                 Cancer Patient Assistance Program         
Program Application

The Health Alliance of Clinton County

Wilmington, Ohio

Patient Name:  ______________________ Age: _____ Marital Status: _____ Diagnosis: __________________ 

Address: ________________________________________City: ________________________ Zip code:______
Phone Numbers: ______________________________________________________________
Number of people in household: ______ Number of people that you are responsible for supporting: ______
Do you have health insurance: Yes____ No_____ If “yes” type:  Medicare____ Medicaid____ Private ____
If you do not have insurance, are you eligible to be added to your spouse’s insurance? Yes____ No_____

Are you eligible for COBRA assistance for your medical insurance? Yes___ No ___

Have you applied for disability? _____ When did you apply? ___________
Have you received a determination? ______ What is the determination?________________________________

What type(s) of assistance do you need?
Medication ___ Utilities ____ Transportation ____ Other (please explain) ___________________________ _______________________________________________________________________________________  
What other means of obtaining financial assistance have you explored? 
HEAP____PIPP____ACS ______Food Stamps _____ Medication Assistance Programs _____ 
Diagnosis Related Programs _____Local charitable agencies _____
Were you able to get any assistance from these agencies? Yes____ No ______

Has your cancer diagnosis negatively impacted your financial status? Yes _____ No_____

Please explain_________________________________________________________________
_____________________________________________________________________________
_____________________________________________________________________________
Signature of Applicant: _________________________________        Date: ______________

Person assisting client to complete form:__________________________ Phone number: __________________
A comprehensive financial assessment is to be completed prior to initiating this application. Please add narrative with additional information regarding the assistance the patient qualifies for, the programs they do not qualify for. The narrative should include the specific assistance and amount being requested.
Release of Information:
I understand the information in this application will be kept confidential and shared only with the committee members who approve the use of the Cancer Patient Assistance Program. By signing this application, I am granting permission to the referring agency to share my application with the Health Alliance of Clinton County Cancer Patient Assistance Program.

Signature of Applicant: ____________________________________     Date: _____________

Please mail application to: 

The Health Alliance of Clinton County, Cancer Patient Assistance Program, P.O. Box 881, Wilmington, Ohio 45177

Please tell us how you learned about this assistance program: __________________________________________
