
 
 

Schmidt Healing Hearts Foundation Financial Assistance Application 
 
First and Last Name: __________________________________________________________________ 
 
City, State: ___________________________________________________________________________ 
 
Tell Us Your Story: 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



Can the foundation share your story on social media?  
*if yes, please share photos you would like us to share.* 
 
 

PHYSICIAN TO FILL OUT 
 

Name of Hospital Institution: ___________________________________________________________ 
 
Physician First and Last Name: _________________________________________________________ 
 
Physician Signature: ____________________________________________​ Date _______________ 
 
 
 
 
 
 

*completed forms can be emailed to schmidt.healing.hearts@gmail.com*  
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