Cedar Valley Cancer Committee – Beyond Pink Fund
Self-Referral Financial Assistance Application

Last Name: ________________________________________First Name: _____________________________ __
Address: ___________________________________________________________________________________
City: ________________________________, Iowa    Zip:____________ County:__________________________
Phone: Day _______________   Evening _______________  Date of Birth: _____________ Age: _____________
Health Insurance: None ____  Private Ins. ____  Insurance Carrier _______________ Annual Deductible  _______


    Medicare Part A _______      Part B______  Medicaid _______    Other____________________

Total (Family) Monthly Income:______________________  Number of People Living in Home: _____________
Race/Ethnicity (Check all that apply): Hispanic _____  White _____  African American ____  Asian __________
    American Indian/Alaska Native ____  Native Hawaiian/Pacific Islander ____  Other _____________________
SERVICE REQUEST:

Services Requested (be specific, and include $ amounts): ______________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
(For medical requests: Include a copy of the prescription and estimate of expense to be incurred or copy of the bill from the health care/service provider.) Statement of Need (why does this person need assistance?): _____________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
TIMELINE: (circle one)             URGENT REQUEST ASSISTANCE NEEDED ASAP

                                                 ASSISTANCE NEEDED- NOT URGENT                                     




         Date Assistance needed if applicable _______________________________________
Signature of Patient: _______________________________________________ Date: _______________
Agency:  ______________________________________________  Phone: ________________________
YOU MUST MAIL APPLICATION TO BEGIN APPROVAL PROCESS:

Mail Original Application to:





Gabbi DeWitt

Black Hawk County Health Dept

1407 Independence Avenue, 5th Floor

Waterloo, IA 50703

For Office Use Only
Duplicate Request:   Yes ____ No ____
    Amount This Request:        __________________________________

Signed NOD on File: Yes ____ No ____          Amount Prior Approved:     _______________________________






    Amount Difference:             ___________________________
Amount Approved: ____________________ To: __________________________________________________
Date of Check Request:  ____________________    By:  ____________________________________________
4-8-11






