethnicity, color, national origin, sex, disability, economic status or age with regards to providing funding or purchasing adaptive equipment.
