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FOUNDATION 
FOR COMMUNITY CARE 

APPLICANT INFORMATION 

BRIDGE FUND 
Application 

Patient Needing Treatment (Full Name): ___________________ _ Age: __ 

Person applying for funds, if other than the patient (Full Name): 
----------------

Re I at ions hip: __________________ _ 

Home Address: ______________ City: ______ State: ___ Zip: _____ _ 

Best Contact Number: 

FINANCIAL INFORMATION 

Net household Income:$ ______________ Monthly No. in Household: ____ _ 

Insurance Coverage (Name of Company): _______________________ _ 

MEDICAL TREATMENT INFORMATION 

Preferred Provider / Physician referring patient: _____________________ _ 

Referred to (Provider Name): 
----------------

Specialty: ________ _ 

Required Destination (City/Facility): _________________________ _ 

When: How: 
----------------

-------------------

Contact phone number for Specialist: ________________________ _ 

Date of Appointment with Specialist: _________________________ _ 

0 As part of the application approval process, the Foundation for Community Care staff will 
call to confirm appointment date and time. 

SIDNEY HEAL TH CENTER PROVIDER USE ONLY 

Patient listed on this application has been referred by a Sidney Health Center provider for 

specialty care that is either emergent or urgent in nature and is not available at Sidney 

Health Center. 

Authorized Signature: 
-----------------

Date: 

FOUNDATION FOR COMMUNITY CARE USE ONLY 

Past Recipient: Y / N If YES, When: _____ _ Eligible: Y / N 

Appointment Confirmed: Y / N Date: 

Approved by: Date: ________ _ 

Amount:$ _______ Check# ____ _ Date Awarded: 

Received by: 

SEE BACK PAGE 

FOR MORE 

INFORMATION 
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