PRE-QUALIFICATION EVALUATION REQUEST - INSTRUCTIONS

The Zepp Children’s Foundation provides grants to individuals with Fragile X Syndrome, Autism, Asperger’s Syndrome and PDD. Grants will be made to provide assistance with a specific goal of helping enhance the quality of life for the applicant. The grants are paid directly to the licensed company, facility, manufacturer, business, service provider or individual that goods or services are provided by. Grants are not based upon family income.  DO NOT LEAVE ANY SECTION INCOMPLETE. 
1. Applicants may apply only once during a calendar year, and must not have received a prior grant from The Zepp Children’s Foundation in the last 365 days. 

2. In the space provided, please provide a narrative, up to 300 words, of how you feel this applicant would benefit through this grant and how it will enhance their quality of life. 

3. Currently, full applications are accepted on an invitation-only basis, to individuals that have been pre-qualified 

4. We reserve the right to make exceptions as appropriate. 

5. Send completed pre-evaluation questionnaire to ZCF via email at sally@zeppchildrensfoundation.org or to P.O. Box 825, Westminster, MD  21158.
WE REGRET THAT INCOMPLETE QUESTIONNAIRES WILL NOT BE CONSIDERED. Our Advisory Committee has been appointed to review all grant pre-evaluation questionnaires, and applicants will be notified in writing of the status of their request within 14 days. PLEASE BE ADVISED THAT FUNDS ARE LIMITED AND THERE IS NO GUARANTEE THAT ALL APPLICATIONS SUBMITTED IN A TIMELY MANNER WILL BE APPROVED. 

HIPAA NOTICE: - The United States Congress recently enacted the Health Insurance Portability and Accountability Act (HIPAA), which took effect on April 14, 2003. HIPAA was designed to protect patients medical records and other health information provided to health plans, doctors, hospitals and other health care providers. We are required by applicable federal and state law to maintain the privacy of your medical information. The Zepp Children’s Foundation will only use your information in order to secure funding/donations for the products and/or services that you have requested in your grant application, or have otherwise authorized us to do in writing.

PRE-QUALIFICATION QUESTIONNAIRE

SECTION A: 

Applicant (Person requesting grant)
Name:
________________________________________________________

Address:
________________________________________________________

City:

___________________State:_____________ Zip Code:__________

Home Phone: ____________________   Alternate Phone: _________________

Fax#:
_____________________ Email Address:_____________________

Recipient

Name:
___________________________ Gender: (Male/Female) ________

Age:

_______ Date of Birth: _________ Height:_______ Weight:______

Applicant’s Relationship to the Recipient:_____________________________

Person(s) legally responsible for the Recipient (if different then the applicant:
_______________________________________________________

Relationship: ______________________ Phone:________________________

How many family members living in the home? Adults: ____ Children: _____












 Under eighteen years old

Income (of the household)

_____ under $15,000
        _____ $15,001- $30,000    _____ $30,001- $45,000

_____ $45,001 - $60,000     _____ $60,001- $75,000    _____ $75,001- $90,000

_____ $90,001 - $125,000   _____ over $125,000

Is this recipient covered by Insurance or Medicaid? ______Yes   ______No

If yes, name of coverage:_____________________ Policy #_______________

SECTION B:

Primary Physician Name: ___________________________________________

Address:_________________________________________________________

Phone:  ___________________ Fax: ______________ Email: ______________

Recipient’s Medical Diagnosis:______________________________________

Description of any Physical Disabilities:_______________________________

_________________________________________________________________

SECTION C:

Goods or Services being requested:__________________________________

Estimated cost of requested goods/services: $_________________________

Name of provider you would prefer to use for requested goods/services:

Name: ___________________________________________________________

Address: _________________________________________________________

Phone: _________________________   Fax: ____________________________ 

Email Address: __________________   Website: ________________________

License #:________________________________________________________

Estimated date goods/services required:  _____________________________

(If support group meeting, airfare or hotel request, please provide details including when, where, etc.)

There is no guarantee that this provider will be used by The Zepp Children’s Foundation.

OTHER FUNDING

Have all other sources for funding from insurance, Medicaid, Local, State and/or Federal programs been applied for?:  __________YES  ________ NO

Have all discount and/or scholarship opportunities offered by provider been applied for? ___________YES  ___________ NO

How did you hear about The Zepp Children’s Foundation?:_______________

_________________________________________________________________

Maximum of 300 words:  Describe how this candidate would benefit through this grant.

DATE SUBMITTED:  ______________________________________________
