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oinxon ﬂ ROFEH CHOLIM CANCER SOCIETY
R(I: S 768 BEDFORD AVENUE BROOKLYN, NY 11205
TEL (718)722-2002 FAX (718) 473-3657
Dear Applicant,

Enclosed find an application to request approval for charitable grants
toward medical insurance premiums.

Please complete and return the application to the address above or via

fax, along with the following supporting documentation:

1) A letter from patient’s doctor confirming diagnosis and treatment plan.
2)  Attestation Form signed by Rabbi with whom patient is affiliated.

3)  Adocument indicating your policy’s monthly premium amount

i.e. monthly bill, plan benefit outline, new plan rate sheet etc.

Upon receipt of your complete application, our Application Committee
will evaluate the patient’s eligibility and inform you of their decision.

If your application is approved, payment will start the month we received
the application and all documentation.

WITH BLESSINGS FOR A SPEEDY AND COMPLETE RECOVERY



ROFEH CHOLIM CANCER SOCIETY
APPLICATION FOR CHARITABLE GRANTS TOWARD MEDICAL INSURANCE PREMIUM

PATIENT INFORMATION

PATIENT ID

FIRST NAME

LAST NAME

SEX

BIRTHDATE

SOCIAL SECURITY NUMBER

ADDRESS

CITY

STATE ZIP

HOME PHONE

MOBILE PHONE

PLEASE PROVIDE FAX/ EMAIL (IF ANY) THAT CAN BE USED FOR ROUTINE CORRESPONDENCE

FAX

EMAIL

HEBREW NAME FOR REFUAH SHLEIMA:

SPOUSE/PARENT INFORMATION:

SPOUSE OR PARENT NAME

BIRTHDATE

PHONE

LIST ANY CHILDREN, INCLUDING THOSE MARRIED OR NOT LIVING AT HOME: use blank sheet for additional space

NAME

DOB

GRADE MARRIED

PHONE

funds)

SCHOOL NAME (optional: info used for possible scholarship

EMPLOYMENT/INCOME INFORMATION: (IF PATIENT IS MINOR, PARENT COMPLETE)

ARE YOU EMPLOYED? EMPLOYER'S NAME OCCUPATION MONTHLY INCOME
[ TYES [ INO
IS SPOUSE EMPLOYED? EMPLOYER'S NAME OCCUPATION MONTHLY INCOME

[ IYES [ INO

BRIEFLY EXPLAIN YOUR FINANCIAL HARDSHIP OR REASON FOR REQUESTING RCCS ASSISTANCE:

NOTE: WE WILL EVALUATE YOUR FINANCIAL HARDSHIP AS PART OF OUR ELIGIBLITY REQUIREMENTS. WE MAY INVOLVE YOUR ATTESTING RABBI

IN OUR DECISION.




ROFEH CHOLIM CANCER SOCIETY

APPLICATION FOR CHARITABLE GRANTS TOWARD MEDICAL INSURANCE PREMIUM

INSURANCE INFORMATION:

NAME OF INSURANCE CARRIER

POLICY ID# COVERAGE EFF DATE

MONTHLY PREMIUM COST

TYPE OF COVERAGE (SELECT ONE OF EACH) FOR GROUP COVERAGE ONLY:
[ JHMO []POS [ ]PPO EMPLOYMENT GROUP NAME: GROUP ADDRESS:
[ JGROUP PLAN [ ] DIRECT PAY/INDIVIDUAL PLAN
[ JSINGLE [ ]COUPLE [ ] PARENT/CHILD [ ]FAMILY
CONTACT PERSON: PHONE:
PLEASE LIST SECONDARY COVERAGE (i.e. Medicaid, Medicare, etc)

[ INO [ ]YES TYPE:

ID#

RENEWAL ENROLLMEMT DATE:

MEDICAL INFORMATION:

DIAGNOSIS- ATTACH DIAGNOSIS, PROGNOSIS, AND PATHOLOGY REPORT

TREATING FACILITY/HOSPITAL NAME:

LIST ALL TREATING PHYSICIANS INVOLVED:

PHYSICIAN NAME: SPECIALTY: PHONE:
PHYSICIAN NAME: SPECIALTY: PHONE:
PHYSICIAN NAME: SPECIALTY: PHONE:
PRIMARY CARE PHYSICIAN NAME: PHONE:

TWO CLOSE RELATIVES OR RESPONSIBLE FAMILY MEMBERS OTHER THAN THOSE LISTED ABOVE

RELATIVE NAME

ADDRESS PHONE #

RELATIONSHIP

1)

2)

TWO CLERGYMEN WHO KNOW PATIENT WELL:

NAME

CONGREGATION DAY PHONE

EVE PHONE

1)

2)

HOW DID YOU HEAR ABOUT RCCS?

INCLUDED IN

[ 1PHOTOS [ ]VIDEO

OPTIONAL: WHICH PUBLIC RELATIONS MATERIAL ARE YOU WILLING TO BE

[ 1 LITERATURE [ INONE [ JALL

SERVICE REQUEST DETAILS:

DATE APPLICATION SENT:

PROPOSED EFFECTIVE DATE:

DEADLINE TO RETUN APPLICATION FOR PROPOSED EFFECTIVE DATE:




ROFEH CHOLIM CANCER SOCIETY
APPLICATION FOR CHARITABLE GRANTS TOWARD MEDICAL INSURANCE PREMIUM

DISCLOSURE:
I hereby acknowledge that Rofeh Cholim Cancer Society (here and after RCCS);

1. Is not receiving any money, fee, commission or thing of value in exchange for any assistance that it has provided me with
respect to this application.
X

Signature
2. Is not an insurance broker nor an insurance agent nor an insurance salesman nor affiliated with any insurance

company.
X

Signature
3. Does not provide any advice or recommendation with regard to any medical insurance policies.

X

Signature
4. Does not provide any advice or recommendation with regard to the policy's coverage necessary for your circumstances.
X

Signature
5. Is not a medical provider nor does RCCS provide medical advice or services.
X

Signature

6. Sole aim is to help provide assistance towards the payment of medical insurance premiums for those who cannot afford
to pay for same. Our ability to provide financial assistance to the applicant is subject to availability of its funds and other
relevant criteria.

X

Signature

7. The undersigned further understands and agrees that this application is entered into in full reliance on the accuracy and
truthfulness of the information and documentation provided by the undersigned to this organization.

X

Signature

8. The undersigned further acknowledges that enrollment with any medical insurance policy has not been based on any
advice or guidance from RCCS.

X

Signature

9. The undersigned further acknowledges that my selection of medical insurance coverage was based on medical providers,
or brokers or other parties who are not affiliated with RCCS.

X

Signature
AUTHORIZATION:
10. I, the undersigned, authorizes RCCS and its representatives to receive and review my protected health and other

relevant information from and with my medical providers and or the above indicated clergyman and or employers and or
medical health insurance companies to the purpose of evaluating this application, reviewing it at later point in time, as well
as any continued financial assistance.

X

Signature (patient or guardian if minor) Relationship Date

FOR INTERNAL USE:

NUMBER OF MONTHS TO APPROVE:

COMMENTS:

SIGNATURE: DATE:




AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPPA

Patient Name Date of Birth Social Security Number

Patient Address

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this
form: in accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of
1996 (HIPAA), | understand that:

1. This authorization may include disclosure of information relating to ALCOHOL and DRUG and DRUG ABUSE, MENTAL
HEALTH TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I
place my initials on the appropriate line item 9(a). | specifically authorize release of such information to the person(s) indicated in
item 8.

2. If I am authorizing the release of mV-related, alcohol or drug treatment, or mental health treatment, information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law. |
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization.
If | experience discrimination because of the release or disclosure of HIV-related information, | may contact the New York State
division of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450. These agencies
are responsible for protecting my rights.

3.1 have the right to revoke this authorization at any time by writing to the health care provider listed below. | understand that |
may revoke this authorization except to the extent that action has largely been taken based on this authorization:

4. | understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in item-2) and this
redisclosure may no longer be protected by federal or state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR
MEDICAL CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY
SPECIFIED IN ITEM 9

7. Name and address of health provider or entity to release this information:

8. Name and address of person(s) or category of person to whom this information will be sent:

9 (a) Specific information to be released:

O Medical Records from (insert date) to (insert date) Ongoing

U Entire Medical Record, including patient histories, office notes (except psychotherapy note) test results, radiology studies,
films, referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

Q Other Include: (Indicate by Initialing)

Alcohol/Drug Treatment
Mental Health Information

HIV-Related Information

Authorization to Discuss Health Information
(b)a By initialing here | authorize
Initials Name of individual health care provider

to discuss my health information with my attorney or a governmental agency listed here:

10. Reason for release of information 11. Date or event on which this authorization will expire:
a At request of individual

a Other

12. If not the patient, name of person signing form: 13. Authority to sign on behalf of patient

All items on these forms have been completed and my questions about this from have been answered. In addition, | have been provided a copy of this
form.

Signature of patient or representative authorized by law. Date

*Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects
information which reasonably could identify someone as having HIV symptoms or infection and
information regarding a person's contacts.




4 ROFEH CHOLIM CANCER SOCIETY

L't\ 768 BEDFORD AVENUE BROOKLYN, NY 11205
onxon A TEL (718) 722-2002 FAX (718) 722-4757

RCCS

ROFEH CHOLIM CANCER SOCIETY
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RABBI ATTESTATION / 7% 1p1 27

NAME OF PATIENT aw
ADDRESS OF PATIENT mamns

TEL. # OF PATIENT fl 2

NAME OF RABBI hirkhtra l=Rhf-1'
NAME OF INSTITUTION / CONG kalirh -1
ADDRESS OF RABBI 2977 S mamne
TEL. # OF RABBI 297 5w by

PLEASE CHECK OFF THE RABINICAL ORGANIZATION YOU ARE AFFILIATED WITH:
O AGUDATH ISRAEL OF AMERICA

AGUDAS HARABANIM L1 RABBINICAL COUNCIL OF AMERICA (RCA)
] CHABAD 0 SEPHARDIC ASSOCIATION

HISACHDUS HARABANIM [0 YOUNG ISRAEL
] ORTHODOX UNION (OU) ] OTHER

| hereby attest that the aforementioned patient, residing at the address indicated above, is affiliated

with my institution / organization.
| am aware that (s)he has been diagnosed with cancer and that (s)he cannot afford to pay health

insurance premiums.

SIGNATURE OF RABBI irx el Ziﬁ_';gs o

SIGNATURE

I, the undersigned, authorize RCCS and its representatives to discuss my financial status with the
above named clergyman for the purpose of evaluating my application as well as continued eligibility
for charitable grants toward health insurance premiums.

SIGNATURE OF PATIENT hatekialal

DATE TR




