
FOR 
OFFICE 

USE 
ONLY

APPROVAL:    � YES    � NO         DATE OF ACTION:  _____/_____/_____         AMOUNT OF APPROVAL: $ __________

CATEGORY:   � MEDS    � CC    � UTILITY    � TRANSPORT    � FOOD 

ACTION TAKEN:

FOR FURTHER INFORMATION, REFER TO THE DIRECTORY OF COMMUNITY SERVICES OF BUFFALO AND ERIE COUNTY 7/2008

Maria M. Love Convalescent Fund
P.O. BOX 293, BUFFALO, NEW YORK 14213

TELEPHONE: (716) 984-9194        FAX: (716) 706-1314
EMAIL: MARIALOVEFUND@MSN.COM        WEB: WWW.MARIALOVEFUND.ORG
Entire form must be completed for consideration. Please print your responses.

A G E N C Y

Agency Contact: ___________________________________________________________  Date: _________________________

Agency: _______________________________________________  Phone: ___________________ Fax: ____________________

Email Address: ______________________________________________________________________________________________

Agency Address: ______________________________________________  City: _____________________  Zip: _____________

Supervisor Verification: ___________________________________________________________
                  SIGNATURE

C L I E N T

Client Name: ____________________________________________________   � M    � F  Birthdate: _____ / _____ / ______

Address: ________________________________________________________  City: _____________________  Zip: ____________

Medical Diagnosis: __________________________________________________________________________________________

Service Requested/Description: (Please provide as much information as possible) __________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

V E N D O R  (WHO IS TO BE PAID)

Vendor: ____________________________________________________________  Contact: ______________________________

Vendor Address: ________________________________________________  City: _____________________  Zip: ____________

Vendor Phone: ______________________________  Fax: ____________________________

Item Requested: ___________________________________________________  Amount/Charge: $ _____________________

Utility Account #: _________________________________________  Client Account #: ________________________________

* PLEASE FAX ANY BILL STATEMENTS OR DOCUMENTATION OF NEED.
    Client has given permission for release of information:      � Yes    � No 
                                   All other sources have been explored:      � Yes    � No 

C O N V A L E S C E N T  F U N D  P O L I C Y
 • Erie County Resident Only
 • This service is available one (1) time only and for a maximum of $300 or $200 for utility payments
 • Utility restoration or when shut-off notice has been issued


