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C.A.P.E. Foundation, Inc.  P.O. Box 716   Forsyth, Mo 65653

Section 1: Adult or Parent/Legal Guardian Application
Complete this section if you are an adult seeking assistance, or if you are the legal adult guardian or parent of a child or children seeking assistance.
Full Legal Name of Applicant or Parent/Legal Guardian:___________________________________________________   
Age:  ___________    Date of Birth:_____________   Gender:    M      F        
Race:   Asian   Black  Hispanic   Native American     White        Other ________________     Prefer Not to Answer
Marital Status:    Single     Never Married    Divorced    Separated     Widowed    
Address:__________________________________________City:______________State: ____  Zip:__________
 Telephone:_____________________   Email: ____________________________________
Are you employed?   Y     N
Employer: _______________________________________________________
Date of employment: _________________________  
Please list family members residing in the home, their ages, and the relationship to the applicant: 
__________________________________________________________________________________________

__________________________________________________________________________________________

Section 2: Minor Application
Complete this section if you are applying for assistance for a minor child who is under your legal guardianship. If you are not applying on behalf of a minor child (under age 18), please skip this section.

Full Legal Name of Applicant:______________________________________    Age:  ___________   Gender:    M      F 
Date of Birth:_____________   Grade:  _________   School: ____________________________________________ 
Race:   Asian   Black  Hispanic   Native American     White        Other ________________     Prefer Not to Answer

Address:__________________________________________City:______________State: ____  Zip:__________
Please list the residents living in the home with the child applicant, their ages and relationship:
__________________________________________________________________________________________
_________________________________________________________________________________________
Section 3: Financial Information
Is the applicant currently covered by insurance?    Yes       No       Insurance Company _____________________
Does insurance cover mental health services?        Yes       No       If yes, how many sessions are covered? ____________
If yes, have you met the limit of mental health services for the current year?    Yes     No
Have you applied for insurance but the application is pending?  Yes    No   Where? _____________________________
​________________________________________________________________________________________________
Is the applicant covered by Medicaid?    
         
   Yes       No       
Please list the annual household income for the last tax year: ____________________________
Please list the current monthly income from ALL sources.

 If $0, leave blank.
Salary: ____________________

Child Support: ________________

Unemployment: ____________
Food Stamps: _____________

WIC/TANF: ___________________

Retirement: _______________
Survivor Benefits: _____________
Gifts: _________________


Other: ___________________
YOU MUST ATTACH A COPY OF THE APPLICANT/PARENT GUARDIAN TAX RETURN FOR THE LAST YEAR FOR THE APPLICATION TO BE CONSIDERED.
Section 4: Social Services Support & Other Services
Does the applicant receive Services from the Missouri Division of Children or Social Services?    
Yes      
No

If yes, caseworker name: __________________________________ County: ___________________________

May We Contact?    Yes     No

Phone: ______________________

Reason for services: _________________________________________________________________________________
Does the applicant currently have a Juvenile or Adult Probation Officer?



Yes      
No
Name of Officer: _____________________________ County: ___________________________

May We Contact?    Yes     No

Phone: ______________________
Reason for being under supervision/charge(s):_______________________________________________________________________________
__________________________________________________________________________________________________
Does the applicant have a substance abuse problem? 
Yes
No
Is the substance abuse being treated by a professional?
Yes
No
Section 5: Assistance Needs
Please explain why the applicant is seeking financial assistance for counseling. If necessary, please attach an additional sheet. 
For trauma and abuse applicants:
Was law enforcement notified of the trauma/abuse?

Yes
No
Was Missouri Division of Children's Services involved?

Yes
No
Is the case still open?
Yes
No
Has the applicant received a forensic interview? 

Yes
No
Does the applicant have contact with the abuser?

Yes
No
If yes, please explain: _______________________________________________________________________________
Has an Ex-Parte or Order of Protection been filed?

Yes
No
County: ______________________
Is a criminal case pending due to the trauma/abuse?     

Yes
No
Case #: ____________________________  County: ___________________
Attorney: _____________________

Is the applicant CURRENTLY receiving any trauma, grief or mental health related services?

Yes
No

May We Contact:   Yes       No

Type of services receiving:  ____________________________________

If yes, agency: __________________________________________ Phone: ______________________________
Counselor: _____________________________________Date(s) of Service: ______________________________

How much can the applicant/legal guardian afford for counseling per session?
$_____________ 

Has the applicant received mental health or trauma services in the PAST?    Yes
No          
May We Contact?    Yes     No

Type of service received: _____________________________________

If yes, agency: __________________________________________ Phone: _____________________________
Counselor: _____________________________________Date(s) of Service: ______________________________
Section 6: Other Information
Does the applicant have access to reliable transportation to and from counseling?     


Yes      
No
If no, please explain: _____________________________________________________________________________
_________________________________________________________________________________________________________________________________
Other information the applicant would like CAPE to consider regarding this application for assistance:
 _______________________________________________________________________________________________
_______________________________________________________________________________________________

_______________________________________________________________________________________________
_______________________________________________________________________________________________
Section 7: Authorization and Disclosure
By signing this agreement, I/we understand that I/we are releasing personal and confidential information to the Child Abuse Prevention and Elimination Foundation, Inc. (CAPE) for the purposes of applying for financial assistance. I/we understand that I/we are authorizing the CAPE Foundation, Inc. to discuss this application in its entirety with members of the CAPE Foundation, Inc. Board of Directors, for the purpose of approving my application and managing financial services. I/we understand and authorize the CAPE Foundation, Inc. to discuss my application with any individual named and authorized above, if indicated, whom has a vested interest in the treatment of the applicant.  I/we understand that the CAPE Foundation is not allowed to share any personal and confidential information with anyone whom I/we have not authorized. I/we understand that this authorization to disclose can be revoked at any time, by writing the CAPE Foundation, Inc. and advising them to revoke this disclosure. I/we hereby authorize the CAPE Foundation, Inc. to review this application.   DATE: ___________ INITIAL: ___________
I/we understand that this application is not approved until I/we are notified by the CAPE Foundation that my application has been accepted and approved for assistance. I/we understand that CAPE Foundation, Inc. will not pay for any services prior to written application approval, and that by completing an application, I/we are not immediately approved for financial assistance. INITIAL: ___________
I/we understand that, if approved for financial assistance, I/we agree to attend all sessions I/we schedule with the treatment provider. If I/we fail to attend a scheduled session and am billed for that session, I/we understand that I/we are responsible for payment of the missed treatment. I/we understand that failure to attend three consecutive counseling sessions will result in a loss of funding from the CAPE Foundation, Inc., and that I/we must reapply for services. INITIAL: ___________
I/we understand that, if approved, this assistance is authorized for up to 12 treatment sessions. After 12 sessions, if the applicant needs additional services, I/we understand that the treatment provider will contact the CAPE Foundation, Inc. to authorize an additional 12 sessions.  INITIAL: ___________
I/we understand that, if approved, arrangements must be made within 90 days of notification of approval.  After 90 days applicant(s) must resubmit CAPE assistance application. INITIAL: ___________

I/we understand that the treatment provider is authorized to collect a fee, from $1.00 to $10.00, in addition to the financial assistance authorized by CAPE Foundation, Inc. I/we understand I am responsible for negotiating this fee with the treatment provider and I/we are responsible for payment of this fee at the time of service.  INITIAL: ___________
Being fully aware, I/we the undersigned, do hereby submit this application for assistance.
Applicant/Parent/Guardian Signature: _____________________________________     Date: _______________

Parent/Guardian Signature: _____________________________________________      Date: _______________
