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FAMILY ASSISTANCE GRANT PROGRAM
Applicant Packet and Fillable Application
Support for children and families navigating recovery after a burn injury


	This packet is designed to be trauma-informed, easy to complete, and respectful of family privacy. Please provide only information relevant to the requested assistance. Do not include Social Security numbers, complete medical records, or unrelated medical information.




	Applicant/Guardian Name
	 ______________________________

	Child Initials
	 ______________________________

	Date Submitted
	 ______________________________

	Amount Requested
	$ ______________________________

	Application Number
	Foundation use only ______________________________



Version 1.0 | July 2026


	PART A - APPLICANT GUIDE
Read this section before completing the application.



Purpose of the Program
The Embers of Hope Burn Foundation Family Assistance Grant Program provides needs-based assistance to eligible children and families affected by a burn injury. Awards are intended to address documented needs that support the child’s recovery, safety, stability, access to care, school participation, or family functioning.
Who May Apply
A parent, legal guardian, or authorized caregiver may apply on behalf of a child under age 18 who has experienced a burn injury. The Foundation may establish geographic, timing, funding, or program priorities from time to time. Eligibility is determined under the written program policy in effect when the application is reviewed.
Examples of Potentially Eligible Assistance
	☐ Transportation to burn-related care
	☐ Temporary lodging for treatment

	☐ Compression garments or adaptive items
	☐ Counseling or behavioral health support

	☐ School reintegration or educational supports
	☐ Medical supplies not otherwise covered

	☐ Food or essential household support during treatment
	☐ Childcare connected to treatment needs

	☐ Utility or housing stabilization related to hardship
	☐ Other documented recovery-related need



Generally Ineligible or Restricted Requests
	☐ Cash without a documented purpose
	☐ Expenses unrelated to the burn injury or recovery

	☐ Costs already fully paid by another source
	☐ Alcohol, tobacco, controlled substances, fines, or legal penalties

	☐ Payments that would improperly benefit an insider
	☐ Requests lacking sufficient verification



How Decisions Are Made
Applications are reviewed using consistent written criteria, including the child’s recovery-related need, household circumstances, urgency, availability of other resources, expected impact, completeness of documentation, and available Foundation funds. Submission does not guarantee an award. The Foundation may approve, partially approve, defer, or deny a request.
Payment and Documentation
Whenever practical, approved assistance is paid directly to a verified vendor or service provider. Reimbursement may be considered when preapproved and supported by receipts. The Foundation may request additional information and may verify information with the applicant, referral source, vendor, or health care provider after obtaining appropriate authorization.


	PART B - FAMILY ASSISTANCE APPLICATION
Complete all sections that apply. Optional demographic questions do not affect eligibility unless expressly stated in program policy.



1. Parent, Guardian, or Authorized Caregiver
	Full legal name
  ___________________________________
	Relationship to child
  ___________________________________

	Street address
  ___________________________________
	City, state, ZIP
  ___________________________________

	County
  ___________________________________
	Primary phone
  ___________________________________

	Email address
  ___________________________________
	Preferred contact method
  ___________________________________

	Preferred language
  ___________________________________
	Interpreter needed? Yes / No
  ___________________________________



2. Child Information
	Child’s full legal name
  ___________________________________
	Preferred name
  ___________________________________

	Date of birth
  ___________________________________
	Current age
  ___________________________________

	Home county and state
  ___________________________________
	School and grade
  ___________________________________

	Primary caregiver(s)
  ___________________________________
	Referral source
  ___________________________________



Optional demographic information (used only for program evaluation and equitable outreach):
	Race/ethnicity (optional)
  ___________________________________
	Gender identity (optional)
  ___________________________________

	Disability or access needs (optional)
  ___________________________________
	Military/first responder household (optional)
  ___________________________________





	3. BURN INJURY AND RECOVERY INFORMATION



	Date of burn injury
  ___________________________________
	Cause/mechanism of burn
  ___________________________________

	TBSA (%), if known
  ___________________________________
	Burn depth, if known
  ___________________________________

	Body areas affected
  ___________________________________
	Hospital/burn center
  ___________________________________

	Dates hospitalized
  ___________________________________
	ICU stay? Yes / No
  ___________________________________

	Number of surgeries to date
  ___________________________________
	Future procedures anticipated?
  ___________________________________

	Treating provider or clinic
  ___________________________________
	Next scheduled appointment
  ___________________________________



	☐ Flame
	☐ Scald
	☐ Contact
	☐ Electrical

	☐ Chemical
	☐ Inhalation injury
	☐ Other / unknown
	



Briefly describe the burn injury and the child’s current stage of recovery. Include only information relevant to this request.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Current Recovery Needs
	☐ Wound care
	☐ Pain management
	☐ Mobility or physical therapy

	☐ Occupational therapy
	☐ Compression garments
	☐ Scar management

	☐ Mental health or counseling
	☐ Peer support
	☐ School return/reintegration

	☐ Transportation
	☐ Nutrition
	☐ Adaptive equipment

	☐ Future surgery
	☐ Other
	



Describe the child’s current physical, emotional, social, or educational challenges related to recovery.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	4. FAMILY CIRCUMSTANCES AND CURRENT CHALLENGES



	☐ Medical or supply costs
	☐ Transportation
	☐ Temporary lodging

	☐ Lost wages or reduced work hours
	☐ Food insecurity
	☐ Housing instability

	☐ Utility hardship
	☐ Childcare
	☐ Counseling or behavioral health

	☐ School attendance or reintegration
	☐ Bullying or social isolation
	☐ Insurance denial or coverage gap

	☐ Caregiver stress
	☐ Sibling or family support needs
	☐ Other



Explain the most significant challenges your family is experiencing and how they relate to the child’s burn injury or recovery.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Describe other resources you have contacted or received, including insurance, hospital assistance, government benefits, community organizations, crowdfunding, or family support.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	5. REQUESTED ASSISTANCE



	Total amount requested
  ___________________________________
	Date assistance is needed
  ___________________________________

	Is this urgent? Yes / No
  ___________________________________
	If urgent, deadline and reason
  ___________________________________



Itemized Request
	Item or service
	Vendor/provider
	Amount
	Priority (1-3)

	
	
	$
	

	
	
	$
	

	
	
	$
	

	
	
	$
	

	
	
	$
	

	
	
	$
	


Explain specifically how the requested assistance will support the child’s recovery, safety, stability, access to care, school participation, or quality of life.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
Preferred Payment Method
	☐ Direct payment to vendor/provider
	☐ Other method approved by Foundation

	☐ Foundation-purchased goods or gift card restricted to approved purpose
	





	6. HOUSEHOLD FINANCIAL SNAPSHOT
Provide a reasonable estimate. Attach the detailed worksheet only if requested or if it helps explain the need.



	Number of adults in household
  ___________________________________
	Number of children in household
  ___________________________________

	Current employment status of caregiver 1
  ___________________________________
	Current employment status of caregiver 2
  ___________________________________

	Health insurance status
  ___________________________________
	Estimated monthly household income
  ___________________________________

	Estimated monthly essential expenses
  ___________________________________
	Estimated monthly burn-related out-of-pocket costs
  ___________________________________



	☐ Medicaid/CHIP
	☐ Private insurance
	☐ Uninsured

	☐ SSI/SSDI
	☐ SNAP
	☐ TANF

	☐ Housing assistance
	☐ Workers’ compensation
	☐ Victim compensation

	☐ Other assistance
	
	



Describe any unusual financial circumstances, recent changes in income, or expenses not reflected above.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________


	7. SUPPORTING DOCUMENTATION CHECKLIST



Attach only documents needed to verify eligibility and the requested expense. Redact Social Security numbers, bank account numbers, and unrelated medical information.
	☐ Provider or hospital verification form
	☐ Invoice, estimate, quote, reservation, or vendor statement

	☐ Insurance explanation of benefits or denial, if relevant
	☐ Proof of household income, only if requested

	☐ Receipt for a preapproved reimbursement
	☐ School or therapy recommendation, if relevant

	☐ Other documentation supporting the request
	☐ No supporting document available - explanation attached



	The Foundation should collect the minimum information reasonably necessary to evaluate the request. Full medical charts, psychotherapy notes, and Social Security numbers should not be requested through this packet.


Document Submission
	Submitted by email
  ___________________________________
	Submitted through secure portal
  ___________________________________

	Submitted by hospital/referral partner
  ___________________________________
	Other
  ___________________________________





	8. APPLICANT CERTIFICATIONS, CONSENT, AND PRIVACY NOTICE



Applicant Certifications
☐ I certify that I am the child’s parent, legal guardian, or authorized caregiver and am permitted to submit this application.
☐ I certify that the information and documents provided are true, accurate, and complete to the best of my knowledge.
☐ I understand that submission does not guarantee assistance and that funding is subject to eligibility, documentation, available resources, and approval under Foundation policy.
☐ I agree that any award will be used only for the approved charitable purpose and that unused or misapplied funds may need to be returned.
☐ I will promptly disclose duplicate payment, reimbursement, or other assistance for the same expense.
☐ I understand that the Foundation may pay a vendor directly and may verify the expense and payment status.
☐ I understand that optional demographic information and any separate media authorization are not conditions of receiving assistance.
Limited Verification Consent
I authorize Embers of Hope Burn Foundation to contact the referral source, listed health care provider, school representative, insurer, vendor, or service provider only as reasonably necessary to verify the burn-related need, requested expense, eligibility, or delivery of approved assistance. This consent does not authorize access to unrelated medical information and may be revoked in writing, except to the extent already relied upon.
Privacy Notice
The Foundation uses applicant information to evaluate eligibility, administer assistance, prevent duplicate payments or misuse, maintain financial and program records, meet legal and tax reporting obligations, and prepare de-identified program statistics. Information may be shared with authorized reviewers, professional advisers, referral partners, vendors, or service providers only as reasonably necessary for these purposes or when required by law. Records will be protected using reasonable administrative, technical, and physical safeguards and retained under the Foundation’s record-retention policy.
	Applicant printed name
  ___________________________________

	Signature
  ___________________________________

	Date
  ___________________________________

	Electronic signature email/date
  ___________________________________

	Child age 18? Not applicable / child signature
  ___________________________________



	Electronic signature: Typing a name into a designated signature field or submitting the application from the applicant’s verified email may be treated as an electronic signature if the Foundation’s adopted procedure permits it.




	PART C - PROVIDER OR REFERRAL VERIFICATION FORM
To be completed by a burn center, hospital, physician, nurse, social worker, case manager, therapist, school professional, or other qualified referral source.



	Professional name and credentials
  ___________________________________
	Title/role
  ___________________________________

	Organization/facility
  ___________________________________
	Work phone
  ___________________________________

	Work email
  ___________________________________
	Relationship to child/family
  ___________________________________

	Date child last seen
  ___________________________________
	Preferred verification method
  ___________________________________



	Date of burn injury
  ___________________________________
	TBSA (%), if known
  ___________________________________

	General burn location
  ___________________________________
	Current recovery stage
  ___________________________________

	Current treatment or support needs
  ___________________________________
	Expected duration of need
  ___________________________________



Briefly verify the burn-related need and explain why the requested assistance is reasonable and likely to support recovery or family stability.
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
	☐ I verified the need through direct professional involvement
	☐ I reviewed relevant records

	☐ I discussed the need with the family
	☐ I recommend full funding

	☐ I recommend partial funding
	☐ I can provide additional verification upon authorized request



	Professional signature
  ___________________________________
	Date
  ___________________________________



	Do not attach full medical records. Provide only the minimum information necessary to verify the burn-related need and requested assistance.




	PART D - OPTIONAL DETAILED FINANCIAL WORKSHEET
Complete when requested by the Foundation or when additional detail will help explain the need.



Monthly Household Income
	Source
	Gross monthly amount
	Notes

	Employment
	$
	

	Self-employment
	$
	

	Public benefits
	$
	

	Disability/SSI
	$
	

	Child support
	$
	

	Family support
	$
	

	Other
	$
	


Monthly Essential Expenses
	Expense
	Monthly amount
	Burn-related portion/notes

	Housing
	$
	

	Utilities
	$
	

	Food
	$
	

	Transportation
	$
	

	Insurance
	$
	

	Medical
	$
	

	Childcare
	$
	

	Debt minimums
	$
	

	School needs
	$
	

	Other
	$
	




	PART E - FOUNDATION INTAKE PAGE
Internal use only. Remove before sending if the Foundation uses a separate reviewer packet.



	Application number
  ___________________________________
	Date received
  ___________________________________

	Received by
  ___________________________________
	Referral source
  ___________________________________

	Urgency level
  ___________________________________
	Completeness status
  ___________________________________

	Conflict screening completed by
  ___________________________________
	Date assigned for review
  ___________________________________



	☐ Application complete
	☐ Additional information requested

	☐ Provider verification received
	☐ Vendor verified

	☐ Duplicate assistance checked
	☐ Conflict identified - recusal required

	☐ Emergency review requested
	☐ Standard review



Intake notes and missing items:
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
	Applicant notified of receipt
  ___________________________________
	Date
  ___________________________________

	Next review date
  ___________________________________
	Assigned reviewer(s)
  ___________________________________



Legal and Compliance Reference Notes
Program administration should be consistent with the Foundation’s charitable purpose, written eligibility criteria, board-approved conflict-of-interest policy, accounting controls, charitable solicitation representations, and federal tax-exemption requirements. Assistance should serve a sufficiently broad or indefinite charitable class, be based on an objective assessment of need, avoid impermissible private benefit or insider benefit, and be supported by records showing the recipient, purpose, amount, selection basis, and use of funds. Florida charitable solicitation rules also require contributions to be applied substantially consistently with the purpose represented to donors.
Primary references reviewed for this packet: Florida Statutes Chapter 496, including sections 496.405, 496.4055, 496.407, and 496.411; Florida Statutes Chapter 617, including conflict-of-interest provisions; IRS guidance on charitable classes, needs-based assistance, grants to individuals, and recordkeeping for charitable relief programs. Laws and guidance may change; counsel should confirm applicability to the Foundation’s exact facts.
CONFIDENTIAL - Applicant information is used only to evaluate and administer assistance.
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