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Medical/Cancer Support in the I.V. application
Applicant Last Name: ______________________________ First Name: ___________________
Phone Number: ______________________How long have you lived in the I.V.?_____________
Physical Address: ______________________________________________________________
Mailing Address (if different):______________________________________________________
Emergency Contact___________________________________ Phone:___________________
Current Employer: ____________________________________ How Long: ________________
Position: _________________________ If not employed, how long: ______________________
Caregiver Name: ___________________________________ Relationship: ________________
Healthcare Provider: _____________________________________ Phone: _________________
Address: ______________________________________________________________________
Are you a Medicare member? ____________ Do you have any other health insurance?________
What is your diagnosis and/or treatment schedule? (Please provide a copy of treatment plan, healthcare letter or note from your doctor to show diagnosis)_______________________________________
______________________________________________________________________________
______________________________________________________________________________
Total Monthly Income:$_________________________
You can provide an award letter from food stamps, Oregon Trail Card, Social Security, OHP or SSDI to show low income status.

I attest that all above information is true:							
Applicant’s Signature: ___________________________________________ Date: __________
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