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Instructions for Completing Clinical Scholarship Application


Application for Clinical Supplemental Scholarship
The following information is being used as a request for financial assistance to provide health and educational related services.  This information is kept strictly confidential and will be reviewed only by authorized personnel of the Innovative Health Foundation, Inc. 

	Name of Applicant (Child’s Name)
	

	Date of Birth
	

	Name of Authorized Guardian(s)
	

	Address
	

	Phone number
	

	E-mail
	


FINANCIAL INFORMATION

	Estimated monthly household income:
	$

	Estimated monthly household expenses:
	$

	· Mortgage/Rent
	$

	· Car Payments
	$

	· Utilities
	$

	· Credit Card Payments
	$

	· Food
	$

	· Other (specify)
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	Total Monthly Expenses
	$

	
	

	
	

	Does your insurance cover the services for which you are requesting funding?
	Yes
	No

	If yes, how much funding do you receive?
	$

	Do you receive other financial resources to cover therapeutic services for your child? (Medicaid, Katie Beckett Waiver, NOW/COMP waivers etc.)
	Yes
	No

	If yes, how much funding do you receive?
	$

	How much will your family contribute to the services for which you are requesting funding?
	$


PARENT SECTION
Parent/guardian assessment of patient at present to include social/emotional functioning, level of dependence/independence on others for assistance, day-to-day activities, skill sets, relational issues at home, ie., sibling to sibling, patient to parent, patient to others, educational, social, etc.:
	

	

	

	

	

	


What outcome do you expect following this treatment? 
	

	

	

	

	

	


Why do you need this scholarship to obtain this treatment for your child?

	

	

	

	

	

	


If your child receives Special Education services through their school, please attach a copy of their current IEP (include only Present Level of Performance and current Goals and objectives, along with the pages that identify the eligibility category(ies) and service delivery plan.

Please attach any additional current therapy progress (Physical, Speech, Occupational Therapy), and progress reports on IEP goals and objectives.

PATIENT BACKGROUND

To be completed by parent or guardian. Please give as much detail as possible, attach additional sheet if necessary.

Physical description of patient (height, weight, use of prosthetics, hearing aids.): 
	

	


Disposition/ demeanor: 
	

	


Medical history: 

	Provider
	

	Diagnosis (ICD9 Code)
	

	Treatment Provided
	

	

	Length of Treatment
	

	Cost of Treatment (include insurance and patient contributions)

	


	Provider
	

	Diagnosis (ICD9 Code)
	

	Treatment Provided
	

	

	Length of Treatment
	

	Cost of Treatment (include insurance and patient contributions)

	


PARENT AUTHORIZATION/SIGNATURE
_________ (initial) I understand that Innovative Health Foundation exists to provide supplemental financial support for children who need a coordinated care approach to services and that compliance with all data and information requests is mandatory to receive scholarship funds.  

_________(initial) I understand that scholarship funds may cease and I may be personally responsible for any bills incurred by my provider(s) if I fail to follow the prescribed plan of treatment as indicated by my provider(s)  
_________(initial) I understand that the Innovative Health Foundation is held harmless against the negligent or incidental acts of providers. Providers assume full responsibility for care provided to you/your child. IHF is not responsible for treatment, nor do they represent/or endorse methods of any providers. IHF is not an insurance company, nor are we affiliated with any insurance companies. We do not guarantee financial reimbursement, and do not guarantee any outcomes.
The above information is a reasonably accurate portrayal of needs and costs as I affirm by my signature below:

Client/Guardian Signature

Printed Full Name

Date: _______________________________

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION
	Patient Name
	

	Date of Birth
	

	Facility/Provider’s Name
	


Pursuant to the Health Insurance Portability and Accountability Act (HIPAA) Privacy Regulation, 45 CFR § 164.508, the above listed provider/facility is hereby authorized to release to the Innovative Health Foundation (IHF), or any of its representatives, all medical records, meaning every page in my records, including but not limited to, office notes, face sheets, discharge summaries, history and physicals, consultation notes, intra-operative records, anesthesia records, operative reports, recovery room, pathology reports, medication administration records, EKG reports, EKG strips, EEG reports, EEG strips, therapy notes, orders, progress notes, laboratory results, nurses notes, vital sign sheets, intake/output records, reports and films of all x-rays, mammograms, CT scans, MRIs or PET scans, respiratory therapy records, nutrition records, social worker records, transfusion records, code sheets, consent forms, autopsy report, labor flow sheets, labor and delivery summary, delivery summary/report/note, fetal monitor strips, nursery records, emergency room records, transfer records, discharge instructions, personal property lists, in-patient records, clinic records, correspondence, photographs, videotapes, telephone messages, computer generated information, medical bills, pharmacy and drug records, health insurance, insurance claim forms, insurance payment forms, Medicaid or Medicare records, concerning any medical treatment that I have received from such provider/facility or any of its employees or agents, or which the provider/facility keeps in the regular course of business.

In addition, I hereby specifically authorize the release to IHF of all records kept by the provider/facility, if any, regarding my child’s mental health, psychiatric conditions and/or treatments, chemical dependency, or sexually transmitted disease(s).

The purpose of this authorization and request is to allow IHF to obtain ALL medical information pertaining to my child’s physical and/or psychiatric condition(s), as it may be relevant to certain TREATMENT programs in applying for a scholarship with IHF. 
I hereby authorize the IHF medical staff to speak to my healthcare professionals privately as may be requested.
I understand that I have the right to revoke this authorization at any time by providing written notice of revocation to the above-listed provider/facility and IHF.  However, I also understand that the revocation shall not prohibit the disclosure of information that is released in reliance on this authorization prior to receipt of the revocation by the provider/facility.  

Unless otherwise revoked, this authorization will expire three (3) years from the date of signature. 

I understand that my medical providers may not condition treatment or payment on whether I execute this authorization.  I also understand that the information disclosed pursuant to this authorization may be subject to re-disclosure and will no longer be protected by the privacy regulations promulgated pursuant to the Health Information Portability and Accountability Act (HIPAA).  

I have read and understood fully this authorization prior to signing this authorization, and my signature is given freely and voluntarily.

______________________________________

Patient/Client’s Signature or Parents/Guardian Signature

______________________________________

Patient/Client’s Printed Name or Parents/Guardian Signature
______________________________________

Date 

Medical information with regards to HIV, drug abuse, or psychiatric problems are defined by HIPAA as protected health information.  This information requires additional authorization by the patient to be released. 

I,______________________________, authorize the release of my child’s protected health information. 

______________________________________

Patient/Client Signature or Parents/Guardian Signature
________________________________________

Date

TREATMENT PROVIDER SECTION

To be completed by the Treatment Provider. Please complete this section for consideration of scholarship funds.
	Provider Name
	

	Company Name
	

	Address
	

	City
	
	State
	
	Zip
	

	Phone
	

	E-mail
	

	Type Service Provider
	


Please describe the working diagnosis and nature of the problems for which services are being sought by this client. 

Diagnosis (ICD( Code) 











If diagnosis is unknown, list suspected diagnosis: 
	

	


Outline the details of planned evaluation (list for each diagnosis in as much detail as possible)

	

	

	

	

	


A follow-up report to IHF on progress will be requested after 30 – 90 days
Treatment plans:
	Goals for Treatment
	

	Length of Treatment
	

	Assessment of Progress
	

	Cost of Treatment
	


SERVICES REQUESTED & ESTIMATED COST OF TREATMENT

	
	Psychological Testing Services
	$

	
	Psychological Treatment Services
	$

	
	Occupational Treatment Services
	$

	
	Speech Therapy Services
	$

	
	Physical Therapy Services
	$

	
	Functional Medicine Assessment
	$

	
	Nutritional Therapies
	$

	
	Medical Services (specify):
	$

	
	Special Education consultation/programming
	$

	
	Other (specify):
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	Number of office visits or patient interactions (define allotted time and frequency for each visit)
	$                per

	Total Amount of Services requested
	$

	Insurance contribution (please attach pre-determination)
	$

	Family Contribution
	$

	Other contributions
	$

	Total Scholarship Amount Requested
	$


EXPECTED OUTCOMES
What are the expected outcomes if testing services were to be provided for this client?
	

	

	

	

	

	


What are the expected outcomes if all other services were to be provided for this client?

	

	

	

	

	

	


What, if any, educational or training sessions have been provided for the patient/family to ensure effective home treatment?

	

	

	

	


The above information is a reasonably accurate portrayal of needs and costs as I affirm by my signature below:

Provider Signature

Printed Full Name

Date:  _____________________________

Thank you for your interest in a clinical scholarship for your child’s treatment.  The Innovative Health Foundation (IHF) provides clinical scholarships to fund direct services for children with developmental disabilities such as assessments, medical treatment, education and therapeutic services.  





Complete the parent portion of this application. 


Complete and sign the Authorization to Release Protected Medical Information.


Provide the application and signed release to your service provider.


Your service provider will complete treatment sections and the recommended treatment for this scholarship.


Your provider submits the application to IHF via email or U.S. Postal mail:


Mail to: 5050 Research Court, Suite 800, Suwanee, GA 30024	


Email to: �HYPERLINK "mailto:patricia@innovativehealthfoundation.org"�info@innovativehealthfoundation.org�


If your service provider is not a member of the IHF provider network, then they will also need to complete the provider application located on our website and submit along with your scholarship application. 


Notification of scholarship awards takes approximately 45-90 days.


Have you….





Signed the Application, pg 6


Signed the Authorization to Release Protected Health Information, pg 9


Service Provider has completed the treatment section of the application, pg 10-12





Answered all questions completely


Provider has included goals, length and cost of treatment, pg 11


Attached IEP’s, evaluations and other documents supporting need for treatment


Please ensure you have included all information.


Incomplete applications will not be considered








To be completed by authorized reviewers: 





[    ] Approved                                                    Amount:  $ ____________________





[    ] Not approved                                             





 Reason:  ____________________________________________________________________________________________________________________________________________________________________________________________________________





Recommendations:


____________________________________________________________________________________________________________________________________________________________________________________________________________





Special Conditions: 


____________________________________________________________________________________________________________________________________________________________________________________________________________








Signed:  __________________________________________________________








Printed: __________________________	Date: _______________________
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