
 

 

 
THE KARTINI FOUNDATION 

GRANT APPLICATION FORM 
 
 

Date: __________________________ 
 
 

PATIENT’S NAME:___________________________________________________________________________ 
    Last Name  First Name  Middle 
 
Date of Birth________________ Gender ____________Grade ________  School__________________________ 
 
 
Address: _____________________________________________________________________________________ 
  Street   City  State ZIP  Phone 
 
Referring Physician: ___________________________________________________________________________ 
    Name    Telephone   FAX 
 
 
_________________________________________________ ________________________________________________ 
Signature of Referring Physician    Signature of Patient’s Parent or Guardian 
 
       _______________________________________ 
       print name of patient’s Parent or Guardian 
 
 
1.  The following questions are to be answered by the Referring Physician: 
 

State which childhood eating disorder has been diagnosed: 

__________Anorexia Nervosa 

__________Bulimia Nervosa 

__________selective eating (EDNOS) 

__________food phobia (EDNOS) 

 ________partial or variant anorexia nervosa (EDNOS) 
 
2.  Briefly describe the course of diagnosis/treatment up to the present for this patient’s eating disorder. 
 
 
 
 
 
 
3.     Name and location of medical facility/provider whom you propose to provide medical treatment of eating 
disorder diagnosed above, for this patient. 
 
 
 _________________________________________________________________________ 
 name of facility or provider     phone number 
 
 
 _________________________________________________________________________ 
 name of Medical Director for facility     phone number 
 
 
 



The following questions are to be answered by the patient’s Parent or Guardian: 
 
 

1. Fully describe (to the extent of the allowed space) the history of your child’s eating disorder, and any  
attempts to seek treatment. 

 
 
 
 
 
 

2. How was the need for this program determined? 
 
 
 
 
 
 

3. If you are able to obtain treatment for your child with the help of a Kartini Foundation grant, how 
will you obtain continuing or follow-up care for your child in the future? 

 
 
 
 
 

4. What is the total amount needed for this treatment program?   
 

List other sources of support to which you are making application for this treatment program: 
 

Source      Amount Requested Current Status 
 
 
 

 
 
 
5. Describe the treatment program’s evaluation procedures.  Please be specific about who will evaluate 

treatment;  anticipated dates for assessment. 
 
 
 
 

6. General financial information:  Please briefly describe your family’s finances.  Please include a 
description of all sources of income, health insurance, your family’s other health-related expenses,  
and any other information the Foundation may find useful in determining your financial needs.   

 
Please attach a copy of your federal tax return for the last two years. 


