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	CONFIDENTIAL
	APPLICATION FORM
	Application Number:
	     


	Child’s Information

	Full Name:
	     
	Gender**: 
	     

	Date of Birth***:
	     
	ID or Passport No: 
	     


	Parent(s) or Guardian(s) Information

	Father's Name:
	     
	ID Number: 
	     

	Occupation:
	     
	Mobile Tel No:
	     

	Mother's Name:
	     
	ID Number: 
	     

	Occupation:
	     
	Mobile Tel No:
	     

	Marital Status (Married/ Single/ Divorced/ Widowed):
	     

	Guardian’s Name*:
	     
	ID Number: 
	     

	Occupation:
	     
	Mobile Tel No:
	     

	Relationship with Child (If not the parents):
	     

	Partner’s Name*:
	     
	ID Number: 
	     

	Occupation:
	     
	Mobile Tel No:
	     

	Email:
	     
	Home Tel No:
	

	Address:
	     
	

	
	     
	


	Siblings or Other Dependent Members of the Family

	Relation
	
	Name
	
	Age
	
	ID or Passport No

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     

	     
	
	     
	
	     
	
	     


	Monthly Income

	From father’s occupation:
	 FORMDROPDOWN 

	     
	Single Parent Benefit
	 FORMDROPDOWN 

	     

	From mother’s occupation:
	 FORMDROPDOWN 

	     
	Unemployment Benefit:
	 FORMDROPDOWN 

	     

	From guardian’s occupation*:
	 FORMDROPDOWN 

	     
	Minimum Wage (ΕΕΕ):
	 FORMDROPDOWN 

	     

	From partner’s occupation*:
	 FORMDROPDOWN 

	     
	Child Benefit: (Monthly  FORMCHECKBOX 
 / Annual  FORMCHECKBOX 
)
	 FORMDROPDOWN 

	     

	Public Allowance (Welfare Office):
	 FORMDROPDOWN 

	     
	
	
	

	Other (please specify):
	     
	 FORMDROPDOWN 

	     

	Total:
	 FORMDROPDOWN 

	     

	Note:   Evidence is required for all the above (e.g. Income Certificate or Attestation from the Social Insurance Office)
            The total household income should be declared, including any partner’s income if living together with any of the parents


	* If Applicable     ** M or F     *** DD/MM/YYYY     


	Monthly Expenses

	Monthly bills:
	 FORMDROPDOWN 

	     
	Monthly children expenses:
	 FORMDROPDOWN 

	     

	Loans:
	 FORMDROPDOWN 

	     
	Household expenses:
	 FORMDROPDOWN 

	     

	Other (please specify):
	     
	 FORMDROPDOWN 

	     

	
	     
	 FORMDROPDOWN 

	     

	
	     
	 FORMDROPDOWN 

	     

	Total:
	 FORMDROPDOWN 

	     


	Diagnosis

	General History:
	     

	
	     

	
	     

	Medical Condition:
	     

	Medical History:
	     

	
	     

	
	     

	Is the patient presently following any medication:
	     

	If YES please provide information:
	     


	Treatment

	Treatment Required:
	     

	Proposed Doctor/ Therapist/ Institution:
	     

	Contact Tel No:
	     
	Email:
	     

	Period of Treatment     (from):
	     
	(to):
	     
	Number of Sessions (Per Week):
	     
	(Total):
	     

	Cost per Session:
	     
	 FORMDROPDOWN 

	Total Cost for Treatment:
	     
	 FORMDROPDOWN 



	Important: 
	The Application must be accompanied by the following documents:

	
	1. Evaluation Assessment of the patient by a professional psychologist

	
	2. Evidence concerning Income






































































































 (e.g. Income Certificate or Attestation from the Social Insurance Office)

	
	3. Qualifications of the proposed Doctor/ Therapist/ Institution in case they are not already included in the foundation’s List of Approved Therapists
4. Consent for Personal Data Form


	On behalf of the parent(s) or guardian(s)

	     

	(Name & Signature)

	Date***:
	     

	


	Note: 
	1. In case the Application is not completed correctly or is not accompanied by the required documents, the Foundation will not be able to review it

	
	2. All information included in the application is strictly confidential and for the sole purpose of reviewing the application

	
	


	* If Applicable     ** M or F     *** DD/MM/YYYY    

 **** The Proposed Therapist should be included in the foundation’s List of Approved Therapists, which can be requested from the Foundation

	

	For Official Use Only

	Date Application Received ***:
	     
	Doctor’s Diagnosis Received
	 FORMCHECKBOX 

	On behalf of the Foundation

	
	
	Income Evidence
	 FORMCHECKBOX 

	

	Application Approved:  
	 FORMCHECKBOX 

	Doctor’s Qualifications Received*
	 FORMCHECKBOX 

	

	
	
	Foundation Approvals Received
	 FORMCHECKBOX 

	     

	Application Declined:
	 FORMCHECKBOX 

	Attendance Conf. Form Received
	 FORMCHECKBOX 

	(Name & Signature)


	
	
	Personal Data Consent Received
	 FORMCHECKBOX 

	Position:
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