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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 applicants 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 mileage for rural clients.

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, EIA, non-insured health coverage.

We will help with:

· Medications

· Transportation for rural clients (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) 787-2970 or toll free at 1-866-561-1026, or email hope@cancercare.mb.ca
· 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

· Special needs due to chemotherapy 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.  For resubmissions, please use our Re-Application Form.

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 FOR FINANCIAL ASSISTANCE
Please email or mail signed 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

“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.
Is this your first application for assistance?
   Yes (
No (
If “No”, please use the form “Re-Application for Financial Assistance”.

PERSONAL INFORMATION

First Name: ___________________________ Last Name: ______________________________

Address: ______________________________________________________________________

City: ___________________________   Province:  MB
Postal Code: ___________________
Phone Number: __________________________
Cell: _______________________________ 

Email Address:  ________________________________________________________________

MB Health PHIN # __ __ __ __ __ __ __ __ __   Pharmacare deductible amount: $___________
(Your pharmacist may have a form you can use or go to www.gov.mb.ca/health/pharmacare/docs/pharmform/pdf.  Choose Option ‘A’ and submit directly to them.  The government covers certain medications after your deductible). 

Marital Status:
 Single (   Married/Common Law (    Birthdate:
_______________________

# of Dependants and Ages ________________________________________________________
MEDICAL HISTORY

Name of Doctor: _______________________________________________________________ 
Date diagnosed with breast cancer: _________________________________________________
Are you currently receiving chemotherapy and/or radiation?       Yes (
No (
Are you receiving treatment related to any side effects of treatment (lymphedema, etc.)? 

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

EMPLOYMENT HISTORY – For the last 2 years:
Employer: _________________________________ From:  ___   ___   ___   To:  ___   ___   ___







                          D          M            Y                      D          M          Y
Employer: _________________________________ From:  ___   ___   ___   To:  ___   ___   ___







                          D          M            Y                     D           M          Y
FINANCIAL NEED
Are you:

A recipient of Social Assistance / EIA?

Yes (

No (
Receiving CCP 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 ____________________________________________________
MONTHLY BUDGET:







SELF




SPOUSE
INCOME

Salary




__________________

__________________

Social assistance / EIA

__________________

__________________

CPP/Pension



__________________

__________________

Child Support



__________________

__________________

Child Tax Benefit


__________________

__________________

Other




__________________

__________________

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

$_________________
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





$_________________
APPOINTMENT DETAILS
Please provide appointment details if requesting funding for parking, mileage and/or accommodations, or attach a copy of appointment schedule indicating expense type 
(parking, mileage, etc.)
Date



Appointment detail

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

______________

______________________________________________________

REFERRAL INFORMATION

Name of Medical Counsellor or Social Worker: _______________________________________
Organization: ____________________​​​___________​​​​​​​​ Title: _____________________​​​​​_________
Phone Number: ________________________   Email: _________________________________
Referral Signature:*_____________________________________________________________
*By signing you indicate that you have reviewed the complete application and believe all information provided to be accurate.
__________________________________________

________________________

Signature of applicant





       Date

I hereby confirm that the information in this application is true and accurate to the best of my knowledge. 
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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, newspapers, other

	
	
	Radio

	
	
	Television, video


	Signature:
	
	
	Date:
	


Helping Hands for Manitobans with Breast Cancer Inc.

Box 35008 – 963 Henderson Highway

Winnipeg MB  R2K 2M0

Email:  info@helpinghands4mbwbc.com
Website:  www.helpinghands4mbwbc.com
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