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Dear Applicant:

To apply for financial assistance, please ensure that you read the following carefully. 

1. All applicants should be referred by a medical counsellor or licensed social worker and their names must appear on the Application Form.

2. In addition to the Application form, qualified applicant must attach copies of the following to the application form:

a. Receipts or photocopies for the amount being requested.

b. A log of all medical appointments when applying for parking and/or gas expenses.
Helping Hands for Manitobans with Breast Cancer Inc. will help cover costs associated with breast cancer that are not covered by any other means; i.e. insurance, social assistance, non-insured health coverage.

We will help with:
· Medications

· Transportation (as per Helping Hands kilometre guidelines) to/from medical appointments (log must be provided at time of original application)

· Parking for medical appointments (log must be provided at time of original application)

· Accommodation for rural cancer patients living beyond a daily driving distance from their treatment site

· Support services during treatment or recovery

· Prosthesis and prosthesis bra (minus amount covered by the government and private insurance).  Please see CancerCare for new coverage at www.cancercare.mb.ca/hope or call (204) 788-8080 or toll free at 1-888-660-4866 
· Lymphedema garments

· Reconstructive surgery; limit of two binders and bras (by prescription)

· Wigs (limit up to $250 – one time submission only)

· Rehabilitation care; i.e. lymphedema management, yoga, swimming (up to $250)
· Special needs due to chemo therapy treatment; i.e. 1 pair prescription glasses due to change of vision.  Change must be due to breast cancer and be supported in writing by a licensed medical practitioner

Helping Hands for Manitobans with Breast Cancer Inc. will NOT help with:

· Monthly expenses such as rent, loans, utilities or food

· Optional items such as scarves, prosthesis bathing suits – check out CancerCare banks

If you qualify, the funding process will be finalized within ten days of the monthly Board Meeting.

You may submit additional breast cancer related receipts to a maximum determined by the Board for approval and subject to the availability of funds.
On occasion, when funds are provided, Helping Hands for Manitobans with Breast Cancer Inc. may request testimonial from an applicant indicating how the contribution has helped their situation.
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APPLICATION FORM
for Breast Cancer Funding
Please mail the signed application to:

Helping Hands for Manitobans with Breast Cancer Inc.

Box 35008 – 963 Henderson Hwy.

Winnipeg MB  R2K 2M0

“Helping Hands for Manitobans with Breast Cancer Inc.” is a charitable organization committed to providing assistance to women and men in Manitoba who are experiencing financial difficulties while undergoing treatment and follow up for breast cancer.  Helping Hands wants to ensure that all Manitobans with breast cancer have access to support and supplies.
CLIENTS PERSONAL INFORMATION (please PRINT)
	NAME:
	
	Date of birth:
	
	
	

	
	First Name
	    Last Name
	
	      Day
	     Month
	    Year

	Address:
	

	City:
	
	Province:
	
	Postal Code:
	

	Contact Numbers:  
	Day:
	
	Evening:
	

	E-mail address:
	

	Marital Status:
	
	MB Health PHIN No. 
	
	
	
	
	
	
	
	
	

	
	
	                                                        9 digits

	PharmaCare Deductible amount:  
	$
	Treaty Number:
	

	EMPLOYMENT HISTORY – For the last 2 years (please PRINT)

	Employer: (Use other side if needed)
	From:
	
	
	
	To:
	
	
	

	
	
	Day
	Month
	Year
	
	Day
	Month
	Year

	
	From:
	
	
	
	To:
	
	
	

	
	
	Day
	Month
	Year
	
	Day
	Month
	Year

	Your Insurance Company’s name and coverage:
	

	

	Dependents: (names and ages):
	
	

	
	
	

	Name of Medical/Financial Counsellor or Social Worker:
	

	Name:
	
	Phone No.
	

	Title:
	
	E-mail:
	

	Organization and Address:
	

	


	SPOUSE/PARTNER’S PERSONAL INFORMATION (please PRINT)

	Partner/Spouse’s Name:
	

	Employment history for the last 2 years: (last employer and dates employed i.e. June 08 to July 09)

	Employer: (Use other side if needed)
	From:
	
	
	
	To:
	
	
	

	
	
	Day
	Month
	Year
	
	Day
	Month
	Year

	
	From:
	
	
	
	To:
	
	
	

	
	
	Day
	Month
	Year
	
	Day
	Month
	Year

	Partner/Spouse’s Company’s name and coverage:
	

	

	


MEDICAL HISTORY (please PRINT)
	DOCTOR (Name)
	
	Phone No.
	

	Address:
	

	HISTORY (please feel free to attach additional paper or write on the back of this form)

	Provide a brief description of your breast cancer history, i.e. date and type of surgery and follow up treatments

	

	

	

	


FINANCIAL NEED (please PRINT)
	Applicant must disclose all household incomes and sources (net work incomes [after taxes], pensions, EI, disabilities) including spouse/partner’s

	Monthly Incomes:  Net wages/EI benefits                                

	Survivor benefits                                 CPP                        OAS                       Other

	Do you have savings over $5,000?  If Yes, provide details
	

	Monthly Expenses not related to Breast Cancer
	

	

	Additional Expenses due to Breast Cancer (list items/services and their costs i.e. transportation, lymphedema treatments/garments, childcare, and/or medications, etc.)

	

	

	

	I am asking for $_________ for the following items and services: (attach photocopies of receipts)

	

	

	

	ADDITIONAL CONTACT/REFERENCES

	For reference purposes, please provide the names and phone numbers of two people not related to you who are aware of your financial need. (i.e. social worker, nurse)

	1.

	2.


I hereby confirm that the information provided in this Application Form is true and accurate to the best of my knowledge.  I authorize Helping Hands for Manitobans with Breast Cancer Inc. to contact my references indicated as deemed necessary.
	
	
	

	Signature of Applicant
	Date


Any information provided will remain in strict confidence.  If your medical and/or financial situation changes during this time, please contact us immediately.
For information please contact: helpinghands4mbwbc@mts.net

Information / Photograph / Video Release Form
Your experience may help someone else!  Please consider writing us a note about your experience with us (include pictures if you like), and then allow us to share your story or experience in an effort to encourage other people through their breast cancer journey.  
Complete the form below and return it with your application form.

	Name:
	

	Address: 
	

	
	
	Ph. #
	


	Yes / No
	I agree to let Helping Hands for Manitobans with Breast Cancer Inc. use statements from the letter I have written to them, with the understanding that the message remains truthful to original intention, for the following:

	
	
	Helping Hands for Manitobans with Breast Cancer Inc. website

	
	
	Press releases (used to secure publications in the media)

	
	
	P. R. opportunities such as articles or media interviews


	Yes / No
	I agree being interviewed by the media for upcoming P.R. opportunities.  If YES, please check the ones you would do: 

	
	
	Printed material: magazines, news papers, other

	
	
	Radio

	
	
	Television, video


	Signature:
	
	
	Date:
	


Helping Hands for Manitobans with Breast Cancer Inc.

Box 35008 – 963 Henderson Highway
Winnipeg MB  R2K 2M0

Email:  helpinghands4mbwbc@mts.net
Website:  www.helpinghands4mbwbc.com
� EMBED Word.Picture.8 ���





� EMBED Word.Picture.8 ���





� EMBED Word.Picture.8 ���





� EMBED Word.Picture.8 ���








Application Form                                                                       Page
3 
of 4                                           Revised April 2011

_1320604715.doc
[image: image1.png]ELPING
ANDS

for Manitobans with Breast Cancer Inc.







_1320604716.doc
[image: image1.png]ELPING
ANDS

for Manitobans with Breast Cancer Inc.







_1320604714.doc
[image: image1.png]ELPING
ANDS

for Manitobans with Breast Cancer Inc.







