HOW TO APPLY FOR THE BRYAN D. ROSS FOUNDATION AWARD
-
INDIVIDUAL MUST BE NOMINATED BY A LOCAL 152 MEMBER.
-
MUST SHOW FINANCIAL NEED, WHICH WOULD REQUIRE THE LAST TWO YEARS' TAX RETURNS, MEDICAL DOCUMENTATION AND A LETTER FROM THE DOCTORS STATING THE NATURE OF THE CATASTROPHIC ILLNESS OR INJURY;

ALL REQUESTS MUST BE SENT TO THE BRYAN D. ROSS FOUNDATION C/O DENISE ORTIZ, 701 ROUTE 50, MAYS LANDING, NEW JERSEY 08330.
YOU CAN ONLY APPLY TO THE BRYAN D. ROSS FOUNDATION ONE TIME PER YEAR ONLY.
IF THERE ARE ANY QUESTIONS, PLEASE CONTACT DENISE ORTIZ AT THE LOCAL 152 OFFICE AT (888) 564-6152.

MISSION
AT UFCW LOCAL 152, WHERE WORKING FAMILIES MATTER, WE CHOOSE TO MAKE A DIFFERENCE.  WITH SHARED VALUES AND COMMITMENT TO SOCIAL RESPONSIBILITY, WE HAVE ESTABLISHED THE BRYAN D. ROSS FOUNDATION.

THE FUND'S MISSION IS TO HELP DEFRAY THE COST OF A CATASTROPHIC ILLNESS, INJURY OR DEATH.

The Bryan D. Ross Foundation

Application
(Please Print or Type - All fields must be filled out)
	Name
(Person Nominating)
	First Name                                                              Last Name                               Middle Initial


	Name of Candidate

(Person being Nominated)
	First Name                         
	Last Name                        
	Middle Initial                        
	Last Four Digits of SS#

	Address
	Street Address                                                                                 Apt. No.



	
	City/Town                                             State                                     Zip Code



	
	Employer Name:


	Date of Hire:

	Telephone No.
	Home(       )

Cell  (       )
	Is Member in Good Standing?
Yes      (CIRCLE ONE)      No


	Medical Application      □
	Good & Welfare Application      □


	Nature of Illness/Catastrophic Injury or Nature of Good and Welfare: (Please provide all pertinent information ie: what costs you would like the Fund to consider covering and copies of costs - please use blank sheet of paper if necessary)
____________________________________________________________________________________________________________________________________________________________________________________


Reason for Request: (Please check one)

______Financial Hardship

_____Loss of Health Coverage

______Loss of Work


_____Exceeded Medical Coverage

______Other (Please explain)
Information Needed with Medical Application: (Please Attach)

Financial Need Statement


Medical Documentation*

Authorization permitting the doctor to release information (attached)
*Medical Bills related to said event must have been incurred within twenty-four (24) months prior to filling out this application.
Question:
What is a catastrophic illness or injury?

Answer:
A serious illness or death where there is loss of medical coverage or medical coverage has been exceeded.

Information Needed with Good & Welfare Application: (Please Attach on separate sheet)
Brief Description as to the Reason for the Request

Send Applications To:

The Bryan D. Ross Foundation c/o Denise Ortiz

701 Route 50

Mays Landing, New Jersey  08330

(LIMIT ONE REQUEST PER YEAR PER MEMBER)






