
 
 

PROGRAM SCHOLARSHIP FORM 
Please fill out the information below and return it to: 

Memory Care Home Solutions 
1526 S. Big Bend Blvd. 

St. Louis, MO 63117 
 
Caregiver Name:        DOB:      

Address:               

Zip Code:      County:         

Home Phone:      Work Phone:        

Cell Phone:      E-mail Address:        

 
Care Receiver Name (Person with Dementia):           

Address (if different from caregivers):            

Zip Code:      County:         

DOB:       

 

For statistical purposes only: 
 
          African American                 Caucasian                  Asian                Hispanic                 Other 
 
Medicaid      Yes  No  DCN#        
Medicare   Yes  No  Policy #        
Other Insurance  Yes   No  Policy Name and #      
                
 

 
Where did you find out about Memory Care Home Solutions?         
 
The request for assistance represents genuine financial need. 
 
                
!ǇǇƭƛŎŀƴǘΩǎ {ƛƎƴŀǘǳǊŜ        Date 
 

MCHS TO COMPLETE 
Request :           Granted           Denied        Notification:       Letter  Phone Call 
Scholarship Amount:       
Comments: 
 
 


