S Heart
Children

Paul Gillen Fund Application Form

Healthcare Professional Applying Details:

Name:

Direct Tel:

Email:

Date of application:

Profile of patient and reason for application:

Amount Requested: €

Applicant Details & Bank Information for EFT Transfer

Patient Name:

Age: (must be 16-14 yrs to
qualify).

Email:

Telephone:

Address:

Name of bank account
holder:

IBAN:

FOR OFFICIAL USE:

Approved by:




