
 
 

SeaView Financial Assistance Fund 

 

Full Name: __________________________________ Date: ________________ 

Phone number: _________________________ 

Health Insurance provider (if applicable): ______________________________________ 

Deduc�ble and amount met (if applicable): ____________________________________ 

Co-pay or co-insurance amount for behavioral health services (if applicable): 

___________________________________________________________________ 

 

Outline why you are reques�ng financial support for SeaView’s Behavioral Health Services: 

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________

__________________________________________________________ 

 

Signature of applicant: ______________________________________ 

Signature of legal guardian of applicant (if applicable) : ________________________________ 

 

 

 

SeaView Staff Member Ini�al (when received): ______________   Date received: ____________ 


