
Professional Patient Referral 
CONFIDENTIAL INFORMATION 

LCSW/Medical Professional Name 
_______________________________________________________ 

Phone  ___________________________Email ______________________________ 

Date ___________________ 

For grant details, please email Tricia at cancercare@earthlink.net 

 

 

 

 

 

 

Patient Must Sign and Provide ALL Required Documentation to Initiate 

Humanitarian Grant Consideration 

Cancer Care Foundation of Tidewater (CCFOT) is a nonprofit organization chartered by the Commonwealth of 
Virginia.  We will act on your behalf for limited financial aid, information, and assistance. 

I, _______________________________________ (print name), according to the Privacy Acts legislated for the confidentiality 
and privacy of my health information, do hereby permit release of my information to this foundation and 
cognate agencies that may be contacted in discussing my non-medical needs.  Please sign and date below 
signifying your permission to release information to CCFOT. 

Signature __________________________________________________________________  Date ______________________________________ 

Please Complete ALL fields 

Patient Name  _________________________________________________________________________________________________________________ 

Patient Address ____________________________________________________  ______________________________________  _________________ 
                                                                                 Street     City        Zip 
 

Home Phone  ___________________________________________ Work Phone __________________________________________________ 

Mobile Phone  ________________________________________ Email _________________________________________________________ 

Date of Birth ________________________________________ 

 Male      Female                                       

Primary Physician    _______________________________________________ Contact Phone # _____________________________________ 

Oncologist  _________________________________________________________ Contact Phone # _____________________________________ 

Cardiologist  _______________________________________________________ Contact Phone # _____________________________________ 

Diagnosis ____________________________________________________________________________________________________________________ 

 

Have you sought Disability?  Yes     No      Status? _______________________________________________________________ 

Have you sought Medicaid?  Yes     No       Status? _______________________________________________________________ 

Have you sought Assistance from American Cancer Society?     Yes     No       

Status? _______________________________________________________________________________________________________ 

Have you sought Assistance from another agency?       Yes     No 

Status? _______________________________________________________________________________________________________ 

 

Cancer Care Foundation of Tidewater  |  PO Box 12693 Norfolk VA 23541  |  Tel 757.461. 8488|  Fax  757.461.1778      

April 2010 revision 



 

 

Please indicate the NON-MEDICAL purpose of the request: 

 Household Expenses/Needs* 

  Fuel/Transportation Assistance* 

 Food/Nutritional Assistance*    

 Other ________________________________ 

ATTACH or FAX copies of all bills/invoices to be considered 

              *Self referrals must attach Letterhead Documentation of Medical Supervision & Need 

 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

_______________________________________________________________________________________________________ 

For consideration of payment, copies of invoices must be attached to Referral. 

CCFOT HUMANITARIAN GRANT GUIDELINES 

 CCFOT Humanitarian Grants are for non-medical purposes.  CCFOT cannot assist with co-pays, hospital bills, 
*prescriptions, or any other medical expenses. 

 CCFOT Humanitarian Grants are offered on a limited basis according to quarterly budget constraints.  Grants are 
processed in the order in which they are received.  Incomplete applications will be held until all paperwork is received. 

 Allow TWO WEEKS for Humanitarian Grants to be processed.  Every effort will be made to process requests in a timely 
manner.  However, due administrative considerations, cut-off and late notices cannot be taken into account.  

 Patients will receive a letter from CCFOT with Humanitarian Grant details including check number and amount paid.  
Please hold all inquiries during the processing time frame. 

 CCFOT Humanitarian Grants are subjective.  All checks are paid directly to the issuing agency. Gift cards are mailed 
directly to patients. 

 CCFOT appreciates your feedback.  Please feel free to write CCFOT or email us at cancercare@earthlink.net   
 Medical Professionals can request limited prescription assistance for pain & nausea.  

Please provide any additional information or special requests which might facilitate this application:  
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