INJURED MARINE SEMPER FI FUND

APPLICATION FOR GRANT





                               Case Advisor:

825 College Blvd., Ste 102







    Fax:                

PMB#609








    E-Mail: 

Oceanside, CA  92057











DATE: ___/___/___       








APPLICATION #______________
RANK:_________ NAME OF INJURED:____________________________________________________USMC  FORMCHECKBOX 
NAVY  FORMCHECKBOX 

SOCIAL SECURITY#: ______ -______-_________UNIT:_____________________________________________________   

HOME OF RECORD:__________________________________________________________________________________   

STREET



CITY

         STATE     ZIP

APPLICANT/HOSPITAL LOCATION:  FORMCHECKBOX 
BETHESDA   FORMCHECKBOX 
WALTER REED    FORMCHECKBOX 
BALBOA    FORMCHECKBOX 
CAMP PENDLETON         

 





  FORMCHECKBOX 
CAMP LEJEUNE   FORMCHECKBOX 
 OTHER____________________________

UNIT/HOSPITAL CONTACT NAME: _________________________________________ PHONE #:___________________

PERSON ACCEPTING GRANT: _____________________________RELATIONSHIP TO MARINE:___________________

PHONE FOR ABOVE NAMED PERSON: (_______)______-________            (_______)______-________ 

E-MAIL:_______________________________________________________________________________

ADDRESS FOR CHECK TO BE DELIVERED:_________________________________________________________________

CASE CIRCUMSTANCES:__________________________________________________________________________________

_______________________________________________________________________________________________________________

DISCLAIMER:  On my own behalf and in behalf of my dependents, I fully and forever release and discharge Injured Marine Semper Fi Fund of 

and from any and all claims, demands, actions, causes of action, suits, controversies and liabilities of every kind and nature accruing to me or

 my dependents arising directly or indirectly from the activities and assistance of the Injured Marine Semper Fi Fund.  I further authorize the use, release, and dissemination of my or my dependents medical information and/or records for use by the Inured Marine Semper Fi Fund in pursuit of its corporate purposes.
____________________________________     ______________________________________          _______________

Print Name of Applicant/Responsible Party
 Signature of Applicant/Responsible Party
                 Date


	(FOR OFFICE USE ONLY)

CASE ADVISOR: ____________________________________RECOMMENDATION:__________________________________________________

 ______________________________________________________________________________________________________________________

VERIFICATION SOURCE: ________________________________________________________________________________________________

BOARD APPROVAL:   ___________________________________________________________________________________________________

ACTION TAKEN: ________________________________________________________________________________________________________

ADDRESS FOR CHECK__________________________________________________________________________________________________


