
Shield of Hope 

Application for Benefits 

Officer Information 

Last Name:_______________________  First Name:________________ MI:_______ 

DOB:_______________ Marital Status:_______________ 

Home Address:_________________________________________________________ 

City:___________________________________ Zip Code:___________________ 

Phone:_________________ Cell:____________________ 

Personal Email:_________________________________________________________ 

Officer Employment 

Agency:_________________________________ Rank/Assignment:____________ 

Address:________________________________ City:______________ Zip:_________ 

Employment Date:________________ 

Spouse Information 

Last Name:________________________  First Name:_______________ MI:________ 

Date of Marriage:__________________ 

Employer:__________________________ Occupation:______________________ 

Dependent Information 

Dependent Name DOB Gender Relationship 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 

_______________________ ________ ___________ ________________ 



Amount Requested 

Amount:_________________________ 

Reason for Assistance: 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

Name of Person Requesting:_______________________________  Phone:_________ 

Address:______________________________ City:________________ Zip:_________ 

Please send to: 

FOP Lodge 15 

2110 Collier Corporate Parkway, St. Charles, MO 63303

Fax: 636-757-3916 

Email: Jenn.Hibbs@mofop15.org 




