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                                     Application for Financial Assistance

The example DOCTOR’S LETTER that is found on our website stating you are in
 ACTIVE TREATMENT MUST accompany this application.
Please use the TAB button when filling out.

Patient Name: ____________________________________________ Date of Birth ____________________________

Address:  _______________________________________________________________________________________

City/State/Zip: ___________________________________________________________________________________

Telephone Number:  □   Home: _______________________    □   Cell ________________________ (Check primary) 

Email: __________________________________________________________________________________________

Number of children in household under the age of 19: ____________
School District: ___________________________________________________________________________________
Place of Employment: ______________________________________________________________________________
Emergency Contact:  _______________________________________________________________________________
                                             Name                                                                                       Phone Number 

INSURANCE INFORMATION (please check the box/es and list the medical insurance company if applicable)
□   Private Insurance Company Name: ________________________________________________________________

□    Medicare

□     Medicaid

REQUEST FOR ASSISTANCE (check all that apply)
□   Groceries – grocery card
□    Gas – gas card (need to submit a travel log to receive fuel reimbursement) 
□    Cancer Drugs – IHS 

I, ___________________________________, hereby authorize the Jamestown Families Cancer Care to contact my
           Patients’ Printed Name 

cancer physician/treatment center to validate treatment if needed. 

____________________________________________	  ___________________________________________
Signature of Applicant 					   Date 

____________________________________________	   _____________________________________________
Signature of Individual Completing Application    	   Date 

Date application received _________    Initials ________     Date application approved    Initials  __________
□    Medical letter with application is required for processing 
Eff. 3/29/25  _______________________________________________________________________________________
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