AMY’S ARMY Grant Assistance Program (GAP)

Purpose
To improve the quality of life for women affected by cancer by providing financial support. Based on availability of funding, to help pay for:

1.	Non-covered medical bills associated with the diagnosis and treatment of cancer and any complications thereof, and
2.	Basic living expense emergencies
3.	Non medical expenses related to medical treatment


Eligibility
Successful applicants will meet the following criteria:

1.	An individual with a diagnosis of cancer or parents or caregiver of an individual living with cancer.
2.	Lives, works or receives treatment in Northern Virginia* or by the discretion of the Board.
3.	Complete all sections of the application thoroughly and accurately in order for Amy’s Army to review the request. If a question does not apply, it should be marked not applicable (n/a).  Failure to provide complete and truthful information ensures denial of your request.

Administration
1.	Funding Assistance is not guaranteed and is dependent on the availability of funds.  Therefore, applications will be reviewed until available funding is depleted for each fiscal year (Sept-Aug)
2.	Disbursements will be monitored and reported to the Board of Directors.
3.	Assistance is limited to $1500 per application, once per calendar year unless special circumstances are presented.
4.	Each grant application must be approved by a majority of the current Board members.  Board Members can approve more or less than the amount requested.  

Confidentiality
1.	All applications and information pertaining to funding requests are considered confidential to the extent permitted by applicable law.


Please email amysarmyva@gmail.com with any questions.

*Includes Loudon County, Fairfax County, Arlington County, Prince William County, City of Alexandria, City of Falls Church, City of Fairfax, City of Manassas, City of Manassas Park.  

Grant Assistance Program Application

Personal Information
Name: 


Address:


City: 

State: 

Zip:


Phone (Home): 

Phone (Work):


Number of Individuals in your household. Adults


Children


Information on each individual with cancer


Name

Birthdate

Diagnosis & Severity

Relationship to applicant































Requested Support
Amount of financial assistance requested:
Type of request:  Medical           .Living Expenses            .Non Medical (Related to medical)            .
Reason for request(attach additional sheet if necessary)












   
Supporting Documentation
If the request is for medical assistance, you must provide copies of the itemized medical bills
Requested documents are attached                            .

If the request is for living expenses, you must provide copies of the household bills, utility bills, phone bills, rent agreements, house loan payments, or other outstanding payments due for which the assistance is requested.

            Requested documents are attached                             .

If the request is for non medical expenses related to medical expense, you must provide copies of the hotel bills, travel documents or other expenses.
                   
            Requested documents are attached                             .
                                                                                                                            
                                                                                            


