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Grant Request

Request #: ______________ (filled out by FTF)

Section A: (to be filled out by the patient)




Name: _________________________________
Date of birth:_____________

Address:__________________________________
City/State:____________________

Zip Code:___________________
Home Phone:___________________

Date of diagnosis:______________

Physician Name:___________________

Physician Phone #:__________________________
(Top portion removed and kept confidential)
------------------------------------------------------------------------------------------------------------

Request #____________ 
Diagnosis information: (If you need to be screened and have not been diagnosed, skip this section)
Date of Diagnosis:______________________
Your age at diagnosis:________

Stage of Cancer:__________

Treatment plan : ________________________________________________

Attending Physician Name:__________________
Phone #:___________________

______________________________________________________________________

Financial Information:

Family household income per year:$_________________


Number in household including children:_______________

Total debt prior to diagnosis: (home, car, loans, credit card, etc)based per month

Mortgage:$___________
Rent per month:$___________

Car payment: $___________

Credit Card:$______________

Loans: please indicate type of loan (school, personal, etc) $_________________

Have you lost wages due to diagnosis and no longer being able to work? Y or N (if Y explain)
__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

Will you remain employed while treating the disease? Y or N

Part-time or Full-time ? 

Please list sources of income:

1. 2.

2. 4. 

What is your current balance in checking account: $_____________________

(Please submit copy of most recent bank statement)

Insurance Information:

Name of Insurance: __________________________
Phone#:________________

Member ID:______________________________

Group #:________________

In-network Deductible/Co-insurance/Out of Pocket:_____________________________

Out-of-network Deductible/Co-insurance/Out of Pocket___________________________

Has any of either deductible been met this calendar year? Y/N    
Group Administrator name or HR dept contact with your employer:___________________________
Effective date of your policy:______________

We will need copy of your Certificate of Coverage, which you can get through your insurance or through your Group Administrator. 

Check if you have one of the following:

___ No Insurance
____Medicare

___Medicaid  ​​ 
_____ Cobra
Please indicate what you need financial help with:

___ Medical treatment bills (chemotherapy/radiation/CT scans) due to Colon Cancer   

       diagnosis

___ Cobra premium payments to continue insurance coverage

___ Need to get a colonoscopy due to being high risk

___ Co-payments/Deductibles with my insurance plan

If you are applying to be screened for Colon Cancer please provide us with the below:

1. Is there a family history of Colon Cancer?  Y or N

2. If there is a family history which family member? _________________________

3. Have you had a colonoscopy before? Y or N

4. If you have had a colonoscopy, when was your last one?__________________

5. Were there any polyps found on your last test?_________
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