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                                   Pretty In Pink Foundation

                                                            Patient Treatment Assistance

                                                              Guidelines & Requirements
      Applicant Requirements

· North Carolina resident who has been diagnosed with breast cancer and is in any phase of active treatment
· Must be a US citizen
· Financial assistance is only provided from time of application receipt and approval
· Household income eligibility:  

	Family Size
	Maximum Household Income
	Family Size
	Maximum Household Income

	1
	$30,150
	5
	$71,950

	2
	$40,600
	6
	$82,400

	3
	$51,050
	7
	$92,850

	4
	$61,500
	8
	$103,300


Instructions:

· Complete Financial Assistance Request Form
· Medical Referral Form must be completed by your referring physician providing treatment

(Oncologist, Surgeon or Radiologist)

Types of expenses considered upon agreement with provider:

Surgical Consultations              Surgery (excluding reconstruction)            Chemotherapy (excluding medications)

Radiation Therapy                     Physician office co-payments                     COBRA 

After Preliminary Request is screened and you meet screening eligibility, you will be contacted by 

Patient Resource Coordination to request documentation to complete the application, which includes:
· Pathology Report

· Last 2 pay stubs or proof of unemployment 

· Current federal tax return or Schedule C if self-employed

· Copy of utility bill 

· Copy of driver’s license 

· If applicant is insured: copy of current medical card (front and back)

· If uninsured: copy of medicaid and/or social security, disability rejection letters

Notes

· Applications cannot be processed until all required documents are received

· Approval may take up to 30 days 

· Foundation grants assistance on a first-come, first-served basis to the extent that funding is available

· The Medical Advisory Committee sets the eligibility criteria and has final determination in all cases and 

reserves the right to change its program in its entirety or with respect to any applicant at any time with or without notice

Mail Complete Application and supporting documents to:

Questions:




Pretty In Pink Foundation






Telephone: 919-532-0532


6500 Creedmoor Road – Suite 106





Fax: 919-977-6759
Raleigh, NC 27613
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Request received: _____________









PIPF Number:      ______________








Regional Office:  ______________
Pretty In Pink Foundation





Financial Assistance Request Form





(Preliminary Request)
This preliminary request will be used to determine if applicant qualifies for completion of full application which will be submitted to 

the Medical Advisory Committee.

Preliminary request may be mailed to:  






Questions/Submit by Fax: 

Pretty In Pink Foundation – Attn:  Patient Financial Request 



Call: 919-532-0532

6500 Creedmoor Road – Suite 106






Fax: 919-977-6759
Raleigh, NC  27613
	                                                                                                               Date of Application: ______________________
Applicant Name: ___________________________________________________________
                                          (Last)                                                                         (First)                                                     (MI)

DOB __________ Age _________         SSN#(last 4)____________________    
Reason f    Home Address: ______________________________________________  City: __________________________ 
County: ________________________ Zip: _____________ Email: _____________________________________          
Ph              Home Phone: ____________________ Work Phone: _____________________   Cell: _____________________

Referral:   Hospital/ Clinic  or  Patient Navigator: _________________________   Phone: ___________________
Request  for assistance:   No Medical Insurance  / Co-pay / COBRA / Treatment Assistance __________________
Where are you currently in your treatment?  Surgery – Chemotherapy – Radiation – Other __________________


Insurance Information (please check all applicable)
1. Current Coverage:       Medicaid ____ Medicare ____ Private health insurance ____ COBRA _____  Other__________



2. Insurance Provider: _____________________________   Co Pay(s): General ___________ / Specialty ____________

     Insurance Monthly Premium _____________________    Deductible ________________  Deductible Met?    Y      N 

3. Other Financial Assistance/ Charity Programs applied for:



     Program __________________________________________________
Outcome __________________________
     Program __________________________________________________
Outcome __________________________

       Other assistance requested:  Rent / Utilities / Phone /Transportation / Childcare / Food / Wig / Bra / Prosthetic unit(s)
Medical Information
  Diagnosis: _____________________    
Date of Diagnosis: _____________________


Treatment Plan:  Surgery _____ Chemotherapy _____ Radiation Therapy ____ Other _____________

  Financial Services Contacts: 


Name: __________________________________ Hospital / Clinic: __________________________________


Phone: __________________________________ Fax: _________________________________________
  Physician Care Team:

Surgeon: _____________________________________ Hospital / Clinic: __________________________________
       Oncologist: ___________________________________ Hospital / Clinic: __________________________________


Radiologist: ___________________________________ Hospital / Clinic: __________________________________
















Financial Information




          Patient 


    Spouse
1.  Total # in household   _______    Children under 18 ______    Monthly Income $_________ Monthly Income $_________
2.   Employed?    Y
N
Last worked: _________________       PT _______ FT _______ Casual ________
      Employer:           ____________________________________________________________________

      Position/Title:    ___________________________________________________________

      If requesting assistance for COBRA:          COBRA Monthly payment __________ COBRA approval date __________________

Income Information





	Income Source
	Monthly Amount
	
	Monthly Expense
	Monthly Amount

	Total Household Income
	$
	
	Rent / Insurance
	$

	Unemployment Compensation
	$
	
	Food
	$

	Retirement Pension/ SSD/ SSI 
	$
	
	Childcare
	$

	VA Benefits
	$
	
	Electricity / Heat
	$

	Worker’s Compensation
	$
	
	Water /Sewer/ Garbage
	$

	Interest / Dividends
	$
	
	Cable TV / Internet
	$

	Public Assistance
	$
	
	Transportation
	$

	Other
	$
	
	Medicine/Supplies
	$

	
	
	
	
	

	Assets
	
	
	Liability
	

	Stocks / Bonds/ Money Markets
	$
	
	Home Mortgage 
	$

	Rental Income
	$
	
	Property Tax
	$

	Family Support
	$
	
	Child Support
	$

	IRA / Other
	$
	
	Credit Cards
	$

	Total Monthly Income
	$
	
	Total Monthly Expenses
	$


Release of Information & Authorization
I have read Pretty In Pink Patient Treatment Assistance Guidelines & Requirements and I declare that the information furnished on this application form is true and correct to the best of my knowledge.  

All information is reviewed by members of the Pretty In Pink Foundation Patient Treatment Assistance Medical Advisory Committee and is confidential. I understand that all applications will be reviewed on a case-by-case basis and final determination will be made by Medical Advisory Committee of Pretty In Pink Foundation. 

I understand that any elective procedures (cosmetic surgery/breast implants) are not eligible for financial assistance.

I certify that information I have provided is true and accurate to the best of my knowledge.  Further, I will make application for assistance (Medicare, Medicaid, and other charity programs), which may be available for payment for my hospital charges. 

I understand my request for financial assistance may only be for treatment (surgery, chemotherapy (less medications), and radiation as by agreement of participating physician in the Pretty In Pink foundation ‘Physician Program’. Requests may also be considered for physician office co-pay, health insurance premiums and COBRA premiums in situations where coverage is threatened for continuation.
I also understand that if my preliminary application is accepted, I will provide all other items pertaining to request. I understand my submission of full application does not guarantee immediate granting of funding.
If any information I have provided proves to be untrue, I understand Pretty In Pink Foundation may re-evaluate my financial status and take whatever actions become appropriate.

______________________________________________              ______________________________

Applicant’s Signature                                                                                                     Date
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