
	

	
Finn’s	Fighters	PO	Box	893	Lutz,	FL	33548	

www.finnsfighters.org	
(813)	618-3466	

	
	

Finn’s	Fighters	is	committed	to	increasing	awareness	of	pediatric	cancer	and	
supporting	families	faced	with	medical	crisis	in	the	Tampa	Bay	area.	

	
	
Financial	Assistance	Request:	Please	return	this	application	to	the	Board	of	
Directors	of	Finn’s	Fighters	at	the	address	above	or	email	to	
christen@finnsfighters.org.	The	Board	of	Directors	meets	monthly	to	review	
requests	and	monies	are	granted	based	on	availability	and	financial	assistance	
guidelines	found	at	www.finnsfighters.org.	
	

	

If	filling	out	this	form	on	behalf	of	another	family	please	enter	YOUR	information	at	

the	bottom	of	the	form.	

Requester:			

Name:_______________________________________________________Date:___________________________	

Telephone:__________________________	Email:________________________________________________	

Mailing	Address:____________________________________________________________________________	

State_________________________	Zip	code______________________________________________________	

Amount	of	Financial	Assistance	Requested:____________________________________________	

Have	you	received	a	grant	from	Finn’s	Fighters	in	the	past?	If	so,	when?	(Prior	

assistance	does	not	automatically	remove	you	from	consideration.)_________________________________	

____________________________________________________________________________________________________________________	

	
	

									



	

Please	briefly	explain	the	reason	for	the	request	and	whom	this	request	will	
benefit:	
________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

________________________________________________________________________________________________	

	
Social	Security	Verification	Statement:	For	tax	purposes,	I	agree	to	provide	a	copy	of	the	recipient’s	

social	security	card	upon	approval	of	the	financial	grant.	This	information	will	remain	confidential.	

Name	(printed):____________________________________________________________________________	

Signature:____________________________________________________________________________________	

If	filling	out	on	behalf	of	another	family	please	complete	the	form	below:	

Name:_______________________________________________________Date:___________________________	

Telephone:__________________________	Email:________________________________________________	

Mailing	Address:____________________________________________________________________________	

State_________________________	Zip	code______________________________________________________	

May	we	contact	the	family	for	any	needed	information?	Circle	Yes	or	No	

Would	you	prefer	to	remain	anonymous?	Circle	Yes	or	No	


