The Lorie Johnson Foundation
Assistance Fund Application

Please print and complete the entire form
Applicant Information
Name: ________________________________________D.O.B.__________________________
Address:______________________________________________________________________
City__________________________________________State:__________ZIP:_____________
Telephone: Day (           )______-_______________Evening (         )_______-_______________
Social Security Number ___________-________-_____________

Marital Status:__________________ Number of Children at Home ____________________
Do you own or rent your home? __________ Number of adults living in your home_______
Referred by: ___________________________________________________________________
Have you been diagnosed with cancer? Yes____ No_____ If yes, please indicate what type and date of diagnosis? __________________________________________________________
Medical Provider Information

Name of Primary Physician: _____________________________________________________
Address: _____________________________________________________________________
City: _________________________________________State:_____________  ZIP:_________
Telephone: (         ) ________-_______________

Name of Oncologist: ____________________________________________________________
Address: ______________________________________________________________________
City: ________________________________________State: _______ZIP:_________________
Telephone: (         ) ________-_______________

Name of Surgeon:_______________________________________________________________
Address:______________________________________________________________________
City:_________________________________________State:_______ZIP:_________________
Telephone: (         ) ________-_______________

Specific Type of Assistance Requested
Travel Related Needs: (Please provide a brief description of any travel related needs associated with your cancer diagnosis/treatment for which you are requesting assistance) ______________________________________________________________________________________

______________________________________________________________________________________ 
______________________________________________________________________________________
Living Expense Needs: (Please provide a brief description of any living expenses for which you are requesting assistance) ______________________________________________________________________________________

______________________________________________________________________________________ 
______________________________________________________________________________________
Medical Expense Needs: (Please provide a brief description of any medical expenses associated with your cancer diagnosis/treatment for which you are requesting assistance)) ______________________________________________________________________________________

______________________________________________________________________________________ 
______________________________________________________________________________________
Income and Expenses
	Nature of Bill
	Monthly Expense
	Name of Provider

	Mortgage or Rent Payment
	
	

	Electric 
	
	

	Gas 
	
	

	Water and Sewer
	
	

	Telephone
	
	

	Automobile 
	
	

	Groceries
	
	

	Prescriptions
	
	

	Other
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Total Monthly Expenses      ________________ 
Monthly Household Income ________________ Other Sources of Income_________
(Include all sources of income in household)
Insurance Information
Name of Insurance Provider: ________________________________Co-Pay Amount_______
Acknowledgement and Authorization
Please read the following information carefully before signing: 
I hereby understand and recognize that the Lorie Johnson Foundation (the “Foundation”) is a non-profit tax exempt organization pursuant to Internal Revenue Code Section 501c3 that has been established to help women and children who have been diagnosed with cancer by providing assistance and financial support for medical bills, living expenses, and travel expenses while fighting cancer. The Foundation awards financial grants based on need and urgency and at the sole discretion of the Board of Trustees as set forth in the Foundation’s bylaws. The Foundation is only authorized to offer assistance to those individuals who have clearly demonstrated financial need for expenses not covered by insurance. I hereby certify that the financial information provided in this application concerning my household income, assets, liabilities, and insurance provider is true and accurate to the best of my knowledge and that the purchase of goods and services for which I have requested assistance of the Foundation cannot be purchased by me or my family without incurring undue financial hardship. I further certify that I have been medically diagnosed with cancer and do not have adequate insurance coverage to pay for the goods and services I have requested the Foundation to provide on my behalf.  I understand that if any of the information set forth above is false I may be subject to penalty and any legal remedies that may be permitted by law. 

	Date:
	Signature of Applicant or Legal Guardian:

	
	


Authorization to Release Medical/Billing Information

I, ________________________________, do hereby authorize my physician or any other provider of medical treatment or services on my behalf to release medical, scheduling and billing information to the Lorie Johnson Foundation or its designated representative.  This authorization is of a limited duration and shall expire two (2) years from the date of its execution as set forth below.

	Date of Authorization
	Signature of Patient or Legal Guardian

	
	

	Social Security Number of Patient
	Telephone Number

	
	


Print, complete, and mail the completed application to:
The Lorie Johnson Foundation
P.O. Box 381284 
Birmingham, AL 35238
