
APPLICATION FOR ASSISTANCE (Disabled Status)
(All Questions Must Be Answered)

1. Name _______________________________________ Date of Birth __________________
First M. Last       Mo.     Day     Year

2. Address ___________________________________________________________________
No. Street City State Zip Code

3. Former Address (If less than 2 years) 
 ___________________________________________________________________

No. Street City State Zip Code

4. Marital Status: Unmarried _______
Married _________ Date __________
Separated ________ Date __________
Divorced ________ Date __________

5. Number of Dependents ______ Names Relationship
__________________________________________

__________________________________________
__________________________________________

6. Social Security Number: __________________________

7. Home Telephone Number: __________________________

8. Employer’s Name: ________________________________________________________
Address ________________________________________ Telephone No. _____________

9. Business Telephone No. ________________________

10. Date of Original Membership in Association __________________________

11. Are you a member of a Benevolent Association other than Freeport?      Yes  -   No    If yes,
Name ____________________________ Address _______________________________
Telephone Number _________________

12. Are you a member of a Fire Department other than Freeport?      Yes  -   No    If yes,
Name ____________________________ Address _______________________________
Telephone Number _________________

FOR ASSOCIATION USE ONLY:                                                                                                           

Approved ________ Rejected ________ Date ____________________
By (& Title) __________________________________ Amount ____________________
Conditions___________________________________________________________________________



____________________________________________________________________________________
________________________________________________________________________
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APPLICANT’S STATEMENT

Please print or type.
1. My disability is (if injury, also state how, when and where it occurred). 

______________________________________________________________________________
______________________________________________________________________________
__________________________________________________________________

2. Date disability commenced. _____________________________________
Month Day Year

3. Have you recovered from this disability? Yes _______ No _______
If yes, date of recovery. _____________________________________

Month Day Year

4. Are you covered by any medical, surgical, dental, optical or other health insurance or indemnity 
insurance? Yes _______ No _______ If yes, name, address and telephone number of 
each insurance company and type of coverage and policy number (including group number if 
applicable). __________________________________________ 
______________________________________________________________________________
______________________________________________________________________________
__________________________________________________________________

5. Are you covered by any disability insurance? Yes _______ No _______
If yes, name, address and telephone number of each insurance company and type of coverage and 
policy number (including group number if applicable).
______________________________________________________________________________
______________________________________________________________________

6. Amount requested: $_________________

7. Purpose of assistance (attach health care provider bills/invoice or other bills, invoices or information, 
if any). _________________________________________________________
______________________________________________________________________________
______________________________________________________________________

8. a)  Are you a member of a Benevolent Association other than Freeport?      Yes  -   No    If      
                 yes,    Name __________________________   Address __________________________

     Telephone Number _________________

b) Have you applied for or received assistance from any other Benevolent Association other 
than Freeport in relation to matters contained in this application?  Yes  -  No    If      



                  yes,    Name _________________________   Address ___________________________
      Telephone Number ________________ Explanation __________________________       
      _______________________________________________________________________
      _______________________________________________________________________

c) Are you a member of a Fire Department other than Freeport?      Yes  -   No    If yes,
    Name ____________________________ Address _______________________________
    Telephone Number _________________
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d)  Do you own real estate? Yes ________   No ________
      If yes, is the property mortgaged or subject to a lien? Yes ________   No ________

e) If yes, principal balance unpaid (mortgage) or amount of lien $______________ Maturity 
date of mortgage ________________

f) Are there any outstanding judgements against you? Yes ________   No ________
If yes, amount (s) $_______________ Date of judgement _______________________
Judgement creditor ______________________________________________________

g) Have you had property foreclosed upon or given title or deed in lieu thereof?
      Yes ________   No ________  If yes, Date _______________ Explanation _______
       ______________________________________________________________________

h) Have you ever filed for voluntary bankruptcy or been placed into voluntary bankruptcy        
      or made an assignment for the benefit of creditors? Yes ________   No ________ If      
      yes, Date _______________ 

i)    Are you a maker, co-maker or endorser on a note? Yes ________  No ________  If yes,   
       amount(s)  $ _______________ Comments ___________________________________
       ______________________________________________________________________

j)     Are you a party to a law suit? Yes ________   No ________  If yes, Plaintiff ______     
       Defendant ________     Comments __________________________________________
       ______________________________________________________________________

REPRESENTATION AND AUTHORIZATION: The undersigned applies for the assistance in this 
application; and further represents that all statements and information made or contained in this 
application and any accompanying statements or information are true, accurate and complete and are 
made for the purpose of obtaining the assistance.  All information requested has been disclosed herein. 
Verification may be obtained from any source named in this application.

The undersigned hereby authorizes any bank, insurance company, pension plan, former employer, 
current employer, physician, surgeon, hospital, or other health care provider, or any other person, firm or 
corporation, whether named herein or otherwise, having any personal information regarding my 
finances, former employment, current employment, health, medical, dental or optical treatment, 
insurance or pension entitlements, death benefits, or other personal information, to disclose the same and 



provide copies thereof to any agent or representative of The Volunteer and Exempt Firemen's 
Benevolent Association of Freeport, New York, and I release and discharge any such person, firm or 
corporation from any liability whatsoever in doing so.

The original or a copy of this application and any verifications or copies of same shall be retained 
by the Association, even if the assistance requested is not approved.

Date ________________ Applicant _________________________________________

Sworn to before me, under penalty of perjury,
this         day of     

_________________________________
        Notary Public
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DOCTOR’S  CERTIFICATION

The Doctor’s Statement must be filled in completely.

1. Applicant’s Name ___________________________________________________________
First Middle Last

2. Age _________________
3. Male _______  Female _______
4. Diagnosis/Analysis: _________________________________________________________

a) Applicant’s symptoms_____________________________________________________

__________________________________________________________________________

b)   Objective findings _______________________________________________________ 

__________________________________________________________________________

5. Enter dates for the following:
a) In your opinion, is the applicant disabled (prior to treatment)? Yes _______ No _______
b) If yes: date disability commenced ________________________________________

date disability ended or expected to end _____________________________
c)   Is disability: total ____________ partial __________

permanent _______ temporary _______
d)   Date of your first treatment for this disability __________________________________

Month Day         Year
e) Date of your most recent treatment for this disability ____________________________

Month Day  Year
NOTE: Definition of disabled – impaired, incapacitated, or unable, as a result of illness, disease 
disorder, other pathological condition or injury, to discharge any normal physical or mental function, 
whether permanently or temporarily and whether totally or partially, and requiring therapeutic, 
corrective, rehabilitative or other prescribed treatment or use of prescribed medication or device or 
devices.

6. Applicant Hospitalized? Yes _______  No _______  From _______  To _______
Name and address of hospital __________________________________________________
__________________________________________________________________________

7. Operation indicated? Yes _______  No _______
a) Type __________________________________________________________________
b) Date __________________________________________________________________

8.       Remarks (attach additional sheet if necessary _____________________________________

__________________________________________________________________________



__________________________________________________________________________

__________________________________________________________________________
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9.       I affirm that I am a __________________________________________________________

e.g.  Physician, Podiatrist, Chiropractor, Dentist

Licensed in the State of _____________________  License No. ______________________

Doctor’s Signature __________________________________________________________

Doctor’s Name (Please Print) __________________________________________________

Office Address _____________________________________________________________
     No. Street Town State   Zip

Telephone No. __________________________   Fax No. __________________________

Date _________________________
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