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FAMILY FUND APPLICATION

Name of Individual/Family Placing Request:  _____________________________________
Are you a BIANYS Member?   __ Yes  __ No      (Note: membership is required)
Address and Phone Number of Individual/Family:
 _________________________________
 _________________________________________________________________________

Name of Person Completing Form:  __________________________________________________________
Contact Information: (include phone, email, and best time to reach you)  
_________________________________________________________________________
Relationship to Individual/Family:      Service Coordinator      Family Member      Friend       Other:  _________ 
Date of Request:  ________     Amount Requested:  ______    Date Funds Required: _______

(  Have other funding sources been exhausted?     ____Yes   ____No



What other funding sources have been consulted? (use reverse if necessary) : 
_____________________________________________________________________

(  Is there a less expensive alternative?            ____Yes   ____No



Explain ‘Yes’: ____________________________________________________________
(  Does the person with brain injury receive services from any of the following? 



 __ DOH Medicaid TBI Waiver  
__ OPWDD TBI Waiver      
(  Is the person with brain injury a veteran?    __ Yes  __ No       

Person/Company to whom the check is to be written:  _______________________________ 

Address to which the check is to be sent: _________________________________________

Additional Information that should be submitted with payment: _______________________
__________________________________________________________________________
On the reverse, please state specific details about this application, including: 

What is needed and why. 

What expense must be covered? 

What is the potential impact if funds are not awarded? 
BIANYS Review: (completed by Committee Member)


Current Balance in Fund:  $ ________    Staff Initials:  _______   Date: __________

Name of Contact: _________________________________  Date: ___________

Contacted By: _____________________________   Initials: ________

Committee Vote: 
   ____ Approved
____ Modified      ____ Declined


Reason for Declination:  ___________________________________________________

Committee Chair Signature:  _____________________________________Date:  __________ 

Funds Disbursed:  Date: ____________  Initials:  __________
                            




Check Number: _________    Amount: _______________


(9/7/12)

Internal tracking number:


_ -201_
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