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MMIHS Funds for Families Grant Application

GRANT INFORMATION

The MMIHS Foundation, Inc., is a public 501{c)(3) volunteer organization dedicated to bettering the
lives of those affected by MMIHS through the cultivation of a supportive and resourceful community
which promotes advocacy, awareness, education, and research.

We know that living with a rare disease can lead to added, unexpected, and astronomical costs for a
family and that managing these financial burdens can make an already difficult situation even more
challenging. As part of our mission to cultivate a supportive and resourceful community, we have
created the MMIHS Funds for Families grant giving program. This program seeks to help families who
may find themselves in need of monetary resources to fully fund or reduce the costs of equipment and/
or services that are not otherwise covered by insurance.

Coverage varies by location so examples include but are not limited to: Various therapies, Gus Gear
Central Line Vest, Hammond Drysuit, Backpacks, adaptive clothing, TPN fridge, coolers, organizational
items for medical supplies, chux pads, gloves, sterile pads, alcohol wipes, Mepilex for dressings, etc.

The MMIHS Funds for Families program is funded by donations to The MMIHS Foundation, Inc. and is
administered by the board of directors on a semi-annual basis.

Rules of Compliance for Families Receiving MMIHS Funds for Families Grants

MMIHS Foundation monies must be expended only for those purposes, and at only the location, stated
by the applicant in its Grant Application. Whenever possible payments will be made directly to the
service or equipment provider. If not possible, a reimbursement directly to the family can be made with
proof of a purchase that was made in 2022. No MMIHS Foundation Monies may be shared with or sent
to another recipient without explicit, written approval from the MMIHS Foundation Board of

Directors. Monies must be used for their purpose within one calendar year or refunded. The applicant
must agree to furnish audits and other financial information as outlined in the Application and/or as
requested by The MMIHS Foundation. No deviation to or modification of the rules of compliance stated
herein is permitted without advance, written approval of the MMIHS Foundation Board of Directors.
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Application Process

1.

2.

As funds are available, the foundation will announce an open application window and
corresponding submission dates.

All applicants will receive acknowledgement upon receipt of application. Applications are
subject to an initial screening for eligibility and to ensure all required information has been
submitted. Any information not provided could result in a delay of your request or eliminate
your request from being considered.

The board will review the applications at the board meeting that succeeds the closure of the
application window. The date of the meeting will be announced with the application window.
Grant awardees will be notified within one week of the board’s decision and the allocation
process will begin.

Monies must be used for their purpose within one calendar year or refunded.

If issued an MMIHS Funds for Families grant, you will be required to provide a report describing
the use of the funds, expenditure receipts, and any other necessary information within 60 days
after receipt of the grant unless agreed upon by the board.

In addition we request “picture proof” to be used on our website and social media platforms.

Application Instructions

Application for grants must be submitted on an MMIHS Funds for Families Application form.
Additional information (brochures, letters, etc.) may be attached to the application.

Any information not provided could result in a delay of your request or eliminate your request from
being considered.

Grant applications must be completed, signed, and returned by email (admin@mmihs.org) or by
postage to:

MMIHS Foundation, Inc.

ATTN: MMIHS Funds for Families
The MMIHS Foundation

PO Box 186

Willernie, MN 55090
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Patient Name: Em ‘ \\'l j“)\f\ﬂgm Patient Birth Date: LD - }L-{ - ZO ' g

Application Checklist

Please complete this checklist as you work through the application and include it with your final
documentation.

f Application Checklist - Pg. 1
4 The MMIHS Foundation Funds for Families Allocation Application - Pg. 2-3
o Additional description of the service or equipment requested (if needed) - Pg. 4
MMIHS Funds for Families Supporting Documentation - Pg. 5
Signed Agreement - Pg. 6
Proof of price/cost of requested therapy, services or equipment - (This could be a print out from
a website, a copy of an ad, etc.)

Send completed application to:
Via e-mail to:
admin@mmihs.org
or via postage to:
MMIHS Foundation, Inc.
ATTN: MMIHS Funds for Families
The MMIHS Foundation
PO Box 186
Willernie, MN 55090

If the application is submitted via postage, please send an e-mail to admin@mmihs.org
notifying us of your submission so we can be sure to collect it in a timely manner.
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The MMIHS Foundation Funds for Families Allocation Application

Family Information

Patient Name: __| ﬂ]m Patient Birth Date: (.0 ,L/ ZO, g

Primary Contact . i
Parent/Guardian’s Name (if different from patient): TDA\ C\(\A M \C\'\Clﬁl ‘:S—g \f\ﬂ&)ﬂ

Address: L'\% Lp—‘ -—‘ th 6‘\"
\//GMD ND U7
Telephone: —]L‘\X %gb’—zqu E-mail: \J\\_}Oy\f\%\ @ hDH’Yﬂ»{LC—Dm

Number of persons in household: Adults L Children under 18: |

Medical Information

Patient’s Diagnosis: MPQQ C\IS“—IS M \CFDCD (B ) ‘fﬂ‘\'esx_'ha«' \’\"‘ Dth(‘l% 515
Primary Physician: h\j /\)\’-O\ £\Aa SYHAYWC
Clinic/Hospital: 50(\ ‘Pbrd \’ C\MO ‘\\B

Other physicians (if applicable):

Clinic/Hospital: \( \\/\(\5\5‘\’0\’\ %vﬁg\\"@'a, 8 >

Therapist: \—- QA (PT\ Facility: Aﬂh\ eve. -—‘% mD\}
Therapist: KP r\d\fa ( DT) Facility: A(’ h\f Yé. '\—\‘\evfap\t
Therapist: Facility:

Other: Facility:




Funds Requested

1 Type of Sevices or Equipment; Make payment to: Cost;
Muei cfrb@rap\: Jodi Johnsen 333
Amount insurance wilt cover: Amount Qf funds requested:
2 Type of Sevicas or Equipment Make payment to; Cost:
Amount insurance will cover: Amount of funds requestad:; Total Amount;

I35

Description - Please describe the service or equipment in detail, an attachment is available if more
room is needed:

\N& Skive. o P(b\/nde Em\\; W ochakies Yaat ace

\F\/f\(\x’)\f\r\f’njra“\l C\D\)W\Q(‘\/ﬂra and. G ()\NmAm N\r\ \e_ in g

Sake and Contmlied SEH‘W\Q hen bea taue T Hrat fould be,

C\fhﬁmanI o Ner Deal lrln \f\\f \’\C\\(c/ \OC €0 €’Y\D Na\a% Hﬂe,
WNorid of paugic, Sr\’\fm@\i Nith bl \i 00 She. ((’a“\t Pﬁj@x\ﬁ !

Please explain the need for the service or equipment:

M OS;QG”(’A \()\1 Yeanne d \X{\me\S\S 1D Wed o addersS
dﬁlﬁ\ooimmlral 0S el 08 taedical 306\18 "Tm% he\o%
eﬂhahf& E\(\n\\\ls D\’\\ﬁlfa,\ €\f\nt>5r\t>(v1.\ CDﬁ\r\\jnva, (‘\(\d

Soeiad Y\PP(\%

If you receive a grant, please detail the time frame or schedule for use of the funds:

MU%\(/ %emm D D?Qerfé OO 0N 0\~ \mom& PXDfrlfﬂ(C
S:(y FXY\\\\& %\ﬁ \\(Y\\Xi‘\(‘ﬁ C\K\d OSSPy D(f\{(’(\\‘l\nq P\(Dlﬁj‘(c,
d leneer e_ace Yiodhy oY ars
(x" (‘P\mm‘(Sfmf0+ ’OF ?‘N& Lié W\m\d‘& \’YM%\C.:
ANS Ond s 30 minule 3eSen (See alioched rfo«P%SB'

Please attach any additional documentation you feel would be helpful if needed and check the following box:
[} See attachments for more information
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MMIHS Funds for Families Attachments

Attach copies of the following documents, as applicable, to qualify for MMIHS Funds for Families
Grant, required documents are noted with an *.

¢ *Supporting documentation and contact information from an applicable medial professional
(i.e. physician, physician assistant, nurse practitioner, Physical, Occupational or Hand Therapist,
or other Healthcare Specialist, etc.) substantiating the need for the request
*Proof of price/cost of requested therapy, services or equipment.
Additional description of the requested therapy, services or equipment.

Additional description of the service or equipment (if needed):




MMIHS Funds for Families Supporting Documentation

REQUIRED DOCUMENT

This document is to be completed by and an applicable medial professional (i.e. physician, physician assistant, nurse

practitioner, Physical, Occupational or Hand Therapist, social worker or other Healthcare Specialist, etc.) substantiating

the need for the requested equipment and/or services.

Name of Medical Professional: E\(C\ \N O\a)m& 0
Occupation: MUS\( /W\f‘(‘é\ O\l \J\T’ %C/ L
Employer: M\be\c_/ O MD‘\_\D('\

Relationship to Applicant: M U ’)‘(\ [ (AN D\ %\'
Length of time you have known the applicant: (Q 5 \\"6& \”S

Professional explanation as to why the requested equipment and/or services are necessary for the applicant:

M\t Nene. S Eve WNagpan, MT-2C/L. T am Eml INS MBIG
W\@m@& od Do \Oﬁen“f\xulw i ner Sor Yhe DC@( 1.5 NearS,
>fb\/\(2\\(\01 Private. SeeviteS - hnme . MU ’T\(\P\fflb\l Has
\’\6\0-{’7( il:\/er\\x IalivaetaN ‘Na\xS \’Y\\E\Ca\\w SOc\al\\\; and,
?‘(Y\D\‘\Dna.l\\i O \f\ﬂr\)r'\h‘*\ *Xr\S f’f!\'ff WO FD\,LDDDH D{2
Nee An Ceceve 0 f\m\fﬁ el D Coer the (5% 08 TS
xr\(\era\?\\-\ 0> 0 8&\%(\&3 doeS Mt Pay For music ir\”\fra*ﬁ‘»l\

Contact information:

Phone: Mqé Z - O\%j - L\ lﬁ ZO]
E-mail: ﬁN OANaN @/JMCu \ . COW\

Signature: L\‘

Date: L\" %/ z‘z—




MMIHS Funds for Families Supporting Documentation
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REQUIRED DOCUMENT

This document is to be completed by and an applicable medial professional (i.e. physician, physician assistant, nurse
practitioner, Physical, Occupational or Hand Therapist, social worker or other Healthcare Specialist, etc.) substantiating

the need for the requested equipment and/or services.

Name of Medical Professional: 7”/10// ﬂ’[/f/’/jf/‘f

Occupation: /Wfa ('/1 (b g/b( /30/\/ /g/ﬁ?k//kﬁ%/ﬁVé
Employer: YD/)/ZQI/ Mra////’&/ F/’/fﬂ%/%ﬁ
Relationship to Applicant: MYO ﬁ// /ﬂ,/ k/L"{p/ﬂ/’ ’r

Length of time you have known the applicant: 5_ V[Q/L/’LS?

Professional explanation as to why the requested equipment and/or services are necessary for the applicant:

N name S 7 7yler Jodechers IO tina Yodler Medifad ELentrals.

Ths A s i8S 0 1S A Mﬂ//ﬁf o /17///(/ Y Zery,

Misie. Thaars I npf. %m%/m Me dre Dy 77
oy / i, thSS WOLLlS /}/ Vo 777 Ve 707 o 7%//%%9/
/’/f’/%’/#ﬁ/ﬂ/ T4 he) pist gy WA pd FT 25"
NS r s //’/7;/@ 7. /4;/7/ Y /W%m,/, Lrp e 2?7y 27

Contact Information:

Phone: 7[@?’2‘/7"&?/7()
E-mail: _7-Y/ /L /‘M’fcéfff & 7’/7%{/ (477

Signature: /7/" ZZ Z 4

Date: é/ f Z 2_




Agreement

Without explicit, written approval of the MMIHS Foundation Board of Directors, MMIHS Foundation
monies must be expended only for those purposes, and at only the location, stated by the
applicant in its Grant Application. Without explicit, written approval of the MMIHS Foundation
Board of Directors, no MMIHS Foundation Monies may be shared with or sentto another recipient.

The applicant must agree to furnish audits and other financial information as outlined in the
Application and/or as requested by The MMIHS Foundation. No deviation to or modification of the
rules of compliance stated herein is permitted without advance, written approval of the MMIHS
Foundation Board of Directors.

Monies must be used for their purpose within one calendar year or refunded. A detailed report
describing the use of the funds, expenditure receipts, and any other information to illustrate funds
usage must be submitted within 60 days after utilizing the funds.

Photographs of utilization should also be submitted along with a brief statement detailing your use
of the service or equipment. Submissions of such information implies permission for The MMIHS
Foundation to make use of the photos on their website and/or social media platforms. Failure to
agree could eliminate your request from being considered.

Are you willing to comply with the requirements?

B/Yes
[ 1No

Signatures

| hereby agree to the terms and conditions stated above. | affirm and certify that all the information
and answers to questions herein are complete, true and correct to the best of my knowledge and
belief. | understand that any misrepresentation, falsification, or omission of any facts called for in
the application may render this application void and disqualify me from any future grants given by
The MMIH/S Foundation.

= H-0 -2Z
& —_
Signature of Applicant Date

Signature of MMIHS Foundation President Date



Invoice # 0003187

Invoice Date May 8, 2017
Balarce Due {USD) $180.00
ltem Description UnitCost  Quantity Line Total
45min Home MT Music Therapy April 7,20,27, 60.00 3 180.00
Total 180.80
Amount Paid 0.00
Balance Due (USD) $180.00
Terms
Bill due upon receipt. Overdue bills will be charged a late fee.
Invoice # 0003352
Inveice Date June 12, 2017
Balance Due (USD} $153.00

Unit Cost Quantity Line Total

ltem Description
45mfn ‘Home MT Music Therapy May 4, 12, 80.00 2 120.00
30 min MT Music Therapy May 25 33.00 1 33.00
Total 153.00
Amount Paid 0.00
Balance Due (USD) $153.00
Terms

Bill due upon receipt. Overdue bills will be charged a late fee.



