
 CUPHSONAA, Inc.

THE COLUMBIA UNIVERSITY-PRESBYTERIAN HOSPITAL 

SCHOOL OF NURSING ALUMNI ASSOCIATION, INC.

480 Mamaroneck Avenue
Harrison, NY 10528 

Tel:  (914) 481-5787 

Fax:  (914) 481-5788 

 

Monthly Stipend Application 
 

Eligibility requirements: The applicant must be at least 65 years old and 

demonstrate financial need. The maximum annual income limit is $25,000 for a 

single person and $30,000 for a couple. All applicants for benefits must be dues-

paying members of our association for the past 5 consecutive years. If the 

membership requirements are not met, the applicant is required to pay back 

dues for the past 5 years as long as the application is accepted and the benefit 

is to be awarded. If this requirement has not been met but there is a clear case 

of need, assistance with membership requirements will be considered. 

 

NAME: 

CLASS OF: 

ADDRESS: 

TELEPHONE(S):   (H) (C) (W) 

E-MAIL: 

Please complete the entire application below. 

Marital status: single  married  separated  divorced widow(er) 

Dependents and their 

ages: 

1. 

2. 

3. 

Name and address of 

family/friend and phone 

whom we may contact if 

needed: 

Employment status:  

Present employer: 

 



status: Active part-time semi-retired retired disabled 

Income: (per month) 

employment: $ 

dividends: $ 

annuities: $ 

interest: $ 

Social security: $ 

pension: $ 

Other retirement income: 

Please specify 

$ 

Expenses: (total cost per month) 

A. health insurance 

premiums: (self) 

 

Medicare:  $ 

Health Insurance co-paymen $ 

Dental:  $ 

Medications: $ 

Other: $ 

B. Dependents:  (please list and give the nature of their dependency and non-

Reimbursable costs associated with their care) an IRS1040 is required documentation

Dependent #1 

 

Dependent #2 

 

Dependent #3 

 

C. Housing: please attach (1) copy of last year’s 1040 Income tax form if required by 

The IRS for review by the finance committee and (2) the other person completing this 

Form and relationship to applicant 

Do you: own home    rent   other: specify 

Total cost per month: 

(rent/mortgage, utilities, 

insurance) 

$ 

Living expenses: 

(Food, Clothing, 

$ 



transportation) 

Please describe; use additional page if necessary

** Are you receiving any assistance from the Federal or State sources that 

could be reduced because of the gifts you receive from the Alumni 

association?     Check one:   yes      no 

Please attach 

1)  a copy of last year’s 1040 income tax form (if you file one) for review by the 

finance committee. This information is strictly confidential and does not go 

beyond the finance committee who is charged with approving the stipends. 

 

2) Proof of age ( photocopy of driver’s license, passport, or birth certificate) 

 

Your signature: 

Date: 

Other persons helping to complete this form and their relationship to applicant:

Name: 

Address: 

Telephone: 

E-mail address: 

 

 

If you have any questions please contact us at (914) 481-5787 or by email at 

info@cuphsonaa.org  

 

You may fax or mail this application. Thank you. 

www.cuphsonaa.org  

	


