GOH Assistance Application

How did you hear about the Gift of Hair Organization?
Online ___ Newspaper ____ Physician ____ Referral____ Other ____________
 SECTION ONE: Patient Information
Full Legal Name: ________________________________________
Social Security #: ___________________________          Male ____ Female____
Date of birth: _______________________________
Address: _______________________________________
City: __________________________________________
State/Province: __________
Zip/Postal Code: ______________
Country: _______________________________________
Email: _________________________________________
Telephone: _____________________________________
School & Grade (If applying for child):______________________________________________
SECTION TWO:  Medical Information
Reason(s) for Hair Loss: _________________________________________________________
	Are you undergoing medical treatment?
	Yes        No

	If yes, what type of treatment? ______________________________ _______________________________________________________
	 

	Have you already experienced hair loss?
	Yes         No

	Name of Physician: _______________________________________________________
	 

	Hospital/Office location:
	 

	 _______________________________________________________
	 

	
SECTION THREE:  Insurance Information

	Do you have medical insurance?
	Yes ____ No ____

	If yes, name of insurance company, COMPLETE ADDRESS AND PHONE - COPY FRONT AND BACK OF CARD)__________________________________________________
	 

	Policy No. ________________
	 

	Does your insurance cover prosthetic devices?  
	Yes____  No ____

	Do you have a prescription for a cranial prosthesis from your Physician?  If so, Please submit a copy with application.
	Yes____  No ____

	 
	

	SECTION FOUR: Referral Information (ALL INFO MUST BE COMPLETE)

	Name of Hospital /Organization: _____________________________
	 

	Telephone: ____________________
	 

	Email: ________________________
	 

	Doctor___ Nurse ____ Social Worker ____ Other ____

	Address: _______________________________________________
	 

	City: ________________________
	 

	State/Province: ____________
	 

	Zip/Postal Code:___________
	 



Signature of Referring Physician or Representative: 

__________________________________________________
By signing this application you are stating that there is a financial need on behalf of the recipient.  You also state that the recipient has a medical hair loss condition and would otherwise NOT be able to afford the full payment of this prosthetic device.



SECTION FIVE: Hair Replacement Center or Salon
Please include the Business name, contact name, address and telephone number of a local salon HAIR REPLACEMENT CENTER IN YOUR AREA.  If you are unsure, look in the Yellow Pages under Hair Replacement.  We ask that you assist us in contacting them to ask if they will work with you to provide measurements and final cutting and styling of the hair piece once it has been created. The hair replacement center or salon will need a tape measure.  Gift of Hair will send a detailed instruction form for measurements.  If you need assistance with finding a hair replacement center in your area, please contact us at (985) 635-7964.  The accuracy of the measurements are CRITICAL, as-well-as the cutting of the hair replacement system.
Hair Replacement Center or Salon Name: __________________________________________
Address: ________________________________________________
City, State, Zip: ___________________________________________
Contact Person or Stylist: ______________________________ License #__________  State ___
Phone: _____________________________ Fax: ___________________________________
Email: _____________________________ Website: ________________________________
Email and website are critical for continued communication with the Hair Replacement Center for updates and information.  Thank You.
Check One:
____They are a Hair Replacement Center        ____ Not a Hair Replacement Center

Signature of Hair Loss Patient/Guardian ______________________________________
**************************************************************************
	FOR OFFICE USE ONLY:
	Date Shipped:
	Assisted Items:

	Approved by:
	Assistance Value:  
	

	Date received:
	Donation to Gift of Hair by patient: 
	

	Measurements/Photo/Sample Received:
	HRC:  Approved_______                 NOT Approved________
	



Grant Assistance Instructions

1. Be sure to complete each section of the application.
2. Once completed, please mail application to address listed below:
		P.O. Box 614
                     Covington, LA  70434 
		     	Or call
                   (985) 635-6849 or help with application

