Sickle Cell Foundation of Tennessee Burial Assistance Application
Applicant Information
First Name: ______________________________________________
Last Name: ______________________________________________
Address Line 1: ______________________________________________
Address Line 2: ______________________________________________
City: ______________________________________________
State: ______________________________________________
Zip Code: ______________________________________________
Home Phone: ______________________________________________
Cell Phone: ______________________________________________
Email Address: ______________________________________________
Burial Assistance Policy
To be eligible for burial assistance, the adult and/or child client must have sickle cell disease and be a resident of Davidson County or Shelby County, Tennessee.
The sickle cell adult client/guardian must present a valid picture ID to receive the burial assistance.
The sickle cell client consumer/child’s guardian must present the funeral home agreement.
Each client can receive a maximum of up to $500.00 per calendar year. Funds are distributed on a first come first serve basis. Funds will be distributed directly to the funeral home.
These funds shall be used as the payer of last resort; therefore, clients must exhaust other community resources prior to receiving burial assistance through The Sickle Cell Foundation of Tennessee (SCFT). Proof shall be presented in the form of denial letters from those community agencies.
This assistance will be available until the funds are exhausted.
All parties must contact the office directly.
Required Documentation Checklist
☐ Funeral Home Agreement
☐ Driver License or Photo ID (if applicable)
☐ Additional Supporting Documentation
Attachments Included
________________________________________________________
________________________________________________________
Referral Information
Referred By: ____________________________________________
Applicant Certification
I understand the Transportation Assistance Policy and certify that the information provided is true and correct.

Applicant Signature: ____________________________________
Date: _________________________________________________
