Dear Medical Provider, Social Worker, or Ministerial Staff Member:
EmmanuWheel is a non-profit organization providing wheelchair ramps to those with significant mobility impairment who cannot afford the cost of labor and materials.  Because of the tremendous need in our community and EmmanuWheel’s limited resources, your help in establishing eligibility is invaluable.  Please help us determine his/her eligibility by completing the information below.

Client Name:  ___________________________________________________________
□Male   □Female   □Other              
Date Of Birth: ___________________________   □Veteran

Ethnicity: □Native American or Alaskan   □Asian   □Black or African American
               □Hispanic or Latino   □Native Hawaiian or Pacific Islander   □White or Caucasian

Client Phone Number:  _____________________________________________________

Client Address:   __________________________________________________________
_______________________________________________________________________

What is/are the diagnosis(es) causing mobility impairment?
________________________________________________________________________

Describe why you are referring your patient/client to EmmanuWheel.
________________________________________________________________________

Describe the urgency of the situation.
________________________________________________________________________


Please help us determine the client’s financial need by completing income vs. expenses information below.
MONTHLY INCOME (Gross Amount)		MONTHLY EXPENSES (Amount)
TOTAL INCOME: ___________			TOTAL EXPENSES: _________            
Number of people in household: _________			

Please return the completed form via email to info@emmanuwheel.org or via US Mail to 
EmmanuWheel P.O. Box 1626 Lexington, SC 29071

Medical Provider/Social Worker/ Ministerial Staff Member 
Printed Name, Signature, and Date Completed

_________________________________________________________________________
Medical Provider/Social Worker/Ministerial Staff Member name and contact information (print)
Name (and church name or medical office name or agency name):  

________________________________________________________________________
Email Address and Phone Number 
_____________________________________________________________________________
