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Adopt-A-Family Holiday Program
Assisting single parents raising kids on the Autism Spectrum
​​​​​​​​​​​​​​​​​________________________________________________________________________

Single Parent Name (Last, First)

​​​​​​​​​​​​​​​​​________________________________________________________________________

Home Address (Street, City, State, ZIP)

​​​​​​​​​​​​​​​​​________________________________________________________________________

Home Phone




Other Phone


​​​​​​​​​​​​​​​​​________________________________________________________________________

Email Address

Do you have at least one child on the Autism Spectrum living for whom you are the legal guardian?  ____ Yes     ____ No

More than one?       ____ Yes     ____ No

If yes, how many?   _______

How many children are in the household?

​​​​​​​​​​​​​​​​​________________________________________________________________________

Name of Child with ASD (Last, First)





Age

​​​​​​​​​​​​​​​​​________________________________________________________________________

Sibling or Child’s Name (Last, First)





Age

​​​​​​​​​​​​​​​​​________________________________________________________________________

Sibling or Child’s Name (Last, First)





Age

​​​​​​​​​​​​​​​​​________________________________________________________________________

Sibling or Child’s Name (Last, First)





Age

As a single parent, do you receive child support?   ____ Yes     ____ No
If yes, how much?   ____________  How often?  ____________________

Number of Adults in the home:  _________

Total Household Income:  ____________________________

Receive social security? If yes, amount.  _______________________

Unemployment? If yes, amount.  ______________________

Food stamps?   ____ Yes     ____ No
Other assistance and amounts?    __________________________

Myles-A-Part will work with families, individuals and groups of friends who will sponsor families. Each sponsor will receive a wish list with the child(ren)’s needs for Christmas. Myles-A-Part will also pay one therapy or medical bill up to $250. 

Please describe how your family would benefit from the assistance this program will provide.

Application is not considered complete unless the following are included:

· Documentation confirming ASD diagnosis.

· Current pay stub for all household wage earners or most recent tax return. (Please black out social security information for your protection.)
· Family picture.
Families should be notified by Friday, December 4. We will collect wish lists, sizes, etc…from those families once selected. 
I certify that the information on this application is accurate and complete to the best of my knowledge.

​​​​​​​​​​​​​​​​​________________________________________________________________________

Applicant Signature                   





Date
