Mother Teresa Endowment Fund -- APPLICATION

NAME ______________________________________   DATE ______________

ADDRESS _______________________________________________________

Street                                            City                          Zip

HOME PHONE  ____________________  WORK PHONE _________________

EMPLOYER ____________________ MONTHLY WORK INCOME __________


DATE OF BIRTH  ______________________
AGE ______________ 

NUMBER OF CHILDREN _________
NAMES & AGES OF CHILDREN ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________


BIRTH FATHER'S NAME ___________________________________________

ADDRESS _______________________________________________________

                                  Street                                  City            State             Zip

HOME PHONE ___________________  WORK PHONE  __________________
EMPLOYER __________________________ MONTHLY INCOME __________

DATE OF BIRTH _____________________
AGE ________________

What kind of financial support does he provide? ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

If none, why? ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

DO YOU RECEIVE SUPPORT FROM: (Check all that apply and indicate amount)
Medicaid: ___ Yes ___ No
   

WIC: ___ Yes ___ No

Subsidized housing: ___ Yes ___ No -- Amount: _______


 Food Stamps: ___ Yes ___ No -- Amount: _______
Disability: ___ Yes  ___ No -- Amount: _______

TANF: ___ Yes ___ No  -- Amount: _______
Child Support: ___ Yes ___ No – Amount: _______

Parents: ___ Yes ___ No – Amount: _______

Your Partner: ___ Yes ___ No  -- Amount or Kind of support: ________________

________________________________________________________________

Department of Human Services: ___ Yes ___ No -- Amount or Kind of support: ________________________________________________________________

Social Service Agencies: __ Yes __ No -- Amount or Kind of support: ________________________________________________________________

Do you have insurance? __ Yes __ No 



 If yes, ___ with Parents ___ Employer ___ Private 

Please identify the kinds of assistance you have sought this past year. Give the date, name of agency the amount and kind of assistance requested. If you were denied assistance give the reason.

Date _______ Agency _______________________________ Amount ________ 

Kind of Assistance __________________________________   



         ___ Approved    ___ Denied

Reasons Assistance was denied ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

List other means of support (parents, etc) ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Has the pregnancy been verified? ___ Yes ___ No



If yes, what is your due date _________________
Are you receiving prenatal care? ___ Yes ___ No         


Date first seen by your physician ______________


PHYSICIAN'S NAME _______________________________________________
________________________________________________________________

Physician's ADDRESS                    CITY                                     STATE          ZIP

Clinic/Office ______________________ Physician/clinic PHONE ____________

Do we have your permission to contact him/her? ___ Yes ___ No 

________________________________________________________________

Your Signature







Date

Are you available for a personal or telephone interview? ___ Yes ___ No   



Best time ___________________

Please provide an extensive explanation of the amount and kind of assistance you are requesting and why you need assistance. Include copies of the bills already incurred, copies of the insurance benefit statement showing insurance claims submitted and paid. (Use additional sheets if necessary)  IT IS ESSENTIAL THAT YOU TELL WHY YOU NEED HELP & HOW YOU WILL MANAGE IN FUTURE MONTHS. Be certain the name, address and phone number is available for all payments being requested. Permission to contact these parties is implied.

ITEMIZE YOUR NEEDS & THE DOLLARS REQUESTED FOR EACH

____________________   ____________________   _____________________   ____________________   ____________________   _____________________   ____________________   ____________________   _____________________   ____________________   ____________________   _____________________

____________________   ____________________​​   _____________________   




TOTAL AMOUNT REQUESTED  _____________________

Who told you about the Mother Teresa Endowment Fund? _________________

Where did you get your application? ___________________________________

________________________________________________________________

Your Signature


Date



Sign and mail to: Mother Teresa Endowment Fund 

      Respect Life Office
      5800 Weiss St.

                           Saginaw, MI 48603-2799

It may take 2-3 weeks to process the application.  You will be notified by mail the committee's decision.
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