MCB Program Application

SPECIAL SERVICES

	PERSONAL DATA (Please Print)

	 Applicant Name:
	

	Address:
	

	City/State/Zip:
	

	Telephone:
	

	Alternate Phone:
	

	Email:
	

	VISUAL STATUS

	 FORMCHECKBOX 
Totally Blind        FORMCHECKBOX 
Legally Blind        FORMCHECKBOX 
Sighted

	MEMBERSHIP

Member of MCB?  FORMCHECKBOX 
YES   FORMCHECKBOX 
NO, if yes are you a

      FORMCHECKBOX 
Member at Large     Or       FORMCHECKBOX 
Affiliate Member

	Affiliate Name:
	

	If not a member of MCB, applicant must submit verification of blindness (letter on official letterhead from doctor, state or private agency.)

	Household Income (check all that apply):

	Source

Amount Receive Monthly

Employment

SSI

Blind Pension

SSDI

Spousal Support

Child support

Maintenance

VA Pension

Food Stamps

Welfare Programs

Total Monthly Income

Please provide documentation for proof of income



	Number of persons in household:
	

	Amount of Grant requested:
	

	Reason you cannot pay said expenses: (If due to property loss, money or check loss or theft, please submit a copy of police report, if possible)

	

	

	


Other attempts have to have been made before you apply for this grant.  What other attempts have you made to acquire funds?

	

	


NOTE: If approved, all attempts will be made to make a check payable to the third party.  In the unusual event this is not possible, you must provide proof of purchase for the item.

SUPPORTING DOCUMENTS

A. A signed release of information form must accompany your application

B. Utility Bill: If request is for utility payment

C. Other Bills: If other than utility, include bill with account number or customer ID

D. Purchase: For purchases, include name of business, business address, phone number and price quote on Company letterhead.

	
	
	

	Signature of Applicant
	
	Date Submitted


Send Application and Supporting Documents to:

Missouri Council of the Blind

5453 Chippewa Street

St. Louis, MO 63109

RELEASE OF INFORMATION FORM
*Applicant must complete name, address and phone of the appropriate agency, organization, business or physician; sign and date the Release Form and enclose it with the application

This is to authorize:

	Name:
	

	Address:
	

	Phone:
	

	To provide the Missouri council of the Blind with requested information regarding my:

	

	

	Applicant Signature
	

	Printed Name
	

	Date:
	

	Committee Use: The committee chairperson is to list either “Scholarship needs”, “Status of health” 

	or “Emergency needs.”
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