
Shiny Brains Foundation 

Family Support Application 

Purpose 

Shiny Brains Foundation supports families of children with neurodevelopmental differences by 
helping them access therapy, education, and essential resources.​
 Please complete this form so we can better understand your needs and how we can support 
your family. 

 

Parent / Guardian Information 
Full Name: ______________________________​
 Email Address: __________________________​
 Phone Number: __________________________​
 Home Address: __________________________​
 City / State / ZIP: ______________________ 

Preferred Language:​
 ☐ English ☐ Spanish ☐ Other: _____________ 

Best Way to Contact You:​
 ☐ Phone ☐ Email ☐ Text 

 

Child Information 
Child’s Full Name: ________________________​
 Child’s Age: _____________________________ 

Diagnosis or Area of Concern: 

 

Current Therapies (check all that apply):​
 ☐ Speech ☐ Occupational Therapy (OT) ☐ Physical Therapy (PT)​
 ☐ ABA ☐ Behavioral ☐ Other: _____________ 



 

Type of Support Needed (check all that apply) 
☐ Financial assistance for therapy​
 ☐ Transportation to appointments​
 ☐ Food assistance​
 ☐ Educational materials/technology​
 ☐ Parent education & training​
 ☐ Other: ______________________________ 

 

Household Information 
Total Monthly Household Income:​
 ☐ Under $2,000 ☐ $2,000–$4,000 ☐ $4,001–$6,000 ☐ Over $6,000 

Number of People in Household: __________ 

Are you receiving support from other programs?​
 ☐ Yes ☐ No​
 If yes, please list: ______________________ 

 

Insurance Information 
Does your child currently have health insurance for therapy services?​
 ☐ Yes ☐ No 

If yes, provider: ________________________ 

Are there delays in therapy approval or coverage?​
 ☐ Yes ☐ No 

If yes, please explain: 

 

Financial Hardship 



Please briefly describe your current situation and why you are requesting support: 

 

Impact Statement 
How would support from Shiny Brains help your child and family? 

 

Authorization 
I confirm that the information provided is accurate. I understand this application will be reviewed 
to determine eligibility for support. 

Signature: _____________________________​
 Date: _________________________________ 

 

Acknowledgment 
Submitting this application does not guarantee financial assistance.​
 Our team will review your request and contact you within 7–10 business days. 
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