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Purpose Statement

Manna Fund, Incorporated was developed in order to provide direct payment of inpatient treatment costs due to inadequate insurance coverage for people with eating disorders.  This effort is due to help fray the high cost of specialized care and to avoid the often difficult decisions to be made for families of ED patients (ongoing treatment for seriously ill patient versus exorbitant cost of care).  Our desire is that all recipients, and eventually, all individuals who have been personally affected by an eating disorder, will receive the appropriate care to help them eliminate their eating disorder altogether.  Unfortunately, we are unable to provide funding for lower levels of care or to help restore funds that have already been utilized for intensive care. 
History of MANNA
Manna Fund organization was birthed early in 2005 by Genie Burnett, PsyD, and her colleagues. These practitioners, who specialize in the treatment of eating disorders, became increasingly concerned about the lack of adequate inpatient treatment funding available to those suffering from life-threatening eating disorders. Through their own personal and clinical experiences and in-depth research, they discovered an alarming number of obstacles and “barriers to care” for those who found themselves needing inpatient treatment for eating disorders, the most prominent being lack of insurance coverage, coverage with inadequate benefits, lack of or low reimbursement rates, and coverage that restricts certain types of specialized treatments (i.e. no group therapy or family therapy), therapists, and treatment centers. As result of these disheartening truths, the decision was made to form a 501(c)(3) non-profit corporation in 2007 to be fully dedicated to “fill the funding gap” for individuals needing the most immediate and critical level of care – inpatient and/or residential treatment. 

Mission Statement

Manna Fund’s Mission Statement is to provide financial assistance for inpatient or residential treatment costs to all qualified individuals through a well-administered scholarship fund program.
Vision Statement
The Vision Statement is to see individuals who are struggling with life-threatening eating disorders successfully treated at appropriate inpatient facilities, for as long as the inpatient treatment is deemed necessary, regardless of ability to pay.

Instructions for Completion of Request Form
1. It is preferred that the applicant complete the information packet, however, if the applicant is unable, unwilling, or mentally incompetent to complete packet, then the applicant’s parents, caregivers, other family members, or practitioner  may complete or aid in completion of packet.  The applicant and guardian (if appropriate) must sign the consent form and waivers, however, in order to be considered for the scholarship.  Applicants may email the Request Form information to Info@Mannafund.org, and mail in the Consent and Release of Information forms with original signatures.  
2. The questionnaire packet is in expandable Word form (pp. 8-12).  Therefore, each item within the questionnaire is an expandable area, so that you may type directly into the application.  
3. Certain sections of the application form need to be completed by the appropriate members of the health care team.  It is preferred that the practitioner send via the best method in which they desire to be contacted.  All practitioners must be able to be contacted, and specify how they would like to be contacted in a confidential manner.  To ensure confidentiality, consent forms must be signed for each practitioner. The following delivery methods are acceptable:
· Airmail 
· Email (please send directly from practitioner’s email address; electronic signatures are acceptable)
4. Complete the attached Change Assessment Scale, the Harm to Self or Others Questionnaire, and the Stressful Life Events Screening Questionnaire .  The instructions are on the first page of each questionnaire.  You may complete these by highlighting or marking your answers via computer.  

5. Recipients must sign and complete waivers of treatment in order to participate in the Manna process.  These waivers must be originals, and mailed in to the Manna office.  The waivers include the following:
i. RELEASE, WAIVER OF LIABILITY, ASSUMPTION OF RISK, AND HOLD HARMLESS AGREEMENT (see Addendum A)
ii.  RECIPIENT’S CONTACT INFORMATION and AGREEMENT TO TERMS AND CONDITIONS (see Addendum B)
6. If there are questions regarding any of the items to be completed, please contact the Manna office at 770-495-9775 x107.  
7. If you have not received notification of award after 120 days and would like to continue to be considered for a scholarship, you must update the following aspects of your application:  lab work, current weight, any change in medical condition or acting out behaviors, and changes in environmental stressors (i.e., family, work, educational).  This information may be sent via email to: info@Mannafund.org.
Hospitalization Process

1. There are two methods for being admitted into an intensive program:
a. A list of partnering and approved hospitals is provided on the website.  It is recommended that you contact a hospital from our provider list and speak with them regarding your needed admission.   These hospitals have been reviewed by our clinicians and meet criteria established by the APA and have signed partnering contracts with Manna.  
b. If you have already spoken with a hospital, and they are not a part of the Manna program, please provide a completed consent form so that Manna may correspond with the hospital treatment team regarding potential payment by Manna.
i. The hospital may need to undergo a review to meet standards established by the Manna Board of Directors and Clinical Advisory Committee.
ii. Once the hospital has been reviewed and approved, the hospital will be required to sign a Contract to participate in the Manna process.
2. After you have spoken with the hospital, they must indicate that you meet criteria for admission.  Manna will also be glad to help arrange admission by forwarding the Scholarship Request Form to the hospital.
What to Expect Upon Completion of Scholarship Application

Manna Fund Process for Reviewing Applications
1. Once you have completed and turned in your application to Manna Fund, your application will be reviewed by the Clinical Advisory Committee (CAC), which is a group of 3-5 clinical specialists in treating eating disorders.  These specialists will not be affiliated with any particular inpatient program or there will be more than one representative from participating hospitals will be present and will review your application.  

2. The CAC team will review all applications and select the top five candidates who are eligible to receive the scholarship.  These five candidates will be asked to complete three more questionnaires, including:
a. Eating Disorder Inventory-3
b. Personality Assessment Inventory

c. University of Rhode Island Change Assessment Scale - URICA  

3. They will also be scheduled for a 30-minute interview by a CAC member.  

4. The CAC will then select the most eligible candidate for treatment, and will make recommendations to the Board.
5. Once recommendations have been made to the Board of Directors, the Board will decide how much funding will be allocated to the scholarship recipients.   Scholarship amounts will be based on available funds and potential cost of treatment.  

Notification of Award
1. Each recipient will be notified via phone call and/or letter as soon as the decision has been made for award, with the amount of said award indicated.
2. An award letter will be mailed to the recipient and a copy will be faxed or mailed to the treating facility.

Completion of Questionnaires

1. The entire application packet, questionnaires, and interview notes will be sent to the treatment center on behalf of the recipient.  

2. Each recipient agrees to complete said questionnaires at the following intervals, post-discharge from their treating facility:

a. Upon discharge

b. 6-months

c. 1 year

d. 2 years

Inpatient Progress Forms

1. During the course of treatment, each hospital has agreed to complete weekly progress reports to inform the Manna Fund Board of the individual’s treatment progress, as well as the estimated need for continued treatment length and potential cost of continued treatment.  This is to inform the Board of Directors and Clinical Advisory Committee of your ongoing treatment needs. Financial consideration of meeting these ongoing needs will be subject to Board and/or CAC approval.

2. See following page for a copy of the Weekly Progress Forms (this will be completed by the treatment team while you are in the hospital, and will provide information to Manna regarding your treatment progress and need for further care).
Completion of Treatment & Post-Treatment Follow-Up

1. Once treatment is complete, recipients are requested to complete the aforementioned questionnaires for follow-up and research purposes.

2. Recipients are also requested to write a summary of their experience with the Manna process and whether they felt that their treatment was “successful”.  This will aid the Manna process and future potential recipients.
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Weekly Progress Form
Client :____________________________________
DOB:______________
Diagnoses:________________________________

Current Weight:______  %IBW_______
Current medications:_______________________________________________________________
Goals or Progress made towards Goals:

1. ___________________________________________________________________________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

4. ___________________________________________________________________________
5. ___________________________________________________________________________
Impediments in reaching goals (e.g., client refusal to engage in treatment, parental resistance, etc):

1. _______________________________________________________________​____________

2. ___________________________________________________________________________

3. ___________________________________________________________________________

4. ___________________________________________________________________________
5. ___________________________________________________________________________
Anticipated length of stay/discharge date from current level: ________________________________

________________________________________________________________________________

Further clinical needs for successful treatment:___________________________________________

________________________________________________________________________________
Prognosis:  
Poor

Fair

Good

Excellent

_________________________________


____________________

Clinician 






Date
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 Scholarship Request Form



All application sections should be typed directly into this form. Any text box can be made larger to accommodate your answers, but please limit your responses to a maximum of one page per question. When complete, please print the form, sign where indicated and submit it directly to: 
Manna Fund – Scholarship Request Form
1325 Satellite Boulevard, Suite 703
Suwanee, GA 30024

OR EMAIL info@Mannafund.org
Section I: General Information

	Date Submitted
	


1. Applicant Information

	Name (First, Middle Initial, Last) 
	

	Date of Birth and Age
	

	Address
	

	City, State and Zip Code
	

	Home Telephone
	

	Cell Number
	

	Work Number
	

	Marital Status
	

	Email
	


2. With whom do you reside? (List each person, their relationship to you, their age and occupation.)
	Name
	Relationship to me
	Age
	Occupation/Grade in School

	
	
	
	

	
	
	
	

	
	
	
	


3. Please describe your employment. (Include your occupation, the number of hours per week you work, your salary, and how long you have worked there.) Students please note the name of your school (if you are home-schooled), what your grade is, and whether you are enrolled full time, part time or are on any type of leave of absence. 
	


Section II: Symptoms 
4. In your own words, describe how you have been impacted by your eating habits/disorder. Include the length of time you feel you have had difficulty with eating and if you are trying to change how you use food in your life.  Please include thinking patterns, behavior patterns, and emotional difficulties that you have encountered as a result of your eating. Please also include any “purging” behaviors in these responses, including over-exercising, use of diet pills/laxatives, and restrictive eating habits.
	


5. How has your eating disorder impacted the important relationships in your life?

	


6. Please describe your current physical health and how you believe your eating habits/disorder have affected it.  Please also include your current height and weight.  If you do not know your current weight, please make sure that your physician and/or dietitian includes your weight in their letter of recommendation.
	


7. Mark with an X any of the behaviors listed below that you have engaged in or experienced, either in the current day or in the past. If you have engaged in these in the past, note the approximate last time you engaged in the behavior.
	Current
	Past
	
	Current
	Past

	
	
	Restricting
	
	
	Over Exercising

	
	
	Bingeing
	
	
	Using Laxatives      

	
	
	Purging
	
	
	Using Diet Pills/Diuretics  

	
	
	Anxiety
	
	
	Trauma

	
	
	Depression
	
	
	Desire to Cause/Active Self-Injury

	
	
	Dissociation (feeling separate from body)
	
	
	Other (describe):


8. Are you currently using any legal or illegal substances? Yes or No  If so, what and how much?

	Substance
	How much?
	How often?
	Age of first use

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


9. What would you consider are your strengths for treatment?  In other words, what personality or other attributes will help you succeed in your treatment?

	


10. What are your struggles with treatment? What issues are the most difficult for you to work through, or what is the biggest roadblock to your recovery?
	


11. How would you define long-term success regarding treatment? In other words, what is your hope for desired change while participating in this treatment facility?
	


Section III: Treatment History & Recommendations

11. Have you ever been hospitalized? If yes, please list the name of the hospital, the dates you were treated there, and what resulted from this treatment. (This includes any ER visits, hospitalizations relating specifically to eating disorder, inpatient residential treatment or any other psychiatric hospitalizations.)

	


12. List any medications you are taking or have been prescribed, dosage, and the doctor that prescribed it)

	Medication
	Dosage
	Prescribing Physician

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


13. Treatment Team Information: Please include who you see, what their role is in your treatment, whether you see them currently and, if not, clearly state why you are no longer seeing them. Also note how long you were seen by each practitioner.  If you have not seen a particular type of treatment provider, please indicate why.
A. Name and contact information of your primary therapist:

	


How often do you go to therapy with this therapist? How long have you been seeing this person? How has therapy been helpful? What have you learned thus far?
	


B. Name and contact information of your nutritionist/dietitian:

	


How often do you meet with your nutritionist? How long have you been seeing this person? How has this process been helpful? What have you learned thus far?

	


C. Name and contact information of your primary care physician:

	


How often do you see this doctor? How long have you been seeing this person?

	


D. Name and contact information of your psychiatrist:

	


How often do you see this doctor? How long have you been seeing this person? What medications have they prescribed, and are you taking them as prescribed?

	


E. Please note anyone else you have seen as a part of your treatment team that is not listed above.

	


14. Please attach letters of recommendation from your supports and treatment team.

a.  Parents/Spouse/Friend – please include your experience of your child’s/spouse’s/friend’s eating disorder and note your perception of his/her difficulty with recovery

b. Primary Therapist – please include a general summary of treatment goals, progress, and issues that need to be followed up on while inpatient

c. Nutritionist – please include height, significant weight changes across treatment, any dietary concerns/difficulties and current meal plan

d. Primary Care Physician – please also include recent lab work
e. Psychiatrist – please include current medication regime and success thus far in treatment
Section IV: Financial Information & How You Would Like Manna Fund to Help

15. Have you contacted an inpatient ED treatment facility? Why have you selected this particular treatment facility?
	


16. What is the anticipated duration and total cost of the treatment you are seeking? Are you currently available to go into treatment? If so, for how long? (usual treatment times are from 45-90 days)
(Your therapist or doctor may be helpful in determining this)
	


17. Do you have mental health benefits? If yes, please note what kinds of mental health care your insurance covers.
	


18. What is the name and phone number of your health insurance company and what is your policy number? What is the Social Security Number of the policy holder?

	


19. Please list the amount you are able to contribute toward the cost of your treatment (this includes patient, family, or other personal contributors, and this money will be contributed directly to the hospital or facility).  Please note: each recipient will be required to contribute something towards their treatment.  This should be done through our website and/or a certified check mailed to our address.
	


20. What approximate amount are you seeking for Manna Fund to provide to the treatment center?
	


21.  Please provide financial documentation to help us determine your financial need for funding.  Please include other inpatient treatment bills, paid or unpaid, as well as either your most recent tax return or your last two months’ bank statements.

_______________________________​​​​​​_________                                    ______________________

Signature of applicant                                                                               Date
________________________________________

Signature of parent/guardian (if applicant is a minor)
Incomplete or incorrect information may cause a delay in the processing of your request.
University of Rhode Island
Change Assessment Scale (URICA):
 
      Name ___________________________                                           Date: __________________
EACH STATEMENT BELOW DESCRIBES HOW A PERSON MIGHT FEEL WHEN STARTING THERAPY OR APPROACHING Problems IN THEIR LIVES.  Please indicate the extent to which YOU TEND to agree or disagree with each statement.  In each case, make your choice in terms of how you feel riGHt now, not what you have felt in the past or would like to feel.  For all statements that refer to your “problem”, answer in terms of problems related to why you are in therapy.  The words “here” and “this place” refer to your treatment center. 
 

There are five possible responses to each of the items in the questionnaire:
 
1=Strongly Disagree
2=Disagree
3=Undecided
4=Agree
5=Strongly Agree
 
Circle or highlight the number that best describes how much you agree or disagree with each statement.
 
	 
	Strongly Disagree
	Disagree
	Undecided
	Agree
	Strongly Agree

	1.      As far as I’m concerned, I don’t have any problems that need changing.


	1
	2
	3
	4
	5

	2.      I think I might be ready for some self-improvement.
 
	1
	2
	3
	4
	5

	3.      I am doing something about the problems that had been bothering me.
 
	1
	2
	3
	4
	5

	4.      It might be worthwhile to work on my problem.
	1
	2
	3
	4
	5

	5.      I’m not the problem one. It doesn’t make much sense for me to be here.
 
	1
	2
	3
	4
	5

	6.      It worries me that I might slip back on a problem I have already changed, so I am here to seek help. 
	1
	2
	3
	4
	5

	7.      I am finally doing some work on my problems.
	1
	2
	3
	4
	5

	8.      I’ve been thinking that I might want to change something about myself.


	1
	2
	3
	4
	5

	9.      I have been successful in working on my problem but I’m not sure I can keep up the effort on my own.


	1
	2
	3
	4
	5

	10.   At times my problem is    difficult, but I’m working on it. 
 
	1
	2
	3
	4
	5

	11.  Trying to change is pretty much a waste of time for me because the problem doesn’t have to do with me.
 
	1
	2
	3
	4
	5

	12.  I’m hoping this place will help me to better understand myself.
 
	1
	2
	3
	4
	5

	13.  I guess I have faults, but there’s nothing that I really need to change.
 
	1
	2
	3
	4
	5

	14.  I am really working hard to change.
 
	1
	2
	3
	4
	5

	15.  I have a problem and I really think I should work on it.
	1
	2
	3
	4
	5

	16.  I’m not following through with what I had already changed as well as I had hoped, and I’m here to prevent a relapse of the problem.
 
	1
	2
	3
	4
	5

	17.  Even though I’m not always successful in changing, I am at least working on my problem.
 
	1
	2
	3
	4
	5

	18.  I thought once I had resolved the problem I would be free of it, but sometimes I still find myself struggling with it.

	1
	2
	3
	4
	5

	19.  I wish I had more ideas on how to solve my problem.
 
	1
	2
	3
	4
	5

	20.  I have started working on my problems but I would like help.
 
	1
	2
	3
	4
	5

	21.  Maybe this place will be able to help me.
 
	1
	2
	3
	4
	5

	22.  I may need a boost right now to help me maintain the changes I’ve already made.
 
	1
	2
	3
	4
	5

	23.  I may be part of the problem, but I don’t really think I am.
	1
	2
	3
	4
	5

	24.  I hope that someone here will have some good advice for me.
	1
	2
	3
	4
	5

	25.  Anyone can talk about changing; I’m actually doing something about it.
	1
	2
	3
	4
	5

	26.  All this talk about psychology is boring.  Why can’t people just forget about their problems?
 
	1
	2
	3
	4
	5

	27.  I’m here to prevent myself from having a relapse of my problem.
	1
	2
	3
	4
	5

	28.  It is frustrating, but I feel I might be having a recurrence of a problem I thought I had resolved.
 
	1
	2
	3
	4
	5

	29.  I have worries but so does the next person. Why spend time thinking about them?
 
	1
	2
	3
	4
	5

	30.  I am actively working on my problem.


	1
	2
	3
	4
	5

	31.  I would rather cope with my faults than try to change them.
	1
	2
	3
	4
	5

	32.  After all I had done to try and change my problem, every now and then it comes back to haunt me.
	1
	2
	3
	4
	5


Harm to Self or Others Questionnaire

Name _______________________________________
Date completed____________________________
Please highlight your responses.  If you have any commentary about the statement, please include this as well:

Yes
No
I am thinking about killing or physically harming myself

Yes
No
I have recently harmed myself.

Yes
No
I am thinking about harming or killing someone else.

Yes
No
I have recently physically harmed someone else.

Yes
No
I am in immediate danger of being physically harmed by someone.

Yes
No
I am very concerned about someone else who may be in immediate danger 

of physical harm.

Yes
No
I have been raped or sexually assaulted within the last year or am 

concerned about a previous rape or sexual assault. 

Yes
No
I believe that I am about to be forced into having sex, about to be raped or 

about to be sexually assaulted. 

Yes
No
I am being harassed sexually or in another way.

STRESSFUL LIFE EVENTS SCREENING QUESTIONNAIRE - REVISED
The items listed below refer to events that may have taken place at any point in your entire life, including early childhood.  If an event or ongoing situation occurred more than once, please record all pertinent information about additional events after the last page of this questionnaire. Please note that some of the questions are extremely sensitive, and may trigger unexpected emotions.  If this part of the application is too difficult, it is HIGHLY suggested that you do this part of the application with a mental health professional and/or someone that you trust.  Also make sure that you are in a safe environment where you cannot harm yourself in any way as a result.
1.  Have you ever had a life-threatening illness?  

     No _____  Yes _____



If yes, at what age? __________ 

Duration of Illness _______________________

Describe specific illness ___________________________________________________

2.  Were you ever in a life-threatening accident?  

     No _____  Yes _____ 


      If yes, at what age? _________  

Describe accident____________________________________________________________

Did anyone die? ____     Who? (Relationship to you)__________________________

What physical injuries did you receive? _____________________________________

Were you hospitalized overnight?  No_____ Yes _____

3.  Was physical force or a weapon ever used against you in a robbery or mugging?  

     No _____  Yes _____



If yes, at what age? _________ 


How many perpetrators?___________


Describe physical force (e.g., restrained, shoved) or weapon used against you.  


___________________________​​​​___________________________________________


Did anyone die? ______ if so, who?__________________________________________________


What injuries did you receive?  _____________________________________________


Was your life in danger? __________________________
4.  Has an immediate family member, romantic partner, or very close friend died because of accident, homicide, or suicide?   

      No _____  Yes _____  

           If yes, how old were you? ______


How did this person die? ____________________________________________________


Relationship to person lost __________________________________________________

In the year before this person died, how often did you see/have contact with him/her?

_____________________________________________________________________________________
Have you had a miscarriage?   No ______  Yes ______  If yes, at what age?___________
5.  At any time, has anyone (parent, other family member, romantic partner, stranger or someone else) ever physically forced you to have intercourse, or to have oral or anal sex against your wishes, or when you were helpless, such as being asleep or intoxicated?  

     No _____  Yes _____  

    If yes, at what age? ________________


If yes, how many times? 1 _____, 2-4 _____, 5-10 _____, more than 10_____


If repeated, over what period?  6 mo. or less _____, 7 mos.-2 yrs. _____, more than 2 yrs. but less than 5 yrs. 


______, 5 yrs. or more _________.


Who did this?  (Specify stranger, parent, etc.) _____________________________


Has anyone else ever done this to you? No______  Yes______
6.  Other than experiences mentioned in earlier questions, has anyone ever touched private parts of your body, made you touch their body, or tried to make you to have sex against your wishes? 
     No _____  Yes _____  

    If yes, at what age? ________________


If yes, how many times? 1 _____, 2-4 _____, 5-10 _____, more than 10_____


If repeated, over what period?  6 mo. or less _____, 7 mos.-2 yrs. _____, more than 2 yrs. but less than 5 yrs. 


______, 5 yrs. or more _________.


Who did this?  (Specify person, date, etc.) _____________________________


What age was this person? ____________


Has anyone else ever done this to you? No______  Yes______

7.  When you were a child, did a parent, caregiver or other person ever slap you repeatedly, beat you, or otherwise attack or harm you?

     No _____    Yes_____

   If yes, at what age _________________  

If yes, how many times? 1 _____, 2-4 _____, 5-10 _____, more than 10 _______

If repeated, over what period? 6 mo. or less _____ , 7 mos.- 2 yrs.  _____, more

than 2 yrs. but less than 5 yrs _____, 5 yrs. or more _______.

Describe force used against you (e.g., fist, belt)_________________________

Were you ever injured? ______ If yes, describe ____________________________

Who did this? (Relationship to you) _______________________________________

Has anyone else ever done this to you?  No ________    Yes ________

8.  As an adult, have you ever been kicked, beaten, slapped around or otherwise physically harmed by a romantic partner, date, family member, stranger, or someone else? 

      No _____  Yes _____
 If yes, at what age? _________________ 

If yes, how many times? 1 _____, 2-4 _____, 5-10 _____, more than 10______

If repeated, over what period? 6 mo. or less _____, 7 mos.- 2 yrs. _____, more 

than 2 yrs. but less than 5 yrs. ______ , 5 yrs. or more _______.

Describe force used against you (e.g., fist, belt) __________________________

Were you ever injured?_______ If yes, describe_______________________________

Who did this? (Relationship to you) ___________

If sibling, what age was he/she_____________________

Has anyone else ever done this to you? No_______ Yes ______

9.  Has a parent, romantic partner, or family member repeatedly ridiculed you, put you down, ignored you, or told you were no good? 

No _____  Yes _____
 If yes, at what age? _________________ 

If yes, how many times? 1 _____, 2-4 _____, 5-10 _____, more than 10______

If repeated, over what period? 6 mo. or less _____, 7 mos.- 2 yrs. _____, more 

than 2 yrs. but less than 5 yrs. ______ , 5 yrs. or more _______.

Who did this? (Relationship to you) ___________

If sibling, what age was he/she_____________________

Has anyone else ever done this to you? No_______ Yes ______

10.  Other than the experiences already covered, has anyone ever threatened you with a weapon like a knife or gun?

No _______   Yes ______  If yes, at what age? _________________ 

If yes, how many times? 1 _____ , 2-4 _____ , 5-10 _____, more than 10______

If repeated, over what period? 6 mo. or less _____, 7 mos.- 2 yrs. _____, more 

than 2 yrs. but less than 5 yrs. ______, 5 yrs. or more _______.

Describe nature of threat _____________________________________________________

Who did this? (Relationship to you) ___________________________________________

Has anyone else ever done this to you?  No_____ Yes _______
11.  Have you ever been present when another person was killed? Seriously injured? Sexually or physically assaulted?  

 No _____  Yes _____   If yes, at what age? _________________ 

Please describe what you witnessed __________________________________________

Was your own life in danger? ________________________________________________

12.  Have you ever been in any other situation where you were seriously injured or your life was in danger (e.g., involved in military combat or living in a war zone)?

     No________  Yes_______
If yes, at what age? __________  Please describe. ____________________________

________________________________________________________________________

13.  Have you ever been in any other situation that was extremely frightening or horrifying, or one in which you felt extremely helpless, that you haven't reported?

     No_____    Yes_____
If yes, at what age?  _________  Please describe. ____________________________

________________________________________________________________________

Please record any other traumatic events that you feel are pertinent in the space below:
Laboratory Assessment 
The following information is needed in order to effectively assess your current medical condition.  This information is required to be updated within a month of your application, and may be re-requested one month prior to your hospital admission:

All the following are required:

· Metabolic Panel (Sodium, Chloride, Potassium, Carbon Dioxide, Blood Urea Nitrogen, Creatinine, Glucose, SGPT, SGOT, serum protein)

· Complete Blood Count

· Urinalysis

· Electrocardiogram (EKG)

Additional are required, based on your diagnostic category:

· Anorexia Nervosa:

· Magnesium

· Phosphorus

· Calcium

· Estrogen/testosterone

· Chest X-ray

· Creatinine clearance

· DEXA

· Echocardiogram

· Bulimia Nervosa

· Amylase

· Urinary electrolytes

· Binge Eating Disorder

· Lipid profile

· Fasting Blood Sugar
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1325 Satellite Blvd, Suite 703, Suwanee, Georgia  30097
Phone:  770-495-9775
Consent and Authorization to Release Information

I authorize Manna Fund to release to and receive from:

Name:  _________________________________________________________________

Address:  _______________________________________________________________
_______________________________________________________________________
Phone/Fax:  _____________________________________________________________
The following information:

· Initial Assessment information

· Follow-up Assessment information

· Therapy progress information

· Phone consultation and/or written information for continuation of care

Dates of treatment to release: ________________

Contained in the record of/concerning: 

Patient: _________________________________________________________________

Address: ________________________________________________________________

________________________________________________________________________
Date of birth: ___________________________SS# ______________________________ 

I understand that I may revoke this consent to release information in writing at any time, except to the extent that action has already been taken in reliance thereon. In any event, upon fulfillment of the above-stated purpose, this consent will automatically expire one year from the date signed. 

Patient Signature: ____________________________________

Guardian: __________________________________________

Witness: ___________________________________________

Date: ______________________________________________
Checklist for completed Manna  Fund Request Form

___ Application completed 


___ Letters of recommendation/referral from:


___ Primary therapist


___ Primary Care Physician 


___ Psychiatrist



___ Nutritionist/Dietitian


___ Parent/spouse/friend

___ Current lab work (within 1 month of Request form Submission)

___ Financial documentation

___ Completed University of Rhode Island Change Assessment Scale
___ Completed Harm to Self or Others Questionnaire
___ Completed release of information for each designated party

___ Completed RELEASE, WAIVER OF LIABILITY, ASSUMPTION OF RISK, AND HOLD HARMLESS AGREEMENT
___ Completed  RECIPIENT’S CONTACT INFORMATION and AGREEMENT TO TERMS AND CONDITIONS

Addendum A
RELEASE, WAIVER OF LIABILITY,

ASSUMPTION OF RISK,

AND HOLD HARMLESS AGREEMENT

[image: image5.jpg]MANNA

MANNAFUND.ORG

@





1325 Satellite Blvd, Suite 703, Suwanee, Georgia  30097
Phone:  770-495-9775
RELEASE, WAIVER OF LIABILITY,

ASSUMPTION OF RISK,

AND HOLD HARMLESS AGREEMENT

(To be signed by person for whom MANNA FUND, INC., provides a )

This is an important legal document.  Read it carefully before signing.

BY COMPLETING THIS FORM YOU ARE PROVIDING US YOUR CONSENT TO COLLECT, STORE AND USE THIS FORM, WHICH CONTAINS CERTAIN PERSONAL INFORMATION ABOUT YOU OR YOUR CHILD.

I ,






 [insert name of person for whom the  is being provided], am accepting the  which was granted by Manna  Fund, Inc., as financial assistance for inpatient treatment costs for my eating disorder treatment at 




 [insert name of facility at which treatment will be provided].
By accepting the , I agree that the determination by Manna  Fund, Inc., as to any interpretation of any aspect of the  or  Program, or whether a recipient of the  has complied with any provision of the  or  Program, shall be final and binding.

RELEASE AND HOLD HARMLESS:
IN FURTHER CONSIDERATION OF MY RECEIPT OF THE MANNA  FOR MY INPATIENT TREATMENT FOR MY EATING DISORDER, I AGREE TO RELEASE AND HOLD HARMLESS MANNA  FUND, INC., AND ITS DIRECTORS, OFFICERS, AGENTS, VOLUNTEERS, AND EMPLOYEES (HEREINAFTER COLLECTIVELY REFERRED TO AS "MANNA") FROM AND AGAINST ALL TAXES OR OTHER AMOUNTS DUE TO GOVERNMENTAL BODIES BY ME AS WELL AS ALL CLAIMS, EXPENSES, LOSSES OR DAMAGES TO PROPERTY OR PERSON OF ANY KIND, CAUSED IN WHOLE OR IN PART, DIRECTLY OR INDIRECTLY, BY THE ACCEPTANCE, POSSESSION, OR USE OF THE .  THIS RELEASE EXTENDS TO CLAIMS FOR THE NEGLIGENCE OF MANNA.

INDEMNIFICATION:
IN FURTHER CONSIDERATION OF MY USAGE OF THE , I AGREE AND PROMISE TO INDEMNIFY AND DEFEND MANNA AGAINST ANY AND ALL CLAIMS, LIABILITIES, LOSSES, DAMAGES OR EXPENSES OF ANY KIND INCLUDING, BUT NOT LIMITED TO, (i) CLAIMS FOR THE NEGLIGENCE, FAULT OR OTHER TORT OF MANNA; (ii) PAYMENT OF ANY MEDICAL LIENS OR ANY OTHER TYPE OF LIEN; AND (iii) PAYMENT OF REASONABLE ATTORNEYS' FEES ARISING FROM OR IN ANY WAY CONNECTED WITH ANY INJURIES, DAMAGES OR LOSSES SUSTAINED FROM THE USE OF THE , PROVIDED THAT THIS INDEMNIFICATION SHALL NOT EXTEND TO CLAIMS FOR MANNA'S INTENTIONAL OR RECKLESS MISCONDUCT OR GROSS NEGLIGENCE.

AGE:
I hereby represent and warrant to Manna that I am not a minor and that I have completely read and understand the terms and conditions of this Release and voluntarily agree to be bound by this Release.
If I am a minor I understand that the signature of my parent/legal guardian is required and will operate as acceptance of the terms of this Release on my behalf and their express indemnification of Manna, as stated herein.

REPRESENTATIONS AND WARRANTIES:
If I am a minor, by signing below my parent or legal guardian represents and warrants that he or she is my parent or legal guardian.

GOVERNING LAW:
I agree that this document will be governed by and interpreted under the laws of the State of Georgia, USA, without regard to principles of conflicts of law. I agree that any legal action brought by me or Manna with regard to or arising out of any matters set forth in this document shall be brought only in an appropriate state or federal court in Georgia.  I consent to the jurisdiction and venue of such courts for these purposes.

SEVERABILITY:
I agree that if a court determines that any provision of this Release is invalid or unenforceable, then that provision shall be modified or severed to the maximum extent permitted by law.  However, any and all other provisions shall remain valid and be given full force and effect in a valid and enforceable manner to accomplish the purpose of this Release, which is that it shall be an enforceable release of liability and indemnification of Manna.

ACKNOWLEDGEMENT:
I have completely read and understand the terms and conditions of this Release and voluntarily agree to be bound by this Release. I have represented to Manna that I am either not a minor and have signed this Release or that I am a minor and have signed this Release and my parent/legal guardian has also signed this Release.

RELEASOR (CLIENT or INDIVIDUAL WHO IS RELEASING INFORMATION)
Signature of Releasor
Date

Releasor's Social Security Number:

[Type Releasor's Name Here]

[Type Releasor's Address Here]

[Type Releasor's City, State, Country, Zip Code Here] 
[Type Releasor's Telephone Here]

Signature of Parent/Legal Guardian
Date

(Parent/Guardian signature required if Releasor is under 18 or is considered a minor in her/his state of residence).

[Type Releasor's Parent/Legal Guardian's Name Here]

[Type Releasor's Parent/Legal Guardian's Address Here]

[Type Releasor's Parent/Legal Guardian's City, State Zip Code Here] 
[Type Releasor's Parent/Legal Guardian's Telephone Here]

State of 
 
County of 
 

On this
day of
, 20__, before me, the undersigned Notary Public, personally appeared
, known to me (or proved to me on the basis of satisfactory evidence) to be the person whose name is subscribed to the within instrument, and acknowledged that (he/she) executed it.

Witness my hand and official seal.


_____________________________
Notary Public, State of 

______
_____
_____________________________
Printed Name
Addendum B
 RECIPIENT’S CONTACT INFORMATION and
AGREEMENT TO TERMS AND CONDITIONS
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1325 Satellite Blvd, Suite 703, Suwanee, Georgia  30097
Phone:  770-495-9775 Fax:  770-495-9745
 RECIPIENT’S CONTACT INFORMATION and
AGREEMENT TO TERMS AND CONDITIONS
(To be completed by RECIPIENT of Manna Fund, Inc.)

This is an important legal document. Read carefully before signing.

BY COMPLETING THIS FORM YOU ARE PROVIDING US YOUR CONSENT TO COLLECT, STORE AND USE THIS FORM, WHICH CONTAINS CERTAIN PERSONAL INFORMATION ABOUT YOU OR YOUR CHILD.

THIS FORM IS TO BE COMPLETED BY THE RECIPIENT OF A MANNA FUND, INC., AS PROMPTLY AS POSSIBLE AND RETURNED TO MANNA  FUND, INC., AS INDICATED BELOW.

1. My name is:








2. My date of birth is: 




3. My address (street, city, country, zip/country code) is:
4. My Area Code and Phone Number is: 





8. My Email Address is: 







9. My Social Security Number is: 






By accepting the scholarship funds, and signing below, I hereby agree (and, if I am under the age of legal majority, my parent or legal guardian agrees on my behalf):

a.
To be bound by the terms and conditions of the Manna  Fund, Inc.,  Program as in effect from time to time and that Manna  Fund, Inc., in its sole discretion may determine whether or not I have qualified and continue to qualify for the program.

b.
To allow Manna Fund, Inc., or its authorized representative to collect, store and use personal information concerning me in connection with the information described above and to share such personal information with third parties who may help Manna  Fund, Inc., administer the scholarship described above.
c.
To complete such other documents that Manna Fund, Inc., shall reasonably require from time to time to administer the award.

d.
That this document will be governed by and interpreted under the laws of the State of Georgia, USA, without regard to principles of conflicts of law.  I agree that any legal action brought by me or Manna Fund, Inc., with regard to or arising out of any matters set forth in this document shall be brought only in an appropriate state or federal court in Georgia. I consent to the jurisdiction and venue of such courts for these purposes.

e.
That the determination by Manna Fund, Inc., as to any interpretation of any aspect of the scholarship, or whether a recipient of the  has complied with any provision of the scholarship, shall be final and binding.


This Section to be completed if RECIPIENT is under 18 years old or is considered a minor in her or his location of residence:
a.
Parent's/Legal Guardian's Name: 







b.
Parent's /Legal Guardian's address (street, city, country, zip/country code):
c.
Parent's /Legal Guardian's Area Code and Phone Number: 




d.
Parent's /Legal Guardian's Email Address: 






SIGNATURES
I have completely read and understand this form and Agreement. I have represented to Manna  Fund, Inc., that I am either not a minor and have signed this form and Agreement, or that I am a minor and have signed this form and my parent/legal guardian has also signed this form and Agreement.

SIGNATURE OF RECIPIENT OF 

Signature of Recipient

Date

SIGNATURE OF PARENT OR LEGAL GUARDIAN (Parent/Guardian signature required below if Transferee is under 18 or is considered a minor in her or his location of residence).

Signature of Recipient

Date

Please return this form by mail to:

Manna Fund, Inc., 1325 Satellite Boulevard, Ste. 703, Suwanee, GA 30024.
PAGE  
Manna Scholarship Fund Application Packet  
Page 31

