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Bikers Against Breast Cancer, Inc.

PO Box 3013 Springfield Avenue Station

Newark, New Jersey 07103

Phone: 973-819-3519 ~~ Fax: 845-343-2556
babcfund@aol.com                                     myspace.com/babcinc1                                      www.babcinc.org

Bikers Against Breast Cancer Mini-Grant Application
Please Print

Applicant’s Full Name: ______________________________________Date of Birth___________________

(Person completing the application)

Street Address: _______________________________________________ Floor/Apt. # ________________

City: _______________________________________  State: _________________   Zip: _______________

Sex:  Male _______ Female ________ List the last four (4) digits of your social security # ______________
Home Phone: (          ) _______________________           Work Phone: (          ) ______________________

Cell: (          ) __________________________ Email address, if applicable:___________________________
What language do you or the person you are applying for speak? ___________________________________

  1. Are you completing this application for   [   ] Self          [   ] A Family Member       [   ] A Friend?   

      If you are applying for someone else, please state his or her name _______________________________                                   

  2. If the person is not yourself, what relationship is he/she to you?  ________________________________

  3. Have you or the person you are applying for recently been diagnosed with cancer?  [   ] Yes   [   ] No

  4. Is the person for whom you are applying (If self, check here) [   ] Not Applicable [   ] Unable to    

      complete it himself/herself? Explain ______________________________________________________
  5. Are you or the person you are applying for a motorcyclist?  [   ] Yes   [   ] No 

  6. If no, are you or they related to a motorcyclist? [   ] Yes  [   ] No                                                                        

      If yes, are they a member of a club? [   ] Yes  [   ] No 

  7. If yes, what club? __________________________________ In what state are you located? __________

  8. If funding is granted, briefly explain what will it be used for?___________________________________

      ____________________________________________________________________________________

      (if more space is needed, attach an additional sheet of paper)

  9. Have you or the person for whom you are applying ever receive funding from BABC, Inc.?    

      [   ] Yes [   ] No     If yes, when was the last time you received assistance? _________________________

10. How did you/they hear about us?  _________________________________________________________

11. Would you be interested in receiving assistance for food items if available? [   ] Yes   [   ] No      
12 What is your family size? ______________________ # of Adults ___________# of Children__________                                                                  

Please note that a copy the following documents must accompany your application. 

1.
The completed 3 page application which includes the certification page. Be sure to sign it!

2.
A copy of the bill or invoice you are asking us to pay. It must include the applicant’s name and

            account number and the bill collector’s name, address, and phone number.

3.
A letter of reference (not more than 2-pages long), from someone who has known you or                 

            the person you are applying for, more than one-year stating why they believe a mini-grant
            should be given.  Maximum grant is $300.00 per applicant.
4.         (Mandatory) - A letter of diagnosis on letter head from a doctor, hospital, clinic, or lab.
All documents must be legible showing all dates, names, diagnosis information, etc.

Failure to submit this information will delay the processing of the application. 

Also note submission of this information, does not guarantee funding.

Disclaimer:   

I have read and I understand the terms and conditions of this application. I further understand that an incomplete application or information that proves to be false may cause the application to be rejected.

I understand that the personal information collected is solely for the use of Bikers Against Breast Cancer 
to determine funding eligibility. I further understand that my personal information will not be disclosed, without my expressed written permission, unless it is in relationship to any legal matters that may arise.

The Board of Directors or an appointed Committee will review all eligible applications. Applicants will only be notified once a decision is made, not on the receipt of their application. To confirm receipt of your application send a self-addressed stamped envelope along with your submission. The average expected notification time is 14 business days. However, some cases may take longer.  If approved, and funding is 

available, payment will follow within five business days.  Funding distribution will depend on monetary availability!
Each application will be decided on a case-by-case basis. This means, some applications may receive more than others. None to exceed $300.00 unless decided by the Board of Directors and at their discretion.
All decisions of the Board or Review Committee are final.

Anyone knowingly, unknowingly, purposefully, and/or deliberately submitting falsified/altered information or documentation on any form or part of this application will be prosecuted to the fullest extent of the law in New Jersey and/or the state in which the applicant/recipient resides or operates from. Prosecution will be sought whether fraud is discovered before or after funds have been distributed to the applicant and/or recipient. If funding is approved based on falsified/altered information, the applicant and/or the recipient will be responsible for repayment of ALL funds distributed on his or her behalf. 

I am submitting this application of my own free will and without coercion on behalf of myself, a family member, or a friend, and upon affixing my signature I attest that all of the information submitted on and with this application is true and accurate.

Applicant’s Signature _______________________________
Date ___________________

Authorized Signature _______________________________
Date ___________________

If you have any questions on completing this application please contact

Shelia Green-Barnhill, Founder & Chief Executive Officer at 973-819-3519.
BABC Inc. Certification and Release Form

This is not an official letter of diagnosis! See page 2 point number 4. 

This is to certify that ___________________________ is my patient and is currently under 

my care for ___________________________________.              

Doctor’s Name ___________________________    Date ____________________________
                                                   Please Print Clearly

Complete Address __________________________________________________________
Contact Number  (         )__________________________        
Signature ______________________________________      DEA# ___________________
                                                   Doctor’s Signature                                    Lic#    ___________________ 
       








      NPI#  ___________________                           
Patient’s Consent & Release Information 

I ________________________, being of sound mind, do give Bikers Against Breast Cancer Inc. and its representatives, my permission to contact my physician mentioned above, to verify information about my health care and treatment relevant to my eligibility to receive financial assistance from this organization. Furthermore, I am signing this form of my own free will and without coercion this ______ day, in the month of ______________, and the year __________.

Patient’s Name ___________________________    Signature _______________________

                                      Please Print Clearly

Contact Number  (         )____________________  Date ____________________________
Please Print Clearly





Please Print Clearly
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