ESRD Network of Texas, Inc.

Hurricane Emergency Relief Fund Application & Instructions

(Application on pages 3 & 4)

To maximize utilization of emergency financial assistance for ESRD hurricane evacuees, 

please apply to the following resources in the order indicated below.
















ESRD Network of Texas, Inc.

Instructions – How to Apply for Hurricane Emergency Relief Fund

· PRINT in black ink or type

· Fax COMPLETED application to 972-503-3219 or email to info@nw14.esrd.net
· If you have questions about the application, call Geli Brown-King at 972-503-3215.

Section 1:

Date - Date form completed.

Facility phone number - Contact number in case there are questions concerning the application.

Facility Name - Use name authorized by CMS.

Facility Medicare Provider Number - This is the 6-digit number starting with 45 or 67.

Number of evacuees receiving assistance from this grant
Indicate which hurricane(s) impacted the evacuees referenced above (pick only one) 

· Evacuee(s) impacted solely by Katrina or
· Evacuee(s) impacted solely by Rita or
· If more than one evacuee, some were impacted by Katrina and some by Rita (some

                  patients in this category may have been impacted by BOTH hurricanes).


Section 2:

Amount of financial assistance requested - Total dollar amount requested.

Purpose of Requested Funds - How will grant funds be used to assist evacuees (i.e., public transportation costs to and from dialysis, prescription medications, special needs, etc.)

Distribution of Requested Funds - Specify distribution of grant funding (if more than one payee) 

Date funds needed - Only a limited number of “immediate need” requests approved per unit.


Section 3:
List other sources of emergency patient funding your facility has applied for - Include funding agency, purpose of funds, application date and amount of approved funding from each agency.

Section 4:
Name of Social Worker requesting assistance - Print name

Signature of Social Worker - Signature required 

Name of Administrator - Print name

Signature of Administrator - Signature required

Section 5 ( (  Check box if more than (1) payee* 

Name of payee - Payee must be a Medicare approved dialysis facility, a pharmacy, etc.  

Note - requests for payment of a third party bill (i.e., pharmacy, DME company) must be supported by attached copy of bill.

Check amount - Dollar amount to be paid to this payee.

Address, City, State, Zip code - Indicate address where check should be mailed.

Phone number for contact - Phone number for third party payee contact listed below.

Contact name - Person with third party payee familiar with account requiring payment assistance.  

* If more than (1) payee:

· Check box above to indicate multiple payees
· Complete information for EACH additional payee on Page 4: Section 5-2nd payee, 5-3rd payee, etc.
· Fax to Network should include pages 3 & 4.

Section 6:  DO NOT complete!

This section is for ESRD Network of Texas Grant Review Committee.

ESRD Network of Texas, Inc.

Application – Hurricane Emergency Relief Fund

This fund is to be used for the sole purpose of assisting 

Hurricane Katrina/Rita evacuees receiving ESRD care in Texas

Complete all sections and fax to: 972-503-3219












ESRD Network of Texas, Inc.

Application - Hurricane Emergency Relief Fund

Use this page to provide information for additional payees





Section 5


6th Payee





Section 5


5th Payee





Section 5


4th Payee





Section 5


3rd Payee





If more than (1) payee, provide information for EACH additional


payee on Page 4. Fax both pages


 to NW Office.








Name of payee:  ______________________________________________________________





Check amount:  $___ ___ ___ . ___ ___





Address:  ____________________________________ City:  __________________________





State:  _________  Zip:  ____________  Contact phone number:  (______)________________





Contact Name (Please Print) _____________________________________________________








Name of payee:  ______________________________________________________________





Check amount:  $___ ___ ___ . ___ ___





Address:  ____________________________________ City:  __________________________





State:  _________  Zip:  ____________  Contact phone number:  (______)________________





Contact Name (Please Print) _____________________________________________________








Name of payee:  ______________________________________________________________





Check amount:  $___ ___ ___ . ___ ___





Address:  ____________________________________ City:  __________________________





State:  _________  Zip:  ____________  Contact phone number:  (______)________________





Contact Name (Please Print) _____________________________________________________








Name of payee:  __________________________________________________________





Address:  _________________________ City:  ________________





State:  _________  Zip:  ____________  Contact phone number:  (____)______________





Contact Name (Please Print) _________________________________________________








Name of payee:  ______________________________________________________________





Check amount:  $___ ___ ___ . ___ ___





Address:  ____________________________________ City:  __________________________





State:  _________  Zip:  ____________  Contact phone number:  (______)________________





Contact Name (Please Print) _____________________________________________________





Section 5


2nd Payee








American Kidney Fund (AKF) Disaster Relief Fund (AKF)           





AKF is accepting applications for Direct Patient Assistance Block Grants


      to help pay for evacuee’s medications, transportation, insurance and


      Medicare co-payments.





To the best of our knowledge, AKF Direct Patient Assistance Block Grants


      will be available until October 31, 2005.





Apply for this grant at: � HYPERLINK "http://www.kidneyfund.org" ��www.kidneyfund.org�








     1st


 APPLY


TO AKF


     














National Renal Administrators Association Hurricane Disaster Relief Fund





NRAA is accepting applications for Patient Assistance Block Grants to help


   Hospital and Independent dialysis facilities pay for evacuee’s medications,


   transportation costs and special circumstances.





To the best of our knowledge, NRAA Patient Assistance Block Grants will 


      be available until mid-October 2005.





Apply for this grant at: � HYPERLINK "http://www.nraa.org" ��www.nraa.org�














       2nd


   APPLY


TO NRAA


     











       3rd


   APPLY


TO AAKP


    Applies only to


       evacuees of Hurricane Katrina 


     














American Association of Kidney Patients (AAKP) Disaster Relief Fund 





AAKP grant applications will be available on their website mid-October.





Apply for this grant at: � HYPERLINK "http://www.aakp.org" ��www.aakp.org�











National Kidney Foundation (Local Texas Affiliate Offices)





NKF is administering patient assistance relief funds through their local 


      affiliates for prescription medications, transportation, food, rent, utilities, etc.





National NKF Funds will be available until they are depleted.





Apply for NKF grants through your Local NKF Texas Affiliate


(If you don’t know the name/phone number of your 


local NKF Affiliate, please refer to � HYPERLINK "http://www.kidney.org" ��www.kidney.org�)





       4th


   APPLY


  TO NKF


     











      Last


   APPLY TO NW #14


  Applies only to


  Katrina or Rita  evacuees receiving ESRD care in Texas 














End Stage Renal Disease Network of Texas, Inc. (Network #14)





NW#14 grants are available to Texas dialysis and transplant facilities to


      assist evacuees receiving ESRD care at their facility with the cost of 


      prescription medications and transportation to and from dialysis.





See instructions for grant application (page 2) and grant application


      form (pages 3 & 4).   Application can also be downloaded from ESRD 


      Network of Texas, Inc. website at:





 � HYPERLINK "http://www.esrdnetwork.org" ��www.esrdnetwork.org�








Section 1








Date:  ________________________       Facility Phone Number: (_______)_______________





Facility Name:  ___________________________________     Provider #:  ________________





Number of evacuees receiving assistance from this grant:  ____________________





Indicate which hurricane impacted above evacuee(s) - pick only one: (Katrina  (Rita  (Both








Section 2








Amount of financial assistance requested:  __________________________________________





Purpose of Requested Funds: ____________________________________________________





____________________________________________________________________________





____________________________________________________________________________


Distribution of Requested Funds: _________________________________________________





Date funds needed (If expedited review and dispersal required):  ________________________








List other sources of hurricane emergency patient funding your facility has applied for:





     Funding Agency                Purpose of Funding          Application Date          Amount of Approved Funding ______________          ________________       ____/____/________            $___ ___ ___ . ___ ___


______________          ________________       ____/____/________            $___ ___ ___ . ___ ___


______________          ________________       ____/____/________            $___ ___ ___ . ___ ___


______________          ________________       ____/____/________            $___ ___ ___ . ___ ___











Section 3








Section 4








Name of Social Worker requesting assistance: ______________________________________


						          (PLEASE PRINT)





Signature of Social Worker: ____________________________________________________





Name of Administrator: _______________________________________________________


                                                                                  (PLEASE PRINT)





Signature of Administrator: _____________________________________________________








   Section 5








Name of payee:  ______________________________________________________________





Check amount:  $___ ___ ___ . ___ ___





Address:  ____________________________________ City:  __________________________





State:  _________  Zip:  ____________  Contact phone number:  (______)________________





Contact Name (Please Print) _____________________________________________________





Section 6





To be completed by ESRD Network of Texas review committee:





Review by: ____________________________________________________________





Approved ____________





Denied ___________     Reason _____________________________________________
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1

