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New York University 
Application for Medical Emergency Funding: Fund Year 2005-2006 

(This Program is open to NYU Full-time Graduate & Professional Students Only) 
 
INSTRUCTIONS:  Please PRINT and complete form in its entirety. Attach all requested documentation and any additional 
documentation.   Awards are granted to full-time NYU graduate students only who have significant financial hardship caused by unusually 
large medical expenses that are of clear medical necessity, are not fully covered by their health insurance, and for which no other financial 
recourse is available.   Awards are granted based on situations presented, funds available, and time of submission.  Award amount is based 
on need and available funding.  NYU assumes no responsibility or liability for any medical expenses incurred by the applicant.  Submission 
of the application does not guarantee issuance of an award, which generally will range from $5,000 to $10,000.  The application must be 
submitted no later than three months after the end of the Fund Year (September 1st through August 31st) in which such expenses were billed. 
 
Applicant Name: __________________________ ___________________________ _________ 

  Last    First       Middle Init 
 
Student ID #   __ ________________________  Date of Birth: _______________ 
 
NYU School/Division:

� College of Dentistry 
� College of Nursing 

� Gallatin School of Individual Study

� Graduate School of Arts & Science 
� Leonard N. Stern School of Business  
� Robert F. Wagner Graduate School 

of Public Service 
� School of Law 

� School of Professional & Continuing Studies 
� Shirley M. Ehrenkranz School of Social Work 
� Steinhardt School of Education  
� Tisch School of the Arts 

 
 

Mailing Address : 
Address:  _____________________________________________________________________  Unit #: ___________ 
 
City:  _____________________________________________________________  State: _____   Zip: _________ 
 
Telephone #: _____________________________________________ Mobile #:_________________________________ 
 
 

Confirm that:  
• You are currently a full-time graduate student at New York University.    � YES   �  NO       
• You are currently insured under a health insurance plan.     � YES   �  NO       
• You have incurred unusually large medical expenses within the current Fund Year  

relating to a catastrophic, acute or chronic illness or injury.    � YES   �  NO       
• You have exhausted insurance and other financial resources and have unpaid  

medical expenses that have caused you a  financial hardship.    � YES   �  NO       
• You have not submitted a previous application within the current Fund Year.  � YES   �  NO       

 
 

Indicate your present Health Insurance coverage: 
 
� NYU Student Health Insurance Program – Basic Plan or Comprehensive Plan or GSHIP 
� Other (complete below and attach a copy of your Summary of Benefits detailing the benefits under your insurance policy) 

 
Insurance Company Name:   _________________________________________________________________________________________ 
 
Group Number:    __________________________  Policy Number: __________________________________________________________ 
 
Policy Holder:      __________________________________________________________________________________________________ 
 
Address:  _______________________________________________________________________________________  
 
City:  ___________________________________________  State: _____   Zip: _________ 
 
Telephone #: ___________________________ 

See reverse side 



 

2-15-06 

 

Reason for applying for Medical Emergency Funding:  (Explain as thoroughly as possible your financial situation and attach supporting 
documentation.)  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Amount of funding being requested:    $______________________________ 
 
 

ATTACHMENTS:  The following documentation should be attached to your grant application to support your claim: 
 

� A letter from your physician attesting to the medical necessity of your treatment    
� All itemized bills related to your medical care 
� Evidence of payments made either by you, your insurance company or other parties 
� Copy of a health insurance Summary of Benefits 
� Copy of an Explanation of Benefits (EOB) from your insurance company denying coverage, or indicating what 

was not paid and why 
� Documentation of any insurance appeals 
� Documentation of other financial resources pursued to resolve medical expenses 
� Fully-executed medical release forms 

 
 

CONFIDENTIALITY STATEMENT 
 
All information submitted to the University to process the grant application shall be treated as confidential under applicable federal, state, 
and local laws.  Such information shall be used only for the purposes of processing the grant application.   
 
 

 
By signing below I acknowledge that the information that I have provided on this document is complete and accurate.  By submitting this 
form, I understand that emergency funding is not guaranteed and that I may be financially responsible for the full costs of all medical 
services I receive.  I further understand that I will be notified that my application is either approved or denied.  I will reimburse New York 
University for the total cost of any funding granted to me if funding is provided to me from other sources (i.e., insurance, indigent care, 
Medicare, Medicaid, etc.).  I certify that any funding granted to me shall be used for the sole purpose designated in my application. 
 
_____________________________________________ _______________ 
Signed       Date 
 
 
 
 
STAFF USE: AMOUNT APPROVED:  $_________ APPROVED BY: ___________________________________  
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