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Yampa Valley Autism Program

Yampa Valley Autism Program (YVAP) ABA Scholarship Application

Client(s) Name(s): Parent(s) Name(s):

Phone Number:

Household Composition:

Number of Parents

Number of Children (under 18 years)
Others in home

Total number in household including self

Amount covered by Insurance/Medicaid

e Amount of copay required by family

Employer(s):

What is your current household Gross Monthly Income?

(Include all sources such as salary, interest, child support, alimony, rental income, other family income in household.)

Please attach proof of income (for all household members, including pay period frequency), i.e. tax return

O (check if attached)

(Applications without proof of income will not be considered.)

Please present information relevant to your current economic circumstance. Besides financial, what is the
reason for the scholarship request?

By my/our signature(s), I/we certify all of the above statements are true and accurate. I also understand that
should my account balance become past due I will lose this scholarship, if awarded, until such a time as
payment in full has been made.

Signature(s) Date

This application is subject to change as needed by Y VAP Last updated: 9/13/21



Yampa Valley Autism Program

For Office Use Only:
Income Level (Federal Poverty Level) % Award Amount
Patient Responsibility Time Period: Authorized by:

Number of Hours/week of ABA services recommended by BCBA:

Monthly amount (= Number of Hours * 52/12 * Hourly Rate)

Notes/Changes:

This application is subject to change as needed by Y VAP Last updated: 9/13/21



