2012 SBA of AL ASSISTANCE FUND APPLICATION

Name of Individual ________________________________________________   Date of birth________________ 

Address ____________________________________________ City ____________  State_________  Zip_______ 

Telephone (home)___________________   (business)________________ (cell)_________________ 

Best time to call _____________________  Email_________________________________________ 

Request for medical expenses, equipment, therapy or urological supplies and continence products for individuals 

over the age of 3. Please attach the following supporting documents: 
                                                                                           Doctor’s or Physical Therapist’s prescription

                                                         Cost of the item/service

                                                                                                   Explanation of insurance benefits paid (or denied)

Describe the item or service:  

Vendor _____________________________________Address_________________________________________ 

City________________________________State__________Zip_________Phone_________________________ 

If this request is granted, how will it benefit you?  

Do you have another source to help with this expense if this request is denied? 

_____No  _____Yes    If yes, please explain. 

Have you contacted other resources to request financial assistance for this expense?  

_____No______Yes   If yes, please list resources contacted and outcome of request.
Other information that you wish to share with the committee: 

Funds available are limited.  I understand that the decision of the committee is final. 

_________________________________________     ________________________________ 

Signature of individual or parent                                     Date 

ASSISTANCE FUND GUIDELINES

Eligible categories for Assistance 

•  Medical expenses 

•  Equipment 

•  Therapy 

•  Urological supplies 

•  Continence products for individuals over the age of 3 

GENERAL GUIDELINES 

•  Money given is for the direct benefit of the individual affected by Spina Bifida. 

•  Money is not paid to an individual.  Money will be paid directly to vendor/supplier. 

•  Required documentation must be from medical professional, equipment company, etc. 

•  Money is given for a one-time event/situation. 

•  Urological medications may be covered. 

•  All money granted will be in accordance with generally accepted accounting principles (GAAP) 

and will be audited in accordance with generally accepted auditing standards (GAAS) by an 

independent CPA. 

APPLICATION PROCEDURE 

1.  Fill out application completely. 

2.  Include necessary documentation: 

     a.  Letter from medical professional stating need 

     b.  Proof of cost – invoice or quote 

3.  Mail application and attached information to: 

Spina Bifida Association of Alabama

P.O. Box 13254

Birmingham, AL  35202

4.  SBA of AL staff or committee member may contact you if additional information is needed. 

5.  Application is presented to the committee. 

6.  Committee reviews. 

7.  Designated staff or committee member contacts family or individual. 

8.  If funds are approved, SBA of AL will pay provider directly. 

