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Patient Services Application FORM 
Please complete and sign the application and provide a copy of Guam government issued photo identification card.  Please also return the completed and signed Physician’s Certification Form.  
	Name (Last, First, M.I.)
	Today’s Date

	Physical and Mailing Address 


	Date of Birth

	Place of Residency

	Email 



	Occupation
	Ethnicity

	Home phone number

	Work phone number
	Fax number

	Principal Contact/Caregiver

	Relationship
	Phone Number and Email


Have you previously applied for assistance from the Edward M. Calvo Cancer Foundation?            YES           NO

If so, please provide the date(s) of your previous application(s): 
_____________________________________________________________________________
– PLEASE COMPLETE REVERSE SIDE –

What type of cancer have you been diagnosed with? 

_____________________________________________________________________________
When were you diagnosed with cancer?  ___________________________________
Who referred you to the Edward M. Calvo Cancer Foundation? 

___________________________________________________________________________
If you are approved for assistance from the Edward M. Calvo Cancer Foundation, may we contact you to provide a testimonial?        YES        NO
I UNDERSTAND THAT BY SUBMITTING THIS APPLICATION AND SUPPORTING DOCUMENTS AND BY SIGNING BELOW, I AUTHORIZE THE EDWARD M. CALVO CANCER FOUNDATION TO REVIEW ANY AND ALL MEDICAL INFORMATION PROVIDED.  THIS CONSENT ALSO INCLUDES ANY RELEASE OR EXCHANGE OF INFORMATION NEEDED BY THE EDWARD M. CALVO CANCER FOUNDATION FOR REQUESTED ASSISTANCE ON MY BEHALF.  I UNDERSTAND THAT THIS CONSENT MAY BE REVOKED BY ME AT ANY TIME. 
SIGNATURE: ____________________________________

DATE: ______________

If applicant is unable to sign, applicant’s guardian or personal representative must sign below:

REPRESENTATIVE’S SIGNATURE: ___________________________   DATE: ____________
RELATIONSHIP TO APPLICANT: ________________________________________________

REASON THAT APPLICANT IS UNABLE TO SIGN: _________________________________
	FOR EMCCF 

USE ONLY
	Grant Issued On: 
	Check No.


         PHYSICIAN’S CERTIFICATION FORM

___________________________________________________ has applied for services from the Edward M. Calvo Cancer Foundation.

THE APPLICANT/GUARDIAN, BY SIGNING BELOW, HEREBY GIVES PERMISSION TO HIS/HER PHYSICIAN TO RELEASE THE HEALTH INFORMATION LISTED BELOW:

	Name (Last, First, M.I.)
	SIGNATURE



	Address



	Date of Birth
	Phone Number
	Date




PLEASE HAVE THE PHYSICIAN COMPLETE THE FOLLOWING AND RETURN THE COMPLETED FORM TO THE EDWARD M. CALVO CANCER FOUNDATION

	Patient’s Name (Last, First, M.I.)
	

	Diagnosis(Specify type of cancer)


	This patient has:              [  ]active cancer           or                  [  ] in remission




PHYSICIAN’S NAME ____________________________________________________________________
CLINIC NAME AND ADDRESS ___________________________________________________________
_______________________________________________________________________________________
CLINIC PHONE NO. _______________________        CLINIC FAX NO. _________________________
PHYSICIAN’S SIGNATURE _______________________________________________________________ 

PHYSICIAN’S MEDICAL RUBBER STAMP 

DATE ______________________

(must be within 60 days of submission of the application to the Edward M. Calvo Cancer Foundation)
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