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.APPLICATION FOR ASSISTANCE

NAME. ---------------DATEoFBIRTH----------------

SSN PHONE, WORKICELLPHONE _

ADDRESS. __ ~ --

CITY ~ nP~ _

E~LOYER ~ ~ADDRESS __

SPOUSE'S NAME ~SPOUSE'S EMPLOYER _

OTHERFRmNDORRELATNE ~ ~PHONE _

PREFERREDPHARMACY_~ __

INSURANCE OR OTHER B;ENEFlTS AV~LE:
o GROUP OR PRIVATE INSURANCE (GIVE NAME OF CO)
.0 MEDICARE (GIVE NUMBER) ___,...,..._...--------

o MEDICAID ,___------------------------------
o VETERAN'S BENEFITS ~ --------------
o PRESCRIPTION DRUGS BENEFITS (%ALLOWED) _
o PUBLIC ASSISTANCE __
o AMERICAN CANCER SOCIETY -..,.- _

AlTENDING PHYSICIAN: _:__ _

ADDRESS: ~ __

REFERRED TO CACC BY: ---~------------

I FIND THE ABOVE INFORMATION TO BE CORRECT AND UNDERSTAND THAT ANY PAYMENT
MADE BY CACC WILL BE MADE ONLY ON AMOUNTS DUE AFTER INSURANCE AND OTHER
BENEFITS AVAlLABLE TO ME HAVE BEEN CREDITED. NO CACC PAYMENTS WILL BE MADE
DIRECTLY TO ME.

I UNDERSTAND THAT I MAY BE ASKED TO ANSWER A CONFIDENTIAL PATIENT QUESTIONNAIRE
FOR THE PURPOSE OF GIVING FEEDBACK TO THE CACC.

SIGNATURE OF PATIENT OR REPRESENTATIVE DATE

http://www.concerossocfotlonorchompolgncounty.com

