Forget Me Not Foundation of NWTN 
Application for Assistance
Name:_________________________________________________ Date of Birth:___________________
Address:______________________________________________________________________________
Circle which county in which you reside: 	OBION 		WEAKLEY	 LAKE
Phone #:_________________________________________
Secondary contact name and #:___________________________________________________________
Contact Relation:_______________________________________________________________________
Diagnosis:________________________________________ Date Diagnosed:_______________________
[bookmark: _GoBack]Primary Care Physician & office phone number:________________________________________________
Neurologist Name & Contact Info: _________________________________________________________
Current Medications/Treatments Undergone Related to Alzheimer’s/Dementia:
	Medications/Treatments
	Date
	Ordering Provider 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Type of Insurance:Primary__________________________Secondary_____________________________
Are the prescriptions dementia covered by your insurance?	 Yes / No
Are you currently using any incontinence supplies, if yes please name the brand, size, and estimated amount of supplies used in one day?__________________________________________________________________________________________________________________
Current Family Monthly Income: (You and/or your spouse)___________________________________
Type of assistance requested:__________________________________________________________________________________________

	AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION


Forget Me Not Foundation of NWTN Authorization To Obtain Medical Records, when complete please fax to:_________________________________

Patients Name:_________________________________Birth Date:______________________SS#______________________________
Address:______________________________________________________________________________________________________
_____________________________________________________________________________________________________________

I authorize the Forget Me Not Foundation of NWTN to obtain/request copies of my health information from:_____________________________________________________________________
(Name and Address) -Specify: Hospital, Doctor, Etc.
Purpose of use, disclosure, and/or request: 
· Continuation of Care/Treatment for Alzheimer’s or related dementia provided by the foundation 
· Other (financial assistance from the Forget Me Not Foundation of NWTN)

I authorize use and/or disclosure of information covering treatment from:_______________ to ________________
								                       (Enter specific dates)	
Information to be used and/or disclosed:
· General Medical (Example: History and Physical, Official diagnosis of Alzheimer’s or related to dementia, Date Diagnosed)
· Radiology Reports
· Emergency Department Record
· Other(Specify)______________________________________________________________________________________________
	I understand that I have a right to revoke this authorization at any time, except to the extent that release of information has already occurred in reliance on my prior authorization.

I understand that in order to revoke an authorization, a written document stating the intent of the patient is to be either delivered in person or by certified mail to the Forget Me Not Foundation of NWTN indicated above. The revocation document is to contain the signature of the patient’s legal representative.

I understand that authorizing the disclosure of health information is voluntary. I understand that it is my responsibility to inquire with the party requesting my health records regarding the effect of my refusal to sign this form.

I understand that any disclosure carries with it the potential for re-disclosure by the recipient of the information and such re-disclosure may not be protected by federal confidentiality laws.




Date_______________________________________              
Patient signature (or person authorized to consent)_____________________________________________________________
Please provide two forms of personal identification; documentation of legal authority to act on behalf of patient, if applicable; and, validation of financial information.  (Copies may be made for the foundation’s records.)

All information obtained by and for the foundation during the application process will be considered confidential personal and medical information and will be treated as such; and, will not be shared with any other person, company, or institution without the exclusive permission of the applicant.
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