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1. Applicant Information

Please complete and sign this form and return it using the
self-addressed envelope. Your eligibility for this program

. cannot be determined unless vour application is signed
men and all documents requested are attached.

Delaware Cancer Treatment Prograrr
Division of Public Health
C/O EDS
P.O. Box 950 Manor Branch
New Castie, DE 19720-0950

Firet Name Mi | Last Name

Social Security Number®

Marital Status Household
Size

[(IMarried [ |Divorced

Cwidowsd [ Never

Married
* Soeial Security Number is aptional, ﬂ Se{}a:’aieé frar
however, providing it wili help
facilitate processing your apphication.
Residence Street Address {cannot be a PO. Box} Apt. No. | City Zip County Phone Number
Mailing Address (if different from above) Apt. No. | City Zip County Phone Number

On the date of vour cancer diagnosis, where was your primary residence? (State only}

Ethnicity Race Gender Date of Birth Do vou have Health Insurance?
1 Hispanic [_] Alaskan L] Hawaiian M remale [ Yes 1 No
(] Non-Hispanic [ white [] Pacific Islander | pale MM /DD / yyyy | [f ves: Plan Name

M Aei } p .

[ Asian (] American Indian lan Phone Number

[} Black [} Other
What is the date of your cancer diagnosis? / /

MM DD YYVYY

2. income Information

Documentation {(or proofl must be provided with this application. Please send photocopies only, not original documents.
You, your spouse’s and other household members’ income must be reported. Earnings, interest on savings and/or investmeants,
Social Security, Veteran Benefit, cash given to yvou and any other income must be reported.

Attach a separate sheet for additional space.

Source of Income How often

Amount (after taxes/deductions)

Rights and Besponsibilities

! have read or have had read to me all of the statements on this form and the information | give is true and complete to the best of my

knowledge. [ understand that | could be penalized if | knowingly give false information.
| understand that all the information | give is confidential and federal and siate laws limit disciosure of information about me.

| understand and agree to give proof of my statements. | understand that the Depariment of Health and Social Services may contact
other persons or organizations 1o obtain the necessary proof of my eligibility.

Signature of Applicant or Representative

if representative, please print name, relationship and phone number

Name

Date

Helationship

Phone




