
 
 

Nourish Therapy and Equipment Scholarship Application 
(Please complete the application in its entirety) 

 
Child’s Name:                                                                                                                      DOB: 
 

Date of Request:                                     Daytime Phone:                                      Evening Phone 
 

Address: 
 

City/State/Zip: 
 

Parent or Guardian:  
 

Email Address: 
 

Medical Diagnosis: 
 

 
 
Describe your child’s feeding challenge: 
 

 
 

Race/Ethnicity (optional):   American Indian      Black      Caucasian      Hispanic     Other  
 

Who is referring the child to Nourish?      Therapist  Parent          Other 
 

What are you requesting?  

 

 
Does your child receive any of the following services:  (Please check all that apply) 
 

AHCCCS (Such as APIPA, Mercy Care, CMDP, UFC, Pima Medical)  WIC  ALTCS 
 

Does the child’s health care plan provide this service?     Yes     No 
 

If your health insurance plan is not being utilized for this, please explain:______________________________ 
 

_________________________________________________________________________________________ 
 

_________________________________________________________________________________________ 
 

Who is the responsible party for the co-pay with current insurance?___________________ ___________ 
 

Is there a deductible?  Yes    No    Amount $_____________ 
 

# of people living at home _____________ 
 

  Evaluation Ongoing 

Dietician     

Feeding Therapy     

Other:   



My family can pay: 
 

$_______________ (dollar amount) per visit OR $_________________ (dollar amount) for all services total. 
 

$_______________ (dollar amount) towards the requested equipment.   
 
How will this therapy or equipment scholarship further your child’s mealtime goals? 
 
           ________ ___________ 
 
              _____ 
 
             ___________ 
 
      I agree to participate in a follow up survey to help Nourish better serve our community. 
 
Required Signatures: 
I understand and accept the above requirements.  All of the information I have provided in this application 
is accurate and is subject to verification by scholarship provider at its discretion.  I understand that all 
information contained within the scholarship application will be held in the strictest of confidence.  We 
respect your privacy, and assure you that none of the information you provide will go beyond the Nourish 
scholarship review committee. By signing below, I understand and agree to the current Nourish Scholarship 
Policy. 
 

_________________________________________________  __________________________ 
Signature of Responsible Person  (Parent/Guardian)   Date  
 

_________________________________________________ 
Printed Name of Responsible Person (Parent /Guardian) 
   
***************************************************************************************** 

OFFICE USE ONLY 
 

Check what specific services you are requesting. 
DIETICIAN         EVALUATION       FOLLOW-UPS #___________  OR TOTAL $ AMOUNT________ 
FEEDING           EVALUATION       FOLLOW-UPS # ___________  OR TOTAL $ AMONUT________ 
 

Type and Quantity of Equipment ______________________________________________________________ 
 

Insurance Clearance ________________________________________________________________________ 
 

_________________________________________________________________________________________ 
 

NOURISH SCHOLARSHIP COMMITTEE:  APPROVAL          DENIAL 
 

Services Approved__________________________________________________________________________ 
 

Reason for Denial__________________________________________________________________________ 
 
Signature of Committee Member:_________________________________________ Date:_______________ 
 
ADDITIONAL SESSION REQUEST—Reason for Additional Sessions? ___________________________________ 
 

_________________________________________________________________________________________ 
 

How many sessions would this total? ___________________________________ 
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