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     Application Number  2006-_______



               (To be completed by SRCF)
                                          Savannah River Cancer Foundation




                  P. O. Box 3694, Aiken, S. C. 29802

                             Phone:  803-649-5433
                             Toll Free:  866-870-5433


INDIVIDUAL  ASSISTANCE  APPLICATION
· Financial support is available to cancer patients who meet the SRCF guidelines.  Support is limited to assistance with cancer-related prescription medications and equipment, and transportation to treatments.

· Decision of patient assistance is made by the SRCF.  You may request a review & explanation of assistance.

· Patient confidentially is respected by the SRCF.  Patient information is not shared without permission.   
PATIENT  INFORMATION
NAME  __________________________________________________________________________________
ADDRESS  _______________________________________________________________________________



Street or PO Box



City


State

Zip Code

COUNTY  ____________________________
         TELEPHONE  NUMBER  ________________________
SOCIAL SECURITY NUMBER  ________-______-________
   DATE OF BIRTH  _____________________

MEDICARE – Yes___ No___     MEDICAID – Yes ___ No ___   Health Insurance – Yes ___ No ___

Name of Health Insurance - ___________________________________________________________________

Other assistance being received?   -  Yes____  No____     If ‘Yes’ please list.  ___________________________
__________________________________________________________________________________________

MARITAL  STATUS (circle one)       Single      Married      Divorced      Widowed

NAME OF SPOUSE / PARENT / GUARDIAN  __________________________________________________
NAME & AGE OF DEPENDENTS  ____________________________________________________________

LIST ANY OTHER HOUSEHOLD MEMBERS  _________________________________________________

HOUSEHOLD  FINANCIAL  INFORMATION
List all income of all household members.  Proof of income is required through prior year tax return, copy of monthly support income (child support, SSI, Social Security, pension, etc) or two recent pay stubs. 

Recipients Name ______________________ 
  Income Source ______________________
        Monthly Amount $___________ 
Recipients Name ______________________ 
  Income Source ______________________
        Monthly Amount $___________ 

Recipients Name ______________________ 
  Income Source ______________________
        Monthly Amount $___________ 

Recipients Name ______________________ 
  Income Source ______________________
        Monthly Amount $___________ 










 






   



     Application Number  2006-_______



               




(To be completed by SRCF)
TREATMENT  PLAN  INFORMATION
TYPE  OF  CANCER  -  _____________________________________________________________________

PRIMARY  TREATMENT  PHYSICIAN’S  NAME  -  ____________________________________________
TREATMENT CENTER  -  __________________________________________________________________

DESCRIBE  SPECIFIC  CANCER  ASSISTANCE  NEEDED,  DURATION,  WEEKLY  COST.

MEDICATIONS  -  _________________________________________________________________________

__________________________________________________________________________________________

TRANSPORTATION  -  _____________________________________________________________________

MEDICAL  EQUIPMENT  -  _________________________________________________________________

OTHER  -  ________________________________________________________________________________

EXTENUATING  CIRCUMSTANCES  _______________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

I  ATTEST  THAT  THE  INFORMATION  PROVIDED IN  THIS  APPLICATION  IS  COMPLETE  AND  ACCURATE  TO  THE  BEST  OF  MY  KNOWLEDGE.

                 APPLICANT’S  SIGNATURE








DATE
I  ATTEST  THAT  THE  INFORMATION  PROVIDED IN  THIS  APPLICATION  IS  COMPLETE  AND  ACCURATE  TO  THE  BEST  OF  MY  KNOWLEDGE.

PHYSICIAN’S  PRINTED  NAME / SIGNATURE







DATE

To be completed by SRCF.
DATE APPLICATION RECEIVED ___________

DATE APPLICATION REVIEWED___________

REVIEWED BY _____________________________________________________

DATE APPLICATION APPROVED___________

APPROVED BY______________________________________________________

DATE APPLICANT NOTIFIED      ___________

NOTIFIED BY_______________________________________________________

ASSISTANCE TO BE PROVIDED__________________________________________________________________________________________
NOTES:  _______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________________

Application Revision 8/24/06
