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LEICESTERSHIRE KIDNEY PATIENTS ASSOCIATION


GRANT APPLICATION 

SECTION ONE

Name of applicant: …………………………………………………………………………………….

Address:…………………………………………………………………………………

Postcode:……………………………………………..Telephone………………………

SECTION TWO

Income:

*Do you have any paid employment?         



Yes/No

Benefits:
Do you receive Employment and Support  Allowance (ESA)? 
Yes/No

Which type?

ESA -CB (contribution-based) or ESA-IR (income-related)

ESA-CB/ESA-IR

Do you receive Attendance Allowance?




Yes/No

Do you receive Disability Living Allowance

OR Attendance Allowance


 



Yes/No

At which rate?




*Higher

…….








*Middle

…….








*Lower

…….

*Please tick as applicable

Do you receive a pension?






Yes/No

Do you receive pension credit? 





Yes/No

Do you have savings or any other income source?


Yes/No

Is anyone else in your household at work or 

In receipt of an income?






Yes/No

Note: We reserve the right to ask you at a later date for evidence of your total income and outgoing expenses.
We bring to your attention that the consideration and possible award of a grant to you for this purpose must be considered to be personal and confidential and in no way sets a precedent for any future award to yourself or other persons in any way whatsoever howsoever presented or considered.
SECTION THREE

Have you applied to any other sources for a grant?

Y/N

Was this grant successful





Y/N

If successful what was the grant for? ………………………………………………

………………………………………………………………………………………………

SECTION FOUR

Please write below what your request is for:

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

………………………………………………………………………………………………

DECLARATION

I have read the guidelines and confirm that the information is correct to the best of my knowledge.

I am a pre-dialysis patient
I am a patient at …………………………………………………….    Renal Unit 

I am a PD patient……………………………………………………………………

I am a transplant patient…………………………………………………………….

Signed…………………………………………  Print Name………………………

Date…………………

SECTION  FIVE
AUTHORISATION TO BE COMPLETED BY RENAL NURSE OR SOCIAL WORKER:

Name of Patient:………………………………………………………………….

Therapy (HD/PD/transplant/none)…………………………………………….
Comments to support this grant application:……………………………….

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

………………………………………………………………………………………..

Signed……………………………………Print Name:…………………………..

Job title:……………………………….. Date:…………………………………
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