  Bereavement Support Application
Bereavement Support Fund
Cal Farley's Boys Ranch Alumni Association 
Copy completed Application to document file; send as an attachment via email: rsher9@aol.com or cfbraa@gmail..com  or mail it to CFBRAA, P.O. Box 9435, Amarillo, TX  79105.  For more information you may call 806-655-3884 or 214-384-5050

Applicant                                                                                         Date ________________

Last Name: ________________________ First Name _________________ MI ____
Address:
Street    _____________________ City ______________ State _____ Zip _________      
Email    _____________________________________ Phone ____________________     
Deceased:
 Last Name: ________________________ First Name _________________ MI ____
Relationship to Applicant: ________________________________________________

Relationship of Applicant or Deceased to Cal Farley’s _______________________________	______________________________________________________________________

Financial Need
    The Bereavement Fund has been contributed to the Association for the purpose of assisting families in the crisis time of death, who do not have the verifiable means to cover the expenses associated with the bereavement process, primarily funeral & burial expenses.  This support is not intended to cover any expenses that the family are able to cover.  
     What funeral and burial expenses are being incurred which require the support of the bereavement fund?
Transportation of body	Headstone	
Embalming	Burial at BR
Cremation	Burial Elsewhere (_______________)	
Other (___________________________________)

Please identify expenses you expect to incur:
 Services Provided		Service Provider	   Estimated Cost

1 _________________________     _________________________   $__________
    Provider Contact Info:  Name___________________  Phone _______________
2 _________________________     _________________________   $__________
    Provider Contact Info:  Name___________________  Phone _______________
3 _________________________     _________________________   $__________
    Provider Contact Info:  Name___________________  Phone _______________
4 _________________________     _________________________   $__________
    Provider Contact Info:  Name___________________  Phone _______________

What is the total amount of the obligation?     		$_____________________
What amount are you requesting with this application?    $_____________________          


Resources Available
Employer ________________________________ Contact Person _____________________
Street ______________________ City_____________ State _____ Zip _____________
Phone ______________________   Beginning date _________    End Date __________
(If you are unemployed fill out the above information on most recent employer)
Other sources of income (list sources and amounts of other income)
__________________________________________________________________
__________________________________________________________________

Is there life or burial insurance?_____________________________________________

Other resources available:  (From what other sources have you applied for assistance?)
Agency / Person ________________________________________________________ Contact Person ___________________________ Phone ________________________
Amount Received: $________________     Reason for not granting the application:
__________________________________________________________________
__________________________________________________________________
Other Family Members: 
  Name _________________________ Relation ____________ Phone__________________
  Name _________________________ Relation ____________ Phone__________________
  Name _________________________ Relation ____________ Phone__________________
  Name _________________________ Relation ____________ Phone__________________

If this application is not approved, what will you do relative to the obligation?
__________________________________________________________________
__________________________________________________________________

If this application is approved, will you be able to reimburse the Crisis Support Fund
in order to help other applicants in the future?   Yes            No            Maybe

If "Yes" or "Maybe", when and how could you reimburse the fund?
__________________________________________________________________
__________________________________________________________________
Feel free to share with the committee any other information you feel would help in considering this application.









To the best of my knowledge the information in this application is accurate and complete.



Signature	 		Date:	 	
