
 CUPHSONAA, Inc. 

THE COLUMBIA UNIVERSITY-PRESBYTERIAN HOSPITAL 

SCHOOL OF NURSING ALUMNI ASSOCIATION, INC.

480 Mamaroneck Avenue
Harrison, NY 10528 

Tel:  (914) 481-5787 

Fax:  (914) 481-5788 

 

Sick Benefits Application 
 

Eligibility Requirements: Applicants must have unreimbursed costs related 

to serious illness or injury and demonstrate financial need. All applicants 

for sick benefits must be dues-paying members of our association for the 

past 5 consecutive years. If the membership requirements are not met, the 

applicant is required to pay back dues for the past 5 years as long as the 

application is accepted and the benefit is to be awarded. 

 

NAME: 

CLASS OF: 

ADDRESS: 

TELEPHONE(S):   (H) (C) (W) 

E-MAIL: 

Dues paid:  select one – yes     no  

I would like to apply to the alumni association for assistance with medical bills that

have recently accrued. 

Marital status: single  married  separated   divorced  other 

History of illness: 
Please give the approximate date of onset, medical 

treatments, prescriptions required. 

 



Employment status:  

Present employer: 

status: Active part-time semi-retired retired disabled 

Insurance coverage: (check all that apply) 

 Medicare  Medicaid  disability  secondary ins.  prescription  other 

Annual Income:  

Salary / per year: $ 

Pensions / per year: $ 

Social security / per year: $ 

Social security disability 

Insurance – ssdi / per year: 

$ 

Supplemental Social  

Security income – SSI per 

year: 

$ 

Portfolio interest – per 

year: 

$ 

Other income – per year: 

Please specify 

$ 

Nature of request for assistance: (please specify the kind and amount requested) 

Prescriptions:  $ 

Equipment:  $ 

Provider bills:  $ 

Diagnostic tests and 

Radiology: 

$ 

Hospital bills $ 

Other: $ 

Total Amount of claim 

that has been  submitted 

(with copies of all receipts 

showing bills as paid): 

$ 



Certification Statement of Applicant 

My medical claim(s) was/were completed on: 

My medical claim was completed by: 

I (am)  (am not) receiving any other assistance for these expenses. 

Signature:  

Class: Date: 



 

Physician’s Certificate 

I certify that: Name: 

Living at: Address: 

Has a diagnosis of: 

 

 

And that I am involved with the ongoing treatment. 

Physician Name:  

address:  

date:  

License (stamp) 

 

 

If you have any questions please contact us at (914) 481-5787 or by email at 

info@cuphsonaa.org  

 

You may fax or mail this application. Thank you. 

www.cuphsonaa.org  

 


