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Mission Statement

Moonshadow’s Spirit, Inc. honors the memory of Jennifer Mathiason by offering need-based financial assistance to individuals with an eating disorder diagnosis who are seeking treatment at residential facilities or intensive partial hospitalization program facilities.  Moonshadow’s Spirit seeks to remove the myths and stereotypes surrounding eating disorders through increased awareness by sharing personal stories and providing research-based literature.
History of Moonshadow’s Spirit

Moonshadow’s Spirit honors the memory of Jennifer Mathiason, an inspirational force to others throughout her life. In 2005, Jenn recovered from the eating disorder she had battled for ten years. She made a promise then to help others like her. She provided support and advice to women online under the screen name “Moonshadow.”  

Through her conversations, she discovered that there were many who sought recovery, but could not afford the cost of good care. That is why we’ve created Moonshadow’s Spirit as her legacy. Our goal is to provide financial support to those most in need. 

Jenn loved the arts, music and literature. One of her earliest paintings is titled “Moonshadow.” It depicts a small fairy by the water. Throughout her life, Jenn was like that small fairy: an energetic and talented woman, who cherished and created beautiful things wherever she went. She deeply believed in the power of the human spirit to make positive change in the world.
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Financial Award Criteria
· Individual must have an eating disorder diagnosis or is being evaluated/assessed for an eating disorder by a licensed health or mental health professional.  DSM IV diagnoses include: Anorexia, Bulimia, BED*, EDNOS**

· Financial awards are specifically for residential treatment or partial hospitalization programs.  Intensive outpatient and outpatient treatment are not eligible.
· The financial award is intended to assist in the cost of the treatment program which the individual wishes to enter; therefore, monies will be paid directly to the facility.
· The treatment facility must have an eating disorder program, and have at least one licensed, clinical professional with a specialty in eating disorders on staff.
· Financial awards are not intended to cover payments for past treatment.  Award money cannot be used for past treatment, with one exception.  If the applicant submits an application while admitted in an approved treatment facility, and that same applicant is discharged prior to award determination by the application committee, then an award may be granted to cover treatment between the application date and date of discharge.  This exception does not apply in cases where the applicant leaves treatment against medical advice (AMA) or due to noncompliance.  The award amount may not exceed the cost of treatment incurred between the application date and discharge date.
Application Committee
The Application Committee is comprised of members of the community who have been recommended by Board members and approved by the Board.  Membership may also include members of the Board.  The President of Moonshadow’s Spirit serves as the non-voting chair of the Application Committee and Application Administrator.
*  BED - Binge Eating Disorder 

**EDNOS - Eating Disorder Not Otherwise Specified
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Instructions for Completion of Financial Award Request Form

1. It is preferred that the applicant complete the information packet. If the applicant is underage, a parent or guardian may aid in completion of the packet.  The applicant and guardian (if applicable) must sign the consent form.  Moonshadow’s Spirit requires original signatures.  Therefore, a hardcopy of the Financial Award Request Form and Release of Information forms must be sent via US Mail with original signatures.
a. In order to expedite the process, applicants may also email their information.  In the case of using email, the applicant must also mail the hardcopy forms with original signatures via US Mail.
2. The questionnaire packet is an expandable Microsoft Word form.  Therefore, each item within the questionnaire is an expandable area, so that you may type directly into the application.  
3. As part of the application process we will require documentation of the diagnosis and treatment recommendation from your current treatment team, including the eating disorder diagnosis and treatment recommendations.  Your providers should indicate the best means to reach them.  All practitioners must be able to be contacted, and specify how they would like to be contacted in a confidential manner.  To ensure confidentiality, you will need to sign a release of information for each of your providers. 
4. If there are questions regarding any of the items to be completed, please contact Moonshadow’s Spirit at info@moonshadowsspirit.org. 
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Process for Reviewing Applications

1. Once your completed application has been received by Moonshadow’s Spirit, the application will be reviewed regarding any missing or confusing information.  If additional information is needed, the applicant (or parent/guardian) will be contacted by the Application Administrator.
2. In order to ensure enough time for a thorough review, the application, with all required supporting documents, must be received by the quarter deadline.  These include recommendations from your treatment team, financial information and signed release.  Late or partial applications will be held for the following quarter.
3. The Application Committee will review all applications for the quarter shortly after the application deadline.  The Administrator will inform you of the date of review and when you can expect a response.  
4. The Application Review Committee will review all applications and will make final decisions.  Financial awards will be based on the following criteria:  

a. Urgency of need (based on treatment team recommendations and presenting information)
b. Financial need
c. Commitment to treatment program and desire to change behaviors
d. Strength of support structure post treatment
5. Award amounts will be based on the criteria listed above (4), the number of applications, available funds and potential cost of treatment.

6. If resources are available, travel expenses may be reimbursed.  Note that this form of assistance would only be provided on an exception basis.

7. Financial awards are distributed on a quarterly schedule.

a. First Quarter.  Applications received by February 28th will be considered for 1st quarter awards.  Applicants will be notified by March 31st.

b. Second Quarter.  Applications received by May 31st will be considered for 2nd quarter awards.  Applicants will be notified by June 30th.

c. Third Quarter.  Applications received by August 31st will be considered for 3rd quarter awards.  Applicants will be notified by September 30th.

d. Fourth Quarter.  Applications received by November 30th will be considered for 4th quarter awards.  Applicants will be notified by December 31st.

8. The Application Committee reserves the right to make any exceptions to the criteria as is deemed necessary.
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Notification of Award

1. All applicants will be notified of the Application Committee’s decision.

2. Each recipient will be notified via email and letter as soon as the decision has been made for award, with the amount of said award indicated.
3. An award letter will be mailed to the recipient and a copy will be emailed to the treatment facility.
4. The dollar amount awarded must be used by our next application deadline.  After that date, any unused monies will be considered to be available for future applicants.

5. With the exception of travel expense reimbursement, Moonshadow’s Spirit will send all checks to the treatment center.  Any change in treatment center requires approval from the Application Committee and may require a new application for consideration at a later date.
6. Applicants not receiving an award will be notified by email and may reapply for the next quarter or any time in the future.
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Financial Award Request Form

********************************************************************************************

Moonshadow’s Spirit, Inc., and the Application Committee, will not use personal information for any reason other than to make determinations for financial assistance.
********************************************************************************************

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:

Moonshadow’s Spirit – Request Form

776 Saffron Lane

Webster, NY 14580

********************************************************************************************

Before you begin, please be sure you have carefully read the application instructions.

********************************************************************************************
Section I: General Information
	Date Submitted
	


1. Applicant Information
	Name (First, Middle Initial, Last)
	

	Date of Birth and Age
	

	Gender
	

	Address
	

	City, State and Zip Code
	

	Home Telephone
	

	Cell Number (optional)
	

	Email
	


2. With whom do you reside? (List each person, their relationship to you and their age.)
	Name
	Relationship to me
	Age

	
	
	

	
	
	

	
	
	


3. Please describe your employment. (Include your occupation, the number of hours per week you work, your salary or hourly wage, and how long you have worked there.) Students please note the name of your school (or if you are home-schooled), what your grade/year 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 has affected it.
	


7. Use the table below to describe any of the behaviors that you have engaged in or experienced, either in the current day or in the past.
	
	Yes
	No
	How often on a weekly basis?
	Last episode

	Restricting
	
	
	
	

	Bingeing
	
	
	
	

	Purging
	
	
	
	

	Anxiety
	
	
	
	

	Depression
	
	
	
	

	Dissociation (feeling separate from body)
	
	
	
	

	Over Exercising
	
	
	
	

	Using Laxatives
	
	
	
	

	Using Diet Pills/Diuretics
	
	
	
	

	Desire to cause self-injury
	
	
	
	

	Other (describe)
	
	
	
	


8. What is your primary goal while participating in treatment?
	


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. 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 due to medical complications caused by your eating disorder? 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.)
	


12. Have you ever been treated at a residential facility for eating disorders?  If yes, please name the facility and dates of treatment.
	


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.
A. Name and contact information of your primary therapist:
	


B. 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?
	


C. Please note anyone else you have seen as a part of your treatment team (nutritionist, primary care physician, and psychiatrist).
	Role (nutritionist, etc.)
	Name
	Contact Information

	
	
	

	
	
	

	
	
	

	
	
	


14. Include letters of recommendation from your primary therapist and other members of your treatment team (as noted above).  It is mandatory that at least one letter from a qualified professional be included as part of the application process.
Section IV: Post Treatment Support
15. Please describe your plans for support upon leaving the treatment facility.  Include primary therapist and any other members of your support team.  Also include support from family and friends.
	


Section V: Financial Information & How You Would Like Moonshadow’s Spirit to Help You
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Financial awards are only eligible for residential treatment or partial hospitalization programs.  Intensive outpatient and outpatient treatment are not eligible. Indicate the treatment program you are seeking to attend.
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Residential

Partial hospitalization program 

	


Other, please specify 

17. Provide name, address, and telephone for the treatment facility you would like to attend.  Mandatory part of the application process.  Without confirmation from your selected treatment facility that you have indicated a desire or intention to enter their treatment program, no award can be given.  Moonshadow’s Spirit does not provide recommendations on specific treatment facilities.
	


18. Provide a contact name and phone number from the treatment facility.  Mandatory part of the application process.  Without confirmation from your selected treatment facility that you have indicated a desire or intention to enter their treatment program, no award can be given.  Moonshadow’s Spirit does not provide recommendations on specific treatment facilities. 

	


19. What is the anticipated duration and total cost of the treatment you are seeking? How soon are you available to go into treatment? Have you been accepted into treatment?
	


20. What is the name and phone number of your health insurance company and what is your policy number?
	


21. Do you have mental health benefits? If yes, describe in-patient/out-patient coverage.
	


22. We expect all applicants to make an effort to contribute toward their treatment.  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). 
	


23. What approximate dollar amount are you seeking from Moonshadow’s Spirit to provide to the treatment center?  Be specific.  If requesting travel reimbursement, please indicate here.   Note that travel is by exception only and not a normal consideration for awards.
	


24. Please provide financial documentation to help us determine your financial need for funding.  Please include your most recent tax return.  Minors/dependents please include a copy of your parent/guardian’s most recent tax return.
Authorization for Use or Release of Information:   I, 
_____________
 (name), Social Security number 



, hereby authorize the use or disclosure of my individually identifiable health information (“Protected Health Information”) by Moonshadow’s Spirit, Inc., a non-profit organization, to make determinations for financial assistance and to request donations, training, education and/or other assistance for individuals.  I understand that my Protected Health Information may be subject to re-disclosure by Moonshadow’s Spirit, Inc. pursuant to this authorization.  I understand that Moonshadow’s Spirit, Inc. will not use my Protected Health Information for any reason other than that which is stated above without my further authorization.  I understand that I may revoke this Authorization at any time by notifying Moonshadow’s Spirit, Inc. in writing, but if I do, it will not have an effect on any actions Moonshadow’s Spirit, Inc. took before it received the revocation of this Authorization. 






______
__




Signature of Individual or Individual’s Representative

Date
_____________________

Date of Birth

Print name of Individual’s representative (if applicable): 


__________

Relationship to the Individual (if applicable): 






The purpose of obtaining your records is only in furtherance of consideration of your application.  Only the application committee will have access to such records.

Note that a signed release must be sent via US Mail.
SIGNATURE PAGE TO APPLICATION

I hereby certify that all information and attachments are true to my knowledge.  I understand that false information may disqualify me from consideration for this award.  

Dated:  

, 20______










    



Signature

Checklist for completed Moonshadow’s Spirit Financial Assistance Request Form
(Items can be sent electronically.  However, a signed release must also be sent via US mail.)

___ Application completed 


___ Letters of recommendation/referral from treatment team




___ Financial documentation (e.g. W2s, tax return)

___ Completed release of information

Please submit ONLY the documents requested on this application. Do not submit the application directions with your competed application.  

�


�





�


�








�


�
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