
 
	

Application	for	Distribution	of	Medical	Benevolence	Funds	
(for	Pastors	Affected	by	COVID-19)	

During	the	COVID-19	crisis,	a	provision	has	been	made	for	distributions		
for	the	purpose	of	covering	medical	insurance	out-of-pocket	expenses	for	pastors		
who	have	suffered	a	reduction	in	their	compensation	due	to	a	revenue	shortfall		

in	the	church	or	organization	at	which	they	serve.	
	

Beneficiary	Name	_____________________________________________________________________________________________		

Address	________________________________________________________________________________________________________		

City	_______________________________________________________________________	State	 _______	 ZIP	___________________		

Phone		_________________________	c	H	c	C		 Email	Address	__________________________________________________		

	

Minister	Salary	_________________	Other	Family	Income	________________	Total	Family	Income	______________		

Cost	of	monthly	EPC	health	insurance	premium	___________________________________________________________		

Amount	requested	to	cover	cost	of	medical	out-of-pocket	expenses	_____________________________________		

Time	period	in	which	these	expenses	were	incurred	__________________________	to	_________________________		

Briefly	describe	circumstances	prompting	this	request,	including	the	pre-COVID-19	compensation	
and	reduction	of	income	since	the	onset	of	COVID-19	
	
	
	
	
	
	
	
	

Submitted	by	 __________________________________________________________________________________________________		

Presbytery	Use	Only	

Presbytery	officer	approval	______________________________________	Title	______________________________________		

Presbytery	_____________________________________________________________________________	Date	_________________		

Email	address	__________________________________________________________________________________________________		

Presbytery	Stated	Clerk	approval	____________________________________________________	Date	_________________		
Sign	using	Acrobat’s	“Add	Signature”	Tool:		
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