The Therapy Place, Inc.
Scholarship Application
Return via mail:  3620 Covenant Road; Columbia, SC  29204 or Fax:  803-787-0300
Applicant Information

Child’s Name:      

           


    

Age ______Birth Date:  



Address:  







Phone:  (         )





                 







County:           





Parent/Guardian(s) Name(s):   _______________________________________________________________
Number residing in household 




Rural?  
Yes  
No
Members of Household: Relationship/Age


Monthly Household Income/Expense 
(If additional space is necessary, attach worksheet to this form)

Income Sources

   Amount

      Major Expenses

    Amount









    Essential Expenses










Housing














Utilities














Food















Car Loans





Income Sources

   Amount

      Major Expenses

    Amount

Non-Essential Expenses











Loans















Credit Cards














Cable/Cell Phones













Recreational/Other




      Total Monthly Income




     Total Monthly Expense



(Attach copy/copies of Income verification)






Net Balance (Income minus Expenses)
$





Comments  















I certify that the above consumer information is true and complete.  I understand that submitting false information may result in termination of assistance and a payback of expended funds to The Therapy Place, Inc.
       Consumer or Parent or Legal Guardian





Date

Request Information

Type Request



     Amount Needed

   Amount Requested


 FORMCHECKBOX 
 One-Time



$



$





 FORMCHECKBOX 
 Ongoing *



$



$




*(For year-round therapies)

Program/Therapy for which Scholarship requested:
Dates of Service:
Other Funding Souces

Other resources utilized/contributed to assist with requested need:

 FORMCHECKBOX 
 Child/Family







Amount  $




 FORMCHECKBOX 
 Child’s Trust/Special Needs Trust
  



Amount  $





 FORMCHECKBOX 
 Private Fund Raising Effort

  



Amount  $




 FORMCHECKBOX 
 Private, Non-Profit (Specify)  





Amount  $





 FORMCHECKBOX 
 Public Agency (Specify)






Amount  $





Staff Use Only

Received Date:  





Review Date:  





 FORMCHECKBOX 
  Approved
    
  Amount:  $


      
Approved Period:  




 FORMCHECKBOX 
  Denied (See comments below)
   



Comments:  

































Reviewer





Date

Date Rec’d:





Staff use only:
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