
APPLICATION FOR
CANCER ASSISTANCE

Date of Application� _________________________________

Date of Diagnosis� ___________________________________

Date of Update� _____________________________________

1. Name of Patient requiring aid ____________________________________________________________  Age _________

2. Is Patient requiring aid a member of the Order of the Eastern Star?  ____________________________________________

3. Address ____________________________________________________________________________________________

(street)     (city)     c(zip ode) Telephone

________________________________________  Birth date ________________________________________

4. Name of Applicant Member  ___________________________________________________________________________

Relationship to Patient ____________________________________________________

a. Member of __________________________________ Chapter No. _______  Located at ________________________

b. Member Number ________________

c. Length of Membership in this Chapter ____________  Length of Membership in California _____________________

d. Is this the first application for assistance? ❏ yes  /  ❏ no

5. Medical Insurance Carrier  _____________________________________________________________________________

Policy Number ___________________________________  Group Number _____________________________________

Address  ___________________________________________________________________________________________

Telephone _____________________________________

Medicare/Social Security Number ________________________________

6. Applicant may be contacted on ______________________ at  ________________________________________________
(date) (time and place)

This application shall be accompanied by a separate medical report by a licensed Doctor of Medicine indicating the 
diagnosis and the date of diagnosis. All subject matter herein contained shall be considered confidential. I hereby give 
my permission for the Order of the Eastern Star to contact my medical care providers for information regarding my 
diagnosis, treatment, and account status.

Signature of Applicant: _____________________________________________________

2015/01/28 jrh� last change 2022/08/09 tlk

For use by the Committees

Date Received: __________________

Approved: ___________________________________________________ Date: ___________________
Cancer Assistance Chairman

Amount Approved: $____________  Fund: _________________________  Date Applicant Notified: ___________________
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