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Application for Travel Aid
Please complete and e-mail back to adam@marysmagicalmoment.org.
Aid will be based on available funds and needs.
Patient’s Full Legal Name_______________________________________________
Date of Birth_______________________
Parents/Guardians Name_______________________________________________________
Mailing Address_______________________________________________________________
E-mail Address________________________________________________________________
Phone Number________________
 Number of people residing in the home with the patient:________________
Diagnosis     DIPG            DMG
Date of Diagnosis_________________
Current Treatment Receiving and Location _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Miles traveled for treatment and frequency________________________________________
Briefly explain what you are needing financial assistance with in regard to travel for treatment _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Social Media site or Carebridge____________________________________________________________
A board member may reach out to you to confirm need before a decision is made on travel aid being granted.  Please feel free to send any additional information that will aid in decisions.
       By checking this box, I allow Mary’s Magical Moment to use my story (minus identifying
characteristics) to solicit donations/funding to further help others undergoing treatment.
      I certify that the information provided on this application is true and accurate to the best of my
knowledge. I release Mary’s Magical Moment of all liabilities or claims arising out of the
donation of money or services provided to my family or myself.

___________________________________				_________________________
             Legal Guardian’s Signature						         Date


Below is for Mary’s Magical Moment internal records:
 Date Received Application:_____________________
Next Steps: __________________________________________________________________________________________________________________________________________________________________________

Aid awarded-
Date__________________
Amount_________________________



__________________________________________
                  Signature of Director    
Mary’s Magical Moment
1643 Lewis Ave Ste 204
Billings, MT 59102
marysmagicalmoment@gmail.com
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