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RE-APPLICATION FOR FINANCIAL ASSISTANCE

Please email or mail signed Re-Application and supporting documents to:

info@helpinghands4mbwbc.com or
Helping Hands for Manitobans with Breast Cancer Inc.

Box 35008 – 963 Henderson Highway
Winnipeg, MB   R2K 2M0

First Name: ___________________________ Last Name: ______________________________

Email Address:  ________________________________________________________________

Phone Number:  ____________________________ Cell Phone:  _________________________

MEDICAL INFORMATION 
Are you currently receiving chemotherapy and/or radiation?  
Yes (
       No ( 

Are you receiving treatment related to any side effect of treatment (lymphedema, etc.)?

Yes (
   No (    If Yes, please indicate treatment: ______________________________

REQUEST FOR FUNDING *include receipt copies –funding will not be provided without receipts
Indicate how you would like to receive Funding from us:     ( cheque via Canada Post                   ( E-Transfer to your Cell number              ( E-Transfer to your email address
Medications








__________________

Lymphedema Garments






__________________

Parking (provide appointment details on separate page) 



__________________

Accommodations (rural clients only)





__________________

Wig (up to a maximum of $250)






__________________

Childcare (provide appointment details on separate page)



__________________

Prosthesis and mastectomy bra

(less amounts covered by government and insurance – provide statements)

__________________

Rehabilitation care (ie. yoga, swimming) 




__________________

Lymphedema Treatments 






__________________

Other / Special needs due to treatments (provide details on separate page)
______________________
Please Specify _________________________________________________


Mileage – (rural clients only)   (Provide appointment details on separate page)
   Total # of round trips __________   from   _______________   (home city).

TOTAL FUNDING REQUEST





$_________________
_____________________________________
    _____________________


Signature of applicant





Date

I hereby confirm that the information in this application is true and accurate to the best of my knowledge. 
Has any information changed since your last application?
Yes (
     No (
If Yes, for sections (a) to (d), please complete ONLY the sections that have changed.
(a)
PERSONAL INFORMATION

Address: ______________________________________________________________________

City: _______________________________   Province:  MB
Postal Code: __________________
Pharmacare deductible amount: $__________________
Marital Status:

Single (   Married/Common Law (    
# of Dependants and Ages _____________________________________________________________
(b)
EMPLOYMENT HISTORY 
Employer: _________________________ From:  ___   ___   ___    To:  ___   ___   ___







          D          M            Y                       D           M          Y
(c)
FINANCIAL NEED

Are you:

A recipient of Social Assistance / EIA? 
Yes (

No (
Receiving CPP or OAS payments?
Yes (

No (
Covered by private insurance/group benefits?
Yes (

No (
Receiving any other form of financial assistance?*
Yes (

No (
*If yes, please indicate source ________________
(d)
MONTHLY BUDGET

INCOME




SELF




SPOUSE
Salary




__________________

__________________

Social assistance / EIA

__________________

__________________

CPP/Pension



__________________

__________________

Child Support



__________________

__________________

Child Tax Benefit


__________________

__________________

Other – Please Specify ________
__________________

__________________

TOTAL



$_________________

$_________________
TOTAL FAMILY INCOME





$_________________
EXPENSES
Mortgage/Rent Payment/Property tax





__________________

House/Tenant Insurance






__________________

Utilities (hydro/water/gas)






__________________

Cable/Phone/Internet







__________________

Groceries/Food







__________________

Transportation








__________________

Childcare








__________________

Other – Please Specify ____________________________


__________________

TOTAL EXPENSES







$​​​​​​​​​​​​​​_________________

TOTAL FAMILY INCOME LESS TOTAL EXPENSES

$_________________
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