
Grant Application

Before you begin, thank you for considering the John & Mia 

D’Onofrio Foundation. Our foundation exists to remove financial 

barriers that prevent children from receiving the mental health, 

educational, and developmental support they deserve. We 

understand that asking for assistance is not easy, and we are 

honored that you have entrusted us with your family’s story. 

All information provided in this application is kept confidential 

and reviewed only by the foundation’s grant committee. 

Submission of an application does not guarantee funding. 

Est. Completion Time: 15-20 Minutes

*The John & Mia D'Onofrio Foundation currently provides grants to children under 

the age of 18 who reside in New York.



Section 1 - Parent / Guardian Info

Parent / Guardian Name

Relationship to Child

Home Address (City, State, & ZIP)

Primary Phone

Email Address

Section 2 - Child Information

Child’s Name

Date of Birth

Current Age

Current Grade

Current School

Does your child currently have an IEP or 

504 Plan? If yes, briefly describe. 

___________________________________

___________________________________

___________________________________

___________________________________

___________________________________



Section 3 - Requested Assistance 
Please check all that apply:

Psychological Evaluation

Neuropsychological Evaluation

Therapy / Counseling

Psychiatry

Medication Management

Executive Functioning Coaching

Educational Advocacy

Specialized School Tuition Assistance

Tutoring / Learning Support

Other:____________________________

Describe the services you are requesting:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Estimated Total Cost:

Amount Requested from JMDF, Inc:

Will your family contribute towards the 

cost? If yes, what is the amount?:



Section 4 - Provider Information

Provider / Practice

Provider Name

Phone

Email

Website

Does this provider accept insurance?

Has treatment begun? (If yes, when?)

Section 5 - Child’s Story
Please tell us about your child. We know your child is much more than a diagnosis. We'd 

love to learn who they are, what they enjoy, what makes them special, and the challenges 

they are currently facing.

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________



Section 6 - Current Need
1.  What circumstances have led you to apply for financial assistance at this time?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

2.  How do you believe receiving this support will impact your child and family?

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Section 7 - Financial Information
Approximate annual household income:

Under $50,000

$50,000-$74,999

$75,000-$99,999

$100,000-$149,000

$150,000-$199,000

$200,000 and above

Household Size: _________

Financial Circumstances (check all that apply):

Loss of employment

Reduced income

Medical expenses

Insurance denial

High deductible

Divorce / Separation

Single-parent household



Additional Context:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Section 8 - Insurance Information

Do you currently have health insurance?

Insurance Provider

Has insurance denied coverage? If so, 

please explain. 

___________________________________

___________________________________

___________________________________

Section 9 - Supporting Documents
Please attach any applicable documents:

Provider estimate or invoice

Psychological or neuropsychological evaluation

Insurance denial letter

Treatment recommendation

Tuition invoice

School acceptance letter

Other supporting documentation



Section 10 - Consent
By signing below, I certify that the information contained in this application is true and 

accurate to the best of my knowledge.

I understand that submission of this application does not guarantee funding; the 

Foundation may request additional information; awarded funds may be paid directly to 

providers or schools; and I authorize the Foundation to communicate with listed 

providers solely to verify services and coordinate payment if necessary.

Parent / Guardian Signature:

Printed Name:

Date:

What Happens Next?
After your application is received, our Grant Committee will carefully review your 

submission. If additional information is needed, a Foundation representative will contact 

you. Applicants will typically receive a funding decision within 2–4 weeks after a 

complete application is received.

A Final Thank You!
Thank you for taking the time to share your family's story with us. We know that asking 

for help is not always easy, and we are grateful for the opportunity to review your 

application. Every application is considered with care, compassion, and respect. 

We appreciate the trust you have placed in the John & Mia D'Onofrio Foundation.


