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APPLICATION FOR OCCASIONS PROGRAM
Please complete the following information to apply for our Occasions Program. Submitting an application does not guarantee acceptance. Please attach the Diagnosis Form completed and signed by a physician. Your application will not be complete without the Diagnosis Form. If you need a volunteer to assist you with this application process, please connect with us via connect@plusonefoundation.org or call 206-285-0628 and a volunteer will get back to you soon. 
APPLICANT INFORMATION (The person who will be receiving the services)
First Name: ______________________________    Last Name: _____________________________

Address: __________________________________ City: _____________ State: _____ Zip Code: __________   

Diagnosis (must be a neurological injury, disease or disorder)________________________________________

*REQUIRED: Physician must complete the Diagnosis Form
1) Check and complete your preferred method of communication:

 Telephone: _____________________  Alternate Phone: ____________________
 E-mail: ___________________________________________     Other: _______________________
2) Some applicants find it helpful to have someone assist them in the application process. Is there someone who is currently assisting you that should receive the same communications we send to you?
Name: _________________________    Email: _______________________   Phone: ____________________

(Please be sure to inform this person ahead of time that they will be receiving information from us)
3) Are you requesting funds for a specific program?  YES    NO

If yes, please complete the following:
Provider’s Business Name: ___________________  Address: ______________________________________
City: ______________ State:___ Zip:________  Phone:______________  Website:____________________

Contact Name: ___________________  Phone: _______________  E-mail:___________________________

4) Are you interested in hearing about other programs that might be available? YES    NO

Please check all that apply and specify.
 Sports  __________________
 Art ________________ 
 Outdoor Recreation
_____________

 Cooking  ________________
 Music/Theater/Dance_________________  

 Travel __________________
 Health/Wellness ____________________

 Yoga/Martial Arts/Pilates _____________________
 Other _______________________________
5) Please provide a detailed description as to how these services assist you in your path of rehabilitation, training and/or education. Explain how these activities have improved your life in the past or how you believe they will improve your life in the future. Please give as much detail and examples as possible. Attach additional pages as necessary.
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
6) Do you have the financial means to pay for this experience? (circle one)  YES    NO

If you have a specific service in mind, please complete the following. 

Program Name/Type: ________________________________________________   

Total Cost of the Program: $____________ for _____________________________(dates) period of time.

The amount you are requesting be granted this round is $___________. (must be under $1,000)
7) How did you hear about the Plus One Foundation Occasions Program? __________________________________________________________________________________________
9) If you have a legal guardian or are under the age of 18, please have a guardian fill out the following and sign below.
Legal Guardian’s First Name: _____________________   Last Name: _________________________________
Address: ___________________________________ City: ___________ State: _____Zip Code: ____________
Phone: ____________________________   E-mail: _______________________________________________   
I hereby certify that the information on this form in its entirety is true and correct to the best of my knowledge.
X___________________________________________________________________________

APPLICANT’S SIGNATURE





DATE

X___________________________________________________________________________

LEGAL GUARDIAN’S SIGNATURE




DATE

(If applicant has a legal guardian or is under the age of 18)
Please mail this application (with Diagnosis Form) to: Plus One Foundation - 3213 W. Wheeler St., #372, Seattle, WA 98199
Plus One Foundation
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DIAGNOSIS FORM – ATTACH TO APPLICATION

This form must be completed and signed by a licensed physician. Please attach the original form to your application and maintain a copy for your records.

PATIENT INFORMATION

Name: _______________________________________________________
Address: ___________________________________
______City: ______________      State: _____
Zip Code: _____________


Phone:______________________    Alternate Phone:___________________

E-mail: __________________________________________
Requesting Participation in the following activities/events: 

(Please be sure the following activities match those on your application): _______________________________________________________________________________________________________________________________________________________________________________________________________________________
------------------------------PHYSICIAN TO COMPLETE INFORMATION BELOW------------------------------

DOCTOR INFORMATION – Please print clearly.
Name: _____________________________________

Address: ___________________________________City: ______________ State: ____
Zip Code: _________


Phone:_________________ Alternate Phone:___________________

Area of Specialty: _______________________________________________________

Patient’s Diagnosis is considered to be a neurological injury, disease or disorder. (Circle one)    YES     NO

Patient’s Diagnosis is: _______________________________________________________________________ ___________________________________________________________________________________________________________________________________________________________________________________

Year Diagnosed: _________ 

The Patient listed above is able and ready to participate in the listed activities and would benefit from these activities in terms of rehabilitation, education or re-education as related to the Patient’s diagnosis. I hereby certify that the information on this form in its entirety is true and correct to the best of my knowledge.

X___________________________________________________________________

PHYSICIAN’S SIGNATURE




DATE

This information is solely for the purpose of the application process for Plus One Foundation grants and services and shall be maintained as confidential and not shared with any other entity.
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