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Application for Funds
Client Information

Name: Last, First, Middle Initial


Contact Telephone Number

___________________________________________________________________________________________

Address










______________________________________________________________________________________________

City






State



Zip Code



______________________________________________________________________________________________

Age/Date of Birth








Primary Language

_____________________________________________________________________________________________

Have you applied for funding from CCCF previously?  



If yes, when?

______________________________________________________________________________________________

Patient must be currently receiving treatment to qualify for funds. 
Cancer Diagnosis

______________________________________________________________________________________________

Name of Physician providing treatment 

______________________________________________________________________________________________

Address





Phone Number

_____________________________________________________________________________________________

______________________________________________________________________________________________

Medical documentation of diagnosis and verification of current treatment MUST be attached 
Description of Need:  Each Section must be completed with the amount requested and where payment should be submitted.  Bills must accompany application.   They must have applicants name and address, name, address and account number of where bills are to be paid.
______________________________________________________________________________________________

______________________________________________________________________________________________

Mortgage or Rent
______________________________________________________________________________________________

Utilities
______________________________________________________________________________________________

Supplies
______________________________________________________________________________________________

Food Voucher
______________________________________________________________________________________________

Other

______________________________________________________________________________________________

Total amount of funding requested

______________________________________________________________________________________________

Have you requested assistance from another agency?  If yes, which agency?

______________________________________________________________________________________________

Do you have a Power of Attorney?  If not, name of person authorized to act on your behalf.  Attach copy

______________________________________________________________________________________________

I have read all the information in this application, or it has been read to me.  This application is only for the Chaves County Cancer Fund.  I swear that the information I have given in this application is true, complete and correct to the best of my knowledge.  I give my permission to the Chaves County Cancer Fund to contact persons or agencies to obtain needed information about me for the purposes of eligibility determination, including medical records.

Applicant Signature or Authorized Person







Date

______________________________________________________________________________________________

***PLEASE KNOW THAT APPLICATIONS WILL TAKE AT LEAST 2 WEEKS TO PROCESS AFTER RECEIVED. Incomplete applications will be denied.***
P.O. Box 193, Roswell, NM  88202-0193


Phone # 575-637-8132
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