Date Received____________________		Active Treatment/Post Active Treatment
Assistance Criteria
For mothers first diagnosed with breast cancer at age 18- 45 who are active military, veterans or spouses going through active treatment or who have had active treatment and are in survivorship. Assistance will be in the form of a voucher for Instacart one year service or Walmart one year grocery delivery. Please list below which one you would prefer.
Walmart Grocery Delivery_____		Instacart Grocery Delivery______
I understand that this assistance is first come first serve and that women in active treatment have priority over women post active treatment. ______________________________(write yes)
Date of Application: __________________________ 
Patient’s Name: ________________________________________________________________ 
Patient’s Address: 
Street______________________________________________________________ 
City _____________________________State ____________ Zip _____________ 
Phone Number: __________________________________
Cell Phone Number: _______________________________
E-Mail Address: ___________________________________

Additional Contact: _________________________________
Phone Number:____________________________________ 
Diagnosis (type, stage, etc.): ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________ 
Family Members: ______________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
Past Surgery / Treatment: ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack] Current Surgery / Treatment: ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________ 
_____I give Beacon Bragg permission to contact the treatment facility at which I am being seen to verify that I am a patient there.
Name of your Doctor_________________________________________________________ 
Location of Treatment: _______________________________________________________
City: _______________ State: ________ 
Treatment Facility phone number _______________________________________________
Please provide any additional information that you feel would help us better understand your need for this assistance: ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________
 How did you hear about this grant opportunity: ______________________________________________________________________________ ____________________________________________________________________________________________________________________________________________________________ 
Would you allow us to share your name, picture or story upon receiving assistance from us? (i.e. Facebook, Instagram, Beacon Bragg Page etc.): _____________ 
I affirm that all information is correct. I understand that Beacon Bragg is not a health care provider, and therefore the information released is not protected by federal privacy protections. 
Signature: ________________________________________ Date: ______________ 

