
GRACIE'S HOPE APPLICATION 
 

*Please complete all information; otherwise your request may be delayed 
 

Date: ______________________ 
 
 
Person Needing Assistance: 
 
      Name: _____________________________________________ 
       
      Date of Birth: ____________________ 
 
      Diagnosis: _______________________________________________ 
 
      Address: _________________________________________________________________ 
 
      E-mail: ______________________________ 
 
      Phone: ________________________                           
 
 
Person Making Request: 
 
      Name: ______________________________________________ 
 
      Relationship: _____________________ 
 
      Address: _________________________________________________________________ 
 
      E-mail: _______________________________ 
 
      Phone: __________________________                         
 
 
Request Statement: 
 
       List the type of assistance you are requesting, along with costs.   
       Please be specific with your request. 
       Also include attending Dr.'s name, address and phone number. 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 
 
 



                                                                                                             
GRACIE'S HOPE APPLICATION 

 
 

 
 
1. How many people live with applicant? _____________ 
 
2. Yearly family income: _______________ 
    (You may be asked to provide copies of pay stubs, W-2's, etc.) 
 
3. Have you ever received assistance from Gracie's Hope? _____________ 
 
4. How did you hear about Gracie's Hope? __________________________________________ 
 
5. Would you be willing to allow Gracie's Hope to use pictures and (or) videos of the applicant to be used on 
Gracie's Hope website? ___________________ 
 
6. Would you be willing to allow Gracie's Hope to use pictures of the applicant for Gracie's Hope brochures? 
__________ 
 
 
 
FOR HBOT APPLICANTS ONLY: 
 
1. Has applicant ever received HBOT? ___________________ 
 
 If yes, please list how many treatments and where they were received: ____________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
2. Would you be willing to shoot before and after HBOT videos of the applicant to be used on Gracie's Hope 
website? _______________ 
 
 
 
 
To the best of my knowledge,      Questions? 
 
the above information is truthful and accurate.      Contact Shannon Pridmore 
                   704-892-0640 
          or email 
___________________________   _____________     Gracieshope@adelphia.net 
Signature of applicant   Date 
           Please mail application to: 
 
___________________________ _____________            Gracie's Hope 
Signature of Guardian   Date              P.O. Box 1597 
              Davidson, N.C. 28036 
 
              or fax to 704-892-1023 


