
 4323 Division St 
Suite 206 

Metairie, LA 70002 

 
Phone: (504) 455-2620 

Fax: (504) 455-2622 

E-mail: office@angelsplacenola.org 

Client Application 

Name of applicant: ___________________________________________________ 

Gender: _____   Date of birth: ______________   Number of children/dependents in your care: ___ 

Phone: ______________________ Alternate phone: _____________________ 

Fax: _______________________ E-mail address: _______________________________ 

Mailing address: ________________________________ 

   ________________________________ 

   ________________________________ 

Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Legal guardian (if not applicant): ___________________________________________ 

Diagnosis: ______________________________________________________________________ 

Date of diagnosis: ________________________________________ 

Hospital: __________________________________ Social Worker: ________________________ 

Please provide a short description of dependent’s diagnosis and ongoing medical needs: 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Applicant 
For this section, enter information about the primary guardian/caregiver of the household 

Child/dependent with life-threatening medical condition 
If there is more than one, fill this out for the dependent with the most severe condition 
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Date: ______________ 



Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Diagnosis: _____________________________________________________________________ 

Do you have more than one dependent with a life-threatening condition? 

Yes / No 
If yes, please list other dependents in your custody that have a life-threatening illness 

ANGELS’ PLACE CLIENT APPLICATION  

Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Diagnosis: _____________________________________________________________________ 

Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Diagnosis: _____________________________________________________________________ 

Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Diagnosis: _____________________________________________________________________ 

Name of dependent: _________________________________________________ 

Gender: _____   Date of birth: ______________   Relationship to applicant: __________________ 

Diagnosis: _____________________________________________________________________ 

PAGE 2 OF 2 

When completed, you may submit your application to Angels’ Place by: fax, mail, e-mail, or drop-off in 
person. Address and contact info below. Our office is open Monday to Friday, 8:30am to 4:00pm. 
 
4323 Division St 

Suite 206 
Metairie, LA 70002 

 

Phone: (504) 455-2620 
Fax: (504) 455-2622 

E-mail: office@angelsplacenola.org 


