
DISABLED AMERICAN VETERANS AUXILIARY 
FAMILY ASSISTANCE PROGRAM REQUEST 

 
Article II of the DAV Auxiliary Constitution codifies the purpose of the organization to include, in part, 
advancing “the interests and work for the betterment of all wounded, injured, and disabled veterans 
and their families….”  In carrying out this stated purpose, DAV Auxiliary has modified the Family 
Assistance Program to assist ill or injured disabled veterans, their spouses and their children in times 
of dire financial need.  
 

Requestor must be an ill or injured disabled veteran, their spouse, or their child. Funds will be 
payable directly to the financial need only, not the individual. The one-time maximum payment will not 
exceed $1,000.  
 

Applicant is to complete this application and submit the necessary documentation such as copies of 
outstanding utility bills, mortgage/rent payment, medical bills, etc. Consideration will only be given to 
requests deemed essential/emergency in nature per the program guidelines and once all proper 
documentation has been received. In order that we can verify the balance owed, complete contact 
information must be provided along with a signed consent form. 
 

Applicant’s Full Name ______________________________   ____    ____________________________________  
                                                                                   First                                             MI                                                    Last 

Maiden Name, if applicable ______________________________  Date of Birth  ____________________________  
 

Mailing Address:  _____________________________________________________________________________  
                                                                                                                         House Number, Street & Apt. #                                                                                              
 

 _________________________________________      _____________________  _________________________  
                                                           City                                                                            State                                                      Zip Code 
 

Phone _____________________   ____________________ Email:  _____________________________________  
                          Home                                                     Mobile  
 

Relationship to the ill or injured veteran: Self          Spouse          Child 
 

Name of injured or ill disabled veteran: ______________________________________________  
 

Veteran’s branch of military service: ______________________ Service Dates, if known:  ____________________  
 

 

Have you received monetary assistance from the DAV Auxiliary Family Assistance Program in the past?    
 Yes              No  
 

Reason for financial need: 
 
 
 
 
What are your goals moving forward to eliminate the need for financial assistance?   
 
 
 
 
Signature __________________________________  Date: ____________________ 
 

Complete and send to: DAV Auxiliary, 860 Dolwick Dr., Erlanger, KY 41018 ~ Email: dava@dav.org 
 

Notice: The DAV Auxiliary National Finance Committee shall determine an amount to be disbursed in 
a calendar year. Once exhausted, no further distribution will be granted. DAV Auxiliary has the final 
determination on what is considered emergency and/or essential.  
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