APPLICATION FOR COSTELLO TRUST ASSISTANCE

(“To help those in need of catastrophic life threatening health care.”)

1.  Name________________________________________________________________



First 


Middle


Last

Address_________________________________________________________________



Street



City

State


Zip

Length of residence in Greene County, Illinois__________________________________

Phone # __________________Marital Status________________# of Dependants______

Health Insurance Provider________________________Policy # ___________________

Medicaid Card # _______________________________Issue Date__________________

Medical Doctor___________________________________________________________

                               Name



____________________________________________________________

                               Address

2.  Please attach a letter stating why you believe you should receive financial assistance  

     from the Costello Trust.

3.  Please provide income tax returns for the last two years along with paycheck stubs for    

     the current calendar year.

4.  Please provide documentation of expenses associated with your current 

     injury/disease/illness as well as future medical services that will likely need to be 

     provided, which includes a statement from your attending physician.
I agree to cooperate fully in providing any further information or documentation requested by the Boyd Hospital Foundation, Trustee of the Glenn E. Costello and Bessie R. Costello Revocable Living Trust dated May 9, 1990.

I understand that the Trustee reserves the right to limit financial assistance to $5,000.00 or less per year per individual and that whatever monetary amount, if any, is determined, it shall be at the sole discretion of the Trustee and further reserves the right to request further financial information.
___________________________

____________________________________

Date





Applicant Signature

