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Application and Guidelines for Financial Assistance
Financial Assistance and material support provided by Team V are made possible by donors and fundraising activities. Team V strives to make funds available directly to families experiencing a financial need or familial hardship due to reproductive cancers. Upon receipt of your application, you may receive a phone call from a Team V board member regarding questions or requests for additional information. 501c3#47-3078739
To qualify for financial assistance, you must meet the following criteria:
1. The applicant must have a reproductive cancer diagnosis and be in active treatment.
2. The applicant must be a United States citizen.
3. The applicant is unable to work or earn enough money to pay non-medical bills due to the impact of the reproductive cancer diagnosis.
Please Note:
1. Team V does not discriminate or deny applications based on race, religion, gender, national origin, sexual orientation, relationship status, cancer diagnosis, or political affiliation. 
2. Team V’s assistance is determined by the Team V board members based on how cancer has affected the family’s ability to pay non-medical bills. Funds will be paid directly to the service provider requested by the applicant.  
3. Team V offers a one-time financial assistance payment during cancer treatment.  Team V is not designed to be long-term financial assistance. 
4. All sections of the application must be complete and accurate for Team V to review the request.  Failure to complete the application or provide truthful information could result in denial of your application.
Completed applications can be mailed or emailed to:
Team V Inc.
347 Hillside Drive
New Cumberland, PA 17070. 
Phone: 717-579-3774 
Email: mail@helpteamv.org
www.HelpTeamV.org





ALL SECTIONS MUST BE COMPLETE AND ACCURATE FOR THE APPLICATION TO BE CONSIDERED 
[bookmark: _Hlk104283700]SECTION 1: PERSONAL/APPLICANT INFORMATION
First Name: ____________________________________	Last Name: _________________________________
Address: _________________________________________________________________________________
City: __________________________________________ State: ______    Zip: __________________________
U.S. Citizen: __________  If you answered NO, you do not qualify for assistance from Team V.
Phone:  Home: (    )__________________________  Cell: (     ) ______________________________________  
Email: ____________________________________________________________________________________
Date of Birth: _____/______/________ Age: ________ Sex:   Female_____      Male_____
Marital Status: (circle)  Single    Married    Divorced    Separated    Widowed    Live-in Significant Other  
Spouse Name: _________________________________________________________________    Age: _______
Total number of people in household _________ Number of individuals in household working _____________
Number of children in household _____________ Ages of children____________________________________
Number of children attending college _________
U.S Veteran status for Applicant and Spouse.
 Applicant:  Yes_____   No_____ Branch: _____________Spouse: Yes_____   No_____ Branch: ____________  
If yes, are you receiving VA benefits? _________
Disability
Have you applied for Social Security Disability?  ________
If yes, were you approved? _____________
Are other members of the household disabled? __________________________________________________
Please provide relationship and disability. _______________________________________________________
ADDITIONAL CHARITABLE DONATIONS
Have you accepted donations/financial support from other charitable organizations? _____________________
If yes, please list organization here: _____________________________________________________________


SECTION 2: EMPLOYMENT HISTORY
APPLICANT
[bookmark: _Hlk104283966]Applicant’s Employer: ______________________________________________________________________
Years with current employer______________            Date last worked: ________________________________
Work status at time of diagnosis: _____Full Time ______ Part Time ______ Other: ______________________
Work status after diagnosis: __________________________________________________________________
Net Monthly Wages (after taxes & deductions): _________________
Has your diagnosis impacted your ability to remain employed?  Yes___     No___
If yes, how: ________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________ 

SPOUSE

[bookmark: _Hlk104284076]Employer: ________________________________________________________________________________
Years with current employer______________            Date last worked: ________________________________
Work status at time of diagnosis: _____Full Time ______ Part Time ______ Other: ______________________
Work status after diagnosis: __________________________________________________________________
Net Monthly Wages (after taxes & deductions): _________________
Has your diagnosis impacted your ability to remain employed?  Yes___     No___
If yes, how: ________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
OTHER HOUSEHOLD MEMBERS

Employer: ________________________________________________________________________________
Years with current employer______________            Date last worked: ________________________________
Work status at time of diagnosis: _____Full Time ______ Part Time ______ Other: ______________________
Work status after diagnosis: __________________________________________________________________
Net Monthly Wages (after taxes & deductions): __________________________________________________
Has your diagnosis impacted your ability to remain employed?  Yes___     No___
If yes, how: ________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________

**Please include additional household member information on the back of this page. **
SECTION 3: DIAGNOSIS AND MEDICAL INFORMATION
THIS SECTION SHOULD BE COMPLETED BY ONCOLOGIST, ONCOLOGY NURSE/NURSE NAVIGATOR, OR SOCIAL WORKER.
Name of Patient: _________________________________________________________________________
Primary Diagnosis /Stage of Cancer: ___________________________________________________________
Date of Diagnosis: ______________                  
Is this a new diagnosis? _____Is this a recurrence? _____ If yes, date of recurrence: ___________________
Is the patient in one of the following active treatments?  
Chemotherapy_________ Radiation______   Surgery_________ Clinical Trial______________
	Bone Marrow / Stem Cell Transplant_______ Palliative Care_______ Hospice Care__________
	Other: ________________________________________________________________________
If not in active treatment, please explain required follow up needed for diagnosis.
	Every 3 months_____     Every 6 months_____     Yearly____     Other: ___________________________
Name of Oncologist: _________________________________________________________________________
Facility Name and Address: ___________________________________________________________________
_________________________________________________________________________________________
Phone Number: (    )____________________ 
Printed Name/Title of individual completing this form: _____________________________________________

Signature of individual completing this form: _____________________________________________________
Contact information: _________________________________________________________________________

[bookmark: _Hlk104284541]Please complete the form and return to the patient or mail/Email to:
Team V Inc.
347 Hillside Drive
New Cumberland, PA 17070. 
Phone: 717-579-3774 
Email: mail@helpteamv.org
www.HelpTeamV.org


PERSONAL STATEMENTS
Briefly describe how your cancer diagnosis has impacted you and your family: 
[bookmark: _Hlk104284426]______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Briefly describe how you would use the funds provided by Team V: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

How did you learn about Team V? ____________________________________________________________________________________________________________________________________________________________________________________
TEAM V RELEASE OF INFORMATION
I, ____________________________, am submitting my application for financial and /or material support from     Team V. I understand that by submitting this application and receiving funds and /or material support from Team V,  I am granting Team V permission to use any and all information provided/conveyed in the application and any other information I provide regarding my medical condition, including but not limited to: diagnosis, treatment information, treatment facilities, side effects of treatment, impact on myself and my family, etc.
 I further understand Team V may use my name, the names of my family members, my story, photographs, audio or videotapes of myself and my family, diagnosis, treatment, and other information for marketing materials, internet posts, publications, newsletters, slides show, video presentations, audio presentation, and speaking engagements. 
I understand these materials may be used to inform families, volunteers, the media, and the public about Team V’s programs, services, and events. 
I willingly give this authorization to support team V's public awareness and fundraising efforts. 
I understand that this authorization will continue until terminated in writing. 
Applicant’s name (print): ____________________________________
Applicant’s signature: ______________________________________	Date: _________________________
Address: __________________________________________________________________________________
Phone: ____________________________________________________________________________________
Please complete the form and return to the patient or mail/Email to:
Team V Inc.
347 Hillside Drive
New Cumberland, PA 17070. 
Phone: 717-579-3774 
Email: mail@helpteamv.org
www.HelpTeamV.org
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