


Information on Eligible Person
         Eligible Person is able to demonstrate 5 years full time employment in the entertainment technology industry
 

Social Security Number: ________________________________________  Date of Birth: ___________________

Sex:         Male         Female             Marital Status:         Single         Married         Divorced         Widowed

List names, relationship and ages of all dependents:

Name Relationship Age

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Reason for Application
Describe the illness or injury (please provide an accompanying doctor’s letter, medical bill indicating diagnosis, or death               
certificate as documentation): 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Date of onset of illness or injury: ___________________________________________________________________

Describe the current status of health care coverage including Medicare, Medicaid, etc.: 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

Return to The ESTA Foundation, 875 Sixth Avenue, Suite 1005, New York, NY 10001 or Fax to 212-244-1502
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