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RENEE’S FRIENDS FUND
APPLICATION FORM

“When your needs cannot be met elsewhere in the community”

Funds are distributed through facilitating breast cancer centers and hospitals.  Please download and take the application form to your health care provider or your financial counselor where you are getting your treatments.  They can assist you in filling out the form. For a list of hospitals and centers that distribute our funds please go to the RFF home page under Programs and Services and click on Participating Hospitals.

Date: ______________________

Name: _________________________________________________________________

Address: __________________ City: _______________ State: ______ Zip: ________

Phone (H) ______________ (W) ________________ (C) ________________________

Date of Birth ________________________ SSN________________________________

Please attach a copy of proof of citizenship: birth certificate, social security card, or

passport

Marital Status: M S D W      Health Insurance Provider ________________________

Employer___________________________________ Occupation _________________

Please list your dependents:

Name Age Relationship

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

Living Arrangements ( ) Own ( ) Rent ( ) with family/friends

Financial Information:

1. Applicants Yearly Income: $________________________

    Combined Household Yearly Income: $_______________

Please check source of income:

( ) Employment ( ) DDS ( ) Social Security ( ) Retirement ( ) Veterans Benefits

( ) Disability ( ) Other _____________________________________________________

2. Average Monthly Expenses: $ ________________________

Please Detail Expenses:

( ) Mortgage/Rent ________________________ ( ) Utilities_______________

( ) Groceries_____________________________ ( ) Other ________________

( ) Insurance ____________________________ ( ) Loans _______________

( ) Medical ______________________________

Are you eligible for a special drug program? ( ) Yes ( ) No ( ) Don’t Know

3. Other Resources for Assistance

Please check those resources listed below that you are receiving assistance from:

( ) Veterans Benefits ( ) Social Security ( ) Department of Social Services

( ) Ecumenical Social Services ( ) Church ( ) Grants ( ) Other

Please describe assistance given:

_____________________________________________________________________

_____________________________________________________________________

Please state the reason for which funds are needed:

_____________________________________________________________________

_____________________________________________________________________

Please list physicians involved in your care:

_____________________________________________________________________

_____________________________________________________________________

Please describe your current medical condition:

_____________________________________________________________________

_____________________________________________________________________

Signature of Applicant: ________________________________________________

Please have representative from referring agency complete the information

below:
Referral made by: __________________________ Phone: ___________________

Signature: _________________________________ Date: ____________________ 

Referring Agency Address: _____________________________________________

Patient Evaluated by: _______________________ Phone: ____________________

Signature: _________________________________ Date: _____________________  

Address of Medical Agency: ​​​​​​​​​​​_____________________________________________

Recommendations:

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________

* Applicants may only apply for assistance semi-annually reaching a maximum annual monetary 

   Value of $500.00.
