: ROFEH CHOLIM CANCER SOCIETY

L
VTN TR 768 BEDFORD AVENUE BROOKLYN, NY 11205
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APPLICATION
CLERGY /

NAME OF PATIENT

ADDRESS OF PATIENT

TEL. # OF PATIENT

NAME OF CLERGYMAN

NAME OF INSTITUTION [ ORCG.

ADDRESS OF CLERGYMAN

TEL. # OF CLERGYMAN

| hereby attest that the atorementioned patient, residing at the address indicated above, 18
atfiliated with my institution / organization.

I am aware that (s)he has been diagnosed with cancer and that (s)he cannot attord to pay
health insurance premiums,

SEAL OR

NOTARY OF
SIGHATURE

SIGNATURE OF CLERGYMAN

DATE

Addditional Motes




