[image: ]              Colleague Crisis Assistance Fund Request Form 
							Confidential

Please read the Eligibility Guidelines in the Colleague Crisis Fund Policy before completing this request form. Forward this completed request form and any attachments in a confidential envelope or via email to your Human Resource Representative
Section I:
Employee’s Name: _____________________________________ Employee ID No.:________________
Address: _____________________________   City:  ______________ State: ___   Zip Code:  ________

List the individuals who reside in your household, their ages and any amount they pay toward household expenses: 				_________________________________________________________
____________________________________________________________________________________
      Phone Number to reach you: _____________________	     Work Phone: _________________________
Department: ___________________________________     Affiliate: ____________________________
Date of Hire_____________________       Current Position: ___________________________________
If employee is not completing this form: Name of advocate, relationship to employee and phone number:  ____________________________________________________________________________________

Section II:
Amount of emergency, financial assistance requested (if applicable):  $___________________________
Please attach copies (no originals) of the bill(s) or invoice(s) needing payment.
When is the assistance needed: ___________________________________________________________
Have you received any financial help to date?  Yes _____   No_____
Describe other sources of assistance you have explored.  Include dates, agencies contacted, name of individuals you spoke to:             
	Lending Institutions – Credit Union___________________________________________________
Insurance Coverage – Own/Landlord/Other_____________________________________________
Colleague Social Worker/Community Resource Directory_________________________________
	

	Other (See Attached)_______________________________________________________________



Section III:
Describe the emergency, expenses related to it and how the financial assistance will be used and expected length of hardship: ____________________________________________________________________________________
____________________________________________________________________________________


Section IV:  Colleague Social Worker
The St. Peter’s Health Partners Colleague Social Worker is available to address the social and economic needs of our colleagues and can provide additional resources in your time of need.  By checking this box, the colleague consents to a referral being made to the Colleague Health Plan Social Worker, on their behalf.  [  ]






Section V:  Supervisor Comments (optional):
______________________________________________________________________________________________________________________________________________________________________________



Section VI:
I have read and understand the St Peter’s Health Partners Colleague Crisis Assistance Fund Eligibility Guidelines.  I understand that application will not be considered for assistance if it is found to contain misleading information. My signature authorizes St Peter’s Health Partners Colleague Crisis Assistance Fund Committee to contact any necessary third party regarding financial strain.

Employee’s Signature/Advocate: ______________________________________Date:_________
Human Resources Signature: _________________________________________Date: _________
(HR representative attests that the colleagues is in good standing, is not on a corrective action plan & has been employee for a minimum of one year)
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