Personsin Need (PIN) Application

Year 2006

Kitar o Watanabe Fund
. Benefit to child 17 years of age or younger.
. Child has a serious medical condition or special education needs.
. Preference will be given to families with longstanding residence in the State of Hawaii.
. Preference will be given to children for whom onetime funding assistance will significantly affect
their ability to recover from their problem and will facilitate their return to a productive life.
. Preference for child(ren) in need, including child(ren) in poverty or gap group.

Please PRINT. The entire application must be completed to be considered. Please note that athough these funds
are not a source of emergency funding, every effort will be made to respond in atimely manner.

Thereisno set deadline for submission of applications. Applicants should be aware that awards are made as
funding isavailable.

PART |
Child's Name:
Address;
City/State Zip:
Child's Birth date: Sex: Years of Residencein Hawaii: yrs
Please check the following:
The child has serious medical needs ( ) Yes () No
The child has a disability (_)Yes () No
The child has special education needs (_)Yes () No

The child previously received/benefited fromaPIN grant () Yes () No
PART 11

Name of person submitting this application:

Address;
Home Phone: Work Phone:
Place of Employment: Occupation:

PART Il - PURPOSE OF FUNDS

Purpose of requested funds:

Total amount requested: $ Date funds are needed:




To whom should payment be made? (NOTE: Payment will NOT be made to the applicant)

Name of Payee:

Address;

PART IV - FINANCIAL STATEMENT

Complete this section by listing al of theincome and expenses of the household in which the child lives.

How many people are supported by thisincome?

Monthly Income

Salary (Net)
Weélfare

Food stamps

AFDC

DHS General Assistance

Housing Allowance
Social Security
Unemployment compensation
Workman's compensation
Pension or Retirement
Supplemental Security Ins (SSI)
Veterans Benefits
Alimony/Child Support
Other Sources (please identify)

Amount

Total Income
Less Total Expenses

Total Balance

ASSETS (Total value of property or assets owned)

Cash

Savings

Real Estate (Home/Land)
Stocks

Bonds

Investments

TOTAL ASSETS

Monthly Expenses

Rent/Mortgage
Utilities
Water
Electricity
Gas
Telephone
Cable TV
Food (include food stamps)
Clothing
Insurance
Car (monthly)
Life (monthly)
Medical (monthly)
Transportation
Gasoline
Bus pass
Personal/Household
Child Care
Credit Cards
Loan Payments
Medical expenses (monthly)
Medication
Physician
Hospital

Total Expenses

DEBTS (Tota amount that you owe)

Mortgage

Auto Loan

Family Medical Bills
Family Dental Bills
Educational Loans
Other:

Amount

TOTAL DEBTS



PART V - SOCIAL SUMMARY (Required)

Name of Referring Agency:

Agency Address:

Please provide a social summary, which describes the applicant and relevant background information,
which further explains the problem or need. State what alternatives have been pursued and the outcomes.
Describe the desired goal. Any unusual circumstances should be explained in this section.

NOTE: Thissection must be completed by a community professional - for
example: social worker, pastor, teacher, psychologist, etc.

The information given above is true and correct to the best of my knowledge.

Signature of Parent or Guardian Date

Signature of Referring Agency Date

Please return application and all attachmentsto:

Learning Disabilities Association of Hawaii
200 N. Vineyard Blvd., Suite 310
Honolulu, Hawaii 96817
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