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Courageous Kids ● Committed Families ● Compassionate Community 

Application for Assistance 

Please submit this application to: Caring4Katy | P.O. BOX 60 | Katy, TX 77492 
Or email to: Support@Caring4Katy.com 

*** Please allow up to 4 weeks for a response *** 

Caring4Katy is a 501c3 volunteer organization which supports families in Katy and the surrounding communities who 
have children impacted by life threatening illnesses. Since 2014, the nonprofit has assisted families who have been 
greatly impacted by their child’s illness and are struggling with the costs of utilities, mortgage payments, rent, therapy 
and medical equipment, hospital parking fees, meals, and household repairs. There are times when all of us need a 
helping hand, and helping in anyway big or small is our goal.  

Guidelines for families seeking financial assistance 
 Applications are accepted for any child diagnosed with a life threatening illness, who is 18 years or under and resides in 
Katy, Texas or the surrounding communities. An application for assistance can be either submitted by the 
family/guardian or a referral can be made by a healthcare provider/social worker as well as a friend, family member or 
member in the community. Please provide as much information as possible on the application. The more information 
you provide, the better. 

Anti-Discrimination Policy: Caring4Katy (501c3) non-profit organization, is committed to a policy of non-
discrimination and equal opportunity for applicants without regard to race, color, sex, creed, political affiliation, marital 
status, sexual preference, national origin, physical or mental handicap, or age, and does not show partiality or grant 
special favor to any applicant or group of applicants. All financial applications will be reviewed on a case-by-case basis 
and final determination will be made based upon your eligibility, Caring4Katy guidelines and the availability of funds 

Please PRINT in black or blue ink and complete ALL sections 

Child Information 

Child’s Name: ___________________________________________________________________________________ 

Child’s Age: _________________ Date of birth: __________________ Gender: ______________________________ 

Child’s Permanent Address: ________________________________________________________________________ 

City_______________________________      State____________________      Zip____________________________ 

Child’s Diagnosis:___________________________________________________________________________________ 

Date of diagnosis: _____________________ Treating Physician: ______________________________________________ 

If in school, Child’s Grade: _________________________ 

Website for Child (Caringbridge, Blog, Facebook , etc.): _____________________________________________________ 

Referral Name (if applicable):__________________________________________________________________________ 

Referral Phone/E-mail: ______________________________________________________________________________ 
Please consider sending a photograph of your child with the application or by email to support@caring4katy.com 

mailto:support@caring4katy.com
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Parent/Guardian Information

Parent / Legal Guardian Name_________________________________________________________________________  

If address is different from child please provide: 
Address____________________________________________________________________________________________ 

City_________________________________________________State_________________________Zip______________ 

Phone Number (home)__________________________________(cell)_________________________________________ 

E-Mail Address______________________________________________________________________________________ 

Best way to reach you:    □ Cell Phone    □ Home Phone □ E-mail

Marital status of Parents/Guardians: □ Single   □ Married   □ Divorced   □ Cohabitants   □ Widowed   □ Separated   
□ Other_________________
If divorced, who is the legal custodial guardian of the child? ____________________________________ 

Do parents/guardians speak English? □ Yes □ No If no, primary language? ________________________ 

Medical Information
Where is your child being treated? _____________________________________________________________________  

Approximately, how far is the treatment site from where you live? ____________________________________________ 

If you travel for treatment, where do you reside during your stay? ____________________________________________ 

*A doctor’s letter documenting the child’s diagnosis may be required or waived depending on circumstance. Caring4Katy
reserves the right to request a doctor’s letter or appointment date confirmation when deemed necessary.  

Referring Party/Hospital (if applicable): _______________________________________________________________  

Physician/Specialist Name:  ________________________________________________________________________ 

Address: ____________________________________________ City/State/Zip: __________________________________ 

Phone# (___) ___________________ Hospital Social Worker (if applicable): ___________________________________  

Child’s Diagnosis (Please list all): ______________________________________________________________________  

Date of Diagnosis: _________________________   Date Child Last Hospitalized: __________________________ 

Is the child seen on an ongoing basis & if so how often: _________________________________________________ 

Does patient have health insurance? □ Yes □ No       Insurance Carrier:_____________________________________ 

Does insurance assist with transportation or lodging? □ Yes □ No 
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Household Information 

Total annual family income: $____________________      Number of people in the home: _________________ 

Family income sources (please check all that apply): □ Salary □ SSI □ Child Support □ Other: ______________________ 

Guardian’s Employer _________________________________________________________________ 

Profession & Title____________________________________________________________________ 

Is Parent/Guardian on unpaid leave? □Yes □ No 

Guardian’s Employer___________________________________________________________________ 

Profession & Title______________________________________________________________________ 

Is Parent/Guardian on unpaid leave? □ Yes □ No 

What is your total combined monthly income? (Please include each parent) $__________________monthly income 

Has either parent had to quit work or cut back in hours to care for your sick child?   YES  NO  
Briefly explain 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 
In order to assist with transportation/fuel needs:  

Type of Vehicle you drive? Make_________________ Model ___________________Year___________ 

Type of Vehicle you drive? Make _________________Model ___________________Year___________ 

Siblings of Child (Optional to share): 

Name: _________________________________________ Age: ______________ 

Name: _________________________________________ Age: ______________ 

Name: _________________________________________ Age: ______________ 

Name: _________________________________________ Age: ______________ 

The below information will be compiled and used for reports used in Grant Applications. This information is needed to 
receive donations, contributions and for grant purposes.  

This information relates to the Primary Guardian(s) or Parent(s): 

Education (Please check one): 

□ Less than 12 years
□ High School Grad or GED
□ Some College or Assoc. Degree
□ College Degree
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□ Less than $10,000
□ $10,000 - $24,999
□ $25,000 - $49,999
□ $50,000 - $74,999
□ $75,000 - $99,999

Please provide any additional information that will help us understand your child, family situation, etc. 
______________________________________________________________________________________________ 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 

Assistance Requested: 

Please state why you are requesting help from Caring4Katy 
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________ 

Equipment/Item Requested: Include complete ordering information (make, catalog number, size, etc.) and a denial 
letter from your insurance company, Medicaid, or Medicare. 
__________________________________________________________________________________________________ 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 

Specify which you need assistance with and the amount of each: 
House/Rent Payment  Amount $ _______________  
Utilities  Amount $ _______________ 
Car Payment   Amount $ _______________ 
Food   Amount $ _______________ 
Travel Expenses Amount $ _______________ 
Parking  Amount $ _______________ 
Other (explain below)  Amount $ _______________ 

Other (please explain) 
______________________________________________________________________________________________
______________________________________________________________________________________________  

Household Income (Please check one): 
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How did you hear about Caring4Katy? 
__________________________________________________________________________________________ 

Acknowledgement 

By signing this application, you are agreeing to allow publication of your child’s name, medical condition, story and 
photos by Caring4Katy. Additionally, by signing this, you are giving your medical professionals and Caring4Katy 
permission to share medical information about your child’s case.  

Parent/Guardian Signature ______________________________________________________ Date: ______________ 

Print Name & Relationship to the child: _______________________________________________________________ 

Fun Facts about your Child 

This section is completely optional but we would love to learn more about your child if you would like to share! 

Nickname: ___________________________________________________ 

Favorite Subject in School: _______________________________________ 

Favorite Color: ________________________________________ 

Favorite Movie: ________________________________________ 

Favorite TV Show: ____________________________________________  

Favorite Character (Superhero, Princess, Disney, etc…): _____________________________________________ 

Favorite Toy: __________________________________________________ 

Favorite thing to do: ___________________________________________________ 

Favorite Sport: _______________________________________________________ 

Favorite Athlete: ______________________________________________________ 

Hobbies: ________________________________________________________ 

Sports or Activities they are/were involved in: _______________________________________________________ 

Favorite Song/Artist/Type of Music: ___________________________________________________________ 

When I grow up, I want to be: ____________________________________________________________ 

I am scared of: ___________________________________________________________ 
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