
Salmon Education Foundation 

Medical Application 

Date_________________________________ 

Name of Applicant_______________________________________________________ 

Date of Birth____________________________________________________________ 

Parent or Guardian ______________________________________________________ 

Address_______________________________________________________________ 

Phone __________________________  Email________________________________ 

Please explain the nature of request 

____________________________________________________________
____________________________________________________________
____________________________________________________________ 

Estimated cost __________________________________ 

Name of Doctor__________________________________ 

Parent Information 

Single____    Married _____  Divorced______ 

Number of dependents________ 

Occupation____________________________________ 

Employers name________________________________ 

Insurance_____________________________________ 

Please fill out all information.  All information will be kept confidential by Salmon Education Foundation 

Application will be reviewed and you will be notified by phone or email  




