
Stacy Wolfe Breast Cancer Foundation

Financial Assistance Request Form


Request Date: _________________________


Applicant’s Name: __________________________________ Applicant’s DOB: ______________


Applicant’s Address: _____________________________________________________________


Applicant’s Email: _______________________________________________________________


Applicant’s Phone Number: _______________________________________________________


Cancer Diagnosis: _______________________________________________________________


Current Age: _____________ Diagnosis Date: ________________________________________


Name of Hospital/Treatment Center: _______________________________________________


Is the applicant’s treatment center located in the US? _________________________________	 


Is the applicant currently in active treatment or within 1 year of receiving active treatment? 


	 _______ Yes  _______ No 


Is this applicant on/off chemotherapy? ________ Is this a relapse? If yes, date? _____________


Is the applicant represented by a Healthcare Professional (social worker, resource specialist, etc) 
at the treatment location? 


_____________________________________________________________________________


Who is the best person, in the applicant’s family, to contact regarding this inquiry? 


What is the applicant requesting assistance with? 


	 ___________________ Hospital Bill (hospital bill will have to be submitted)


	 ___________________ Doctor Bill (doctor bill will have to be submitted)



