
Faith, Hope and Love Application for Brittany’s Hope Funds

Eligibility For Funds:

Brittany’s Hope is a fund established at Faith, Hope and Love to provide financial assistance to cancer patients whose cancer treatment is causing a financial burden on them or their family. Candidates must be Eddy County Residents who are in need of financial assistance due to a confirmed cancer diagnosis. In order to be considered a candidate to receive funds from Brittany’s Hope you must complete the Applicant Request For Assistance Form in a truthful and complete manner. Requests take a minimum of 72 hours to process and consider. On occasions requests may take considerably longer. 
Distributions And Types Of Assistance:

Distributions are limited and are made at the complete discretion of Faith, Hope, and Love. Distributions are generally made in limited amounts to provide assistance to cancer patients and/or their family for purposes of assisting the patient or patient’s family with the uninsured costs of the following:

1. Medical Supplies
2. Prosthesis (wigs, mastectomy supplies, etc.)

3. Ostomy Supplies

4. Medications including Chemotherapy

5. Medical Co-pays

6. Medical Testing

7. Radiation Treatment

8. Nutritional Supplements as recommended by physician
9. Transportation and Travel 
10. Monthly Reoccurring Payments (Utility, Mortgage, and Vehicle Payments) 
11. Food Costs
12. Home Health Care 
13. Rehabilitation Care (Physical Therapy, Occupational Therapy, Speech Therapy)

PLEASE COMPLETE THE APPLICANT REQUEST FOR FINANCIAL ASSISTANCE FORM ON THE NEXT PAGE. YOU MUST ALSO COMPLETE A HIPPA AUTHORIZATION FORM FOR PURPOSES OF ALLOWING FAITH, HOPE, AND LOVE TO RECEIVE INFORMAITON FROM YOUR HEALTH CARE PROVIDERS.
APPLICANT REQUEST FOR FINANCIAL ASSISTANCE

__________________________________________________________________________________________________________
Name: Last, First, Middle Initial




Contact Telephone Number

___________________________________________________________________________________________________________
Address



____________________________________________________________________________________________________________
City






State



Zip Code
________________________________






___________________________

Age/Date of Birth







Primary Language

Occupation/Employer: __________________________________________________________________________________
Name of Spouse: _________________________________________________________________________________________

Spouse Occupation/Employer: ____________________________________________________________________________________
Total Annual Household Income
________________________________________________________________________________
Have you or an immediate family member applied for funding from Faith Hope and Love previously?  If yes, when?

_________________________________________________________________________________________________________________________
Have you or an immediate family member applied for funding from Brittany’s Hope previously? If yes, when? _________________________________________________________________________________________________________________
Medical: To be completed and signed by Oncologist, Medical Doctor, or Physician Assistant/Nurse Practitioner
Cancer Diagnosis:
_________________________________________________________________________________________________________________________
Name, Address, and Contact Information For Medical Provider Signing This Form: 
_________________________________________________________________________________________________________________________
Physician Signature (medical documentation of diagnosis should also be attached)

Signature:___________________________________________________________     Date: _______________________________________
Health Insurance:

Do you currently have health insurance coverage?  _____ yes
______no
Do you have co-pays?  ____ yes 
_____no.               If so, how much are the co-pays per visit? _______________
Do you receive Medicare or Medicaid? ________ yes
_________ no

If you have health insurance, Medicare, or Medicaid, please describe what it is your health insurance, Medicare, or Medicaid, is not covering and the amount of out of pocket cost to you as a result of the lack of coverage. (Attach Separate Sheet If Needed) 
Description of Need: Please check applicable boxes below, state amount requested, and provide a reason for request. (Please attached separate sheet if additional space is needed.) Bills requesting to be paid must have Applicants name, address, account number, and where payments are to be sent. 
1. ______ Medical Supplies




Amount Requested: ___________________________
2. ______ Prosthesis (wigs, mastectomy supplies, etc.)
Amount Requested: ___________________________
3. ______  Ostomy Supplies 




Amount Requested: ___________________________
4. _______ Medications (includes chemotherapy) 

Amount Requested: _______________________
5. _______ Medical Co-pays  




Amount Requested: _______________________
6. _______ Testing (CT/PET Scans, blood tests, etc) 
Amount Requested: _______________________
7. _______ Radiation Treatment 



Amount Requested: _______________________
8. _______ Nutritional Supplements 


Amount Requested: _______________________
9. _______ Transportation/Travel 



Amount Requested: _______________________
10. _______ Monthly Reoccurring Payments 


Amount Requested ________________________
11. _______ Household Costs 




Amount Requested: ________________________
12. _______ Childcare 





Amount Requested _________________________
12. _______ Home Health Care 



Amount Requested: ________________________
14. _______ Rehabilitation Care 



Amount Requested _________________________
(Physical Therapy, Occupational Therapy, Speech Therapy)

15: _______ Other Need




Amount Requested __________________________
Total amount of funding requested:  ___________________________________________

Please list and describe the specific medications, tests, treatments, etc. that have contributed to the  request for assistance. Within this explanation please provide the amount you spend per month or anticipate spending per month on the item you are requesting assistance for. Please attach a separate document if you need additional space to complete description of need: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Faith Hope and Love needs to know the name and contact information for the person or entity you desire provide you with the service or materials you have indicated a need for. Please list name of person(s) below. Please attached separate sheet if additional space is needed:

Name: __________________________________________________ Contact: ____________________________________________________ 

Have you requested assistance from another agency?  If yes, which agency and what is status of this request? If you received monies, please indicated how much and when. 
_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have a Power of Attorney? ______ Yes
_____ No   If yes, please attach a copy. 
Please provide the name and contact information for the person who referred you to Faith, Hope and Love: 

Name:_________________________________________________________________________________________________________________
Contact: _______________________________________________________________________________________________________________
Please provide the name and contact information for the “Financial Advocate” or “Cancer Advisor.” For purposes of this Application the term “Financial Advocate” or “Cancer Advisor” is the person who has discussed the cost of your cancer treatment, your billing, and answered questions regarding your health insurance coverage at your oncologist’s office or cancer treatment center. 
Name:_________________________________________________________________________________________________________________
Contact: _______________________________________________________________________________________________________________
By signing below and initialing each item:  (Indicate by Initialing Each Item):

______ (Initials) I declare that I have read this entire Application Form;
______
(Initials) I declare under the penalty of perjury that the information contained in Request For Assistance Form is true, complete, and accurate;
______ (Initials) I give permission to Faith, Hope and Love, its agents, directors, and volunteers to disclose information about me, including such information that may be protected under privacy laws, and to contact persons or agencies to obtain information about me, including information that may be covered under privacy laws, for purposes of reviewing my application and making a determination to provide me and/or my family with assistance; and
_____
(Initials) I acknowledge and agree that Faith, Hope, and Love is a charitable organization, and that Brittany’s Hope is a fund within Faith, Hope, and Love, whose mission it is to provide financial assistance to cancer patients in need. I acknowledge that Faith, Hope, and Love does provide medical/health care advice and is not a medical or health care provider. I hereby release and agree to hold Faith, Hope, and Love, its agents, directors, officers, and volunteers, harmless from any and all loss, liability, or damage I or my family may suffer that arises from this Application, Applicant Request For Assistance Form, release of my health or other information irrespective of whether such information is or is not covered by privacy laws, and any assistance provided to me and/or my family by Faith Hope and Love, its agents, directors, officers, or volunteers.
Applicant Signature:
_______________________________________________________________________

Date: _________________________________
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