David M. Affonso Memorial Foundation Inc.

c/o Steven Affonso




508-562-1887
744 Elm St.





steven.affonso@gmail.com
Somerset, MA 02726




TIN# 27-4639479

	



PATIENT INFORMATION (please print clearly) 
Date: ______________ 

First Name: ___________________________________ 
Last Name: _________________________________________     

Address: _____________________________________
City, State, Zip: _____________________________________ 

Home Phone: (             ) _________________________
Work Phone: (               ) ______________________________ 

Cell Phone: (           )_________________________  
Email Address: __________________________________ 

Date of birth: _____________      Male  Female       US Citizen   Yes    No  
 If patient is a minor (under 18), name of parent or guardian: _______________________________________________ 

DIAGNOSIS INFORMATION:
Date of diagnosis: _________________
Primary cancer: ______________________ Stage: ________   

  New diagnosis       Recurrence         Is patient in active treatment?   Yes      No  

If not in active treatment, indicate frequency of follow-up:   Yearly   Every six months   Other_________ 

Please indicate type of treatment(s) received in past twelve months (check all that apply) 
 Chemotherapy      Radiation      Surgery    Hormonal     Palliative Care   Bone marrow/stem cell transplant   

 Other: ________________________________________   

HEALTH CARE PROFESSIONAL INFORMATION:           

MD Name: _________________________________________
Hospital/Clinic: _________________________________________ 

Address:  ___________________________________________
City, State, Zip: __________________________________________
Phone: (             ) _____________________________________
Fax: (               ) ____________________________________________ 


HEALTH INSURANCE INFORMATION  

Does the patient have health insurance coverage?   Yes   No 
Are prescription drugs covered?      Yes  No  Copay
If yes, please indicate type of insurance (check all that apply): 

 Private Insurance   Medicaid    Medicare   Medicare plus Medigap  Charity care  VA program 
 Other: ________________________________________   
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HOUSEHOLD FINANCIAL INFORMATION  
Is patient currently employed?  Yes   No   
Number of dependents:  _________________
Spouse’s Name: _________________________________________   Is spouse currently employed?  Yes   No   
Spouse’s Annual Income: $________________
PATIENT INCOME SOURCES (please check all that apply): 

 Social Security 

 Salary  

 Pension       
       Unemployment 

 Public Assistance
 Short-term disability        SSD (Disability)      SSI  

 Spouse’s Income
 Personal Income           
 Family/friends provide support                       

 Other: ________________________________ 

TOTAL ANNUAL HOUSEHOLD INCOME $__________________     

FAMILY ASSETS (provide total amount in all accounts that apply): 
Checking Account: $_______________
Savings: $__________________  
CDs: $____________________
Money Market: $__________________      
Stocks/Bonds: $_____________  
Mutual Funds: $_____________  

Retirement Accounts - IRA/403B/401K:  $_______________________        
TOTAL FAMILY ASSETS  $_____________________   

FINANCIAL OBLIGATIONS FOR WHICH THE PATIENT IS REQUESTING ASSISTANCE:

Mortgage/Rent: $_______________
Utilities: $___________________  
Co-pays $__________________
Medications: $__________________       
Other: 
Expense:____________ 
$_____________  
 

Expense:____________ 
$_____________  

Expense:____________ 
$_____________  


I certify that the following attachments are included with my completed application:

______ Copy your Driver’s license

______ Latest pay stub(s)

______ Physician diagnosis verification letter

______ Receipts/Statements for any requested support

By signing this application you confirm that all information provided is current and accurate to the best of your knowledge.  You also agree that the information provided in this application is subject to verification.

Signature: __________________________________________          Date: ______________________ 

****Incomplete applications will not be accepted****
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