
 

 

BABS & FRIENDS CARE FOUNDATION 

MONTHLY FINANCIAL ASSISTANCE  
FOR THE ELDERLY AND THE YOUTHS 

 

PERSONAL DATA 

Full Name * 

   First Name          Middle Name      Last Name 

Birth Date *         Gender 

   Day             Month              Year 

Place of Birth * 

LGA of Origin *  

State of Origin *  

Residential Address *  

 

Phone Number *  

Email* 

Account Name:………………………………………………………………………………………………………….. 

Account Number:………………………………………………….  Bank………………………………….  

Means of Identification *Voter’s Card     National ID     Others Specify 

Referred By * …………………………………………………………………………………………………….  

Referrals Contact* ……………………………………………………………………………………………………. 

Referrals Address: …………………………………………………………………………………………………….. 

EMPLOYMENT DETAILS OF BENEFICIARY 

ESTABLISHMENT SERVED: ………………………………………………………………………………………… 

Date Enrolled    Active    Retired  

N/B: I hereby give my consent to Babs and Friends Care foundation to use my photos, 

videos, and any other materials related to these financial benefits for the exclusive 

purpose of the foundation website and the foundation social media handles. 

 

………………………………………………………………………………………..  ……………………… 

Name of Applicant/Signature       Date 
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For Official Use Only  

Checked By/Signature: ……………………………………………………………… Date: ……………………. 

Approved By/Signature: ……………………………………………………………… Date: ……………………. 
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