3
/\< Share the Care Gallqway)’
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Share the Car Application Form
(Free Brast CancerTreatment Medication made possible by the Susan
G. Komen Breast CancerFoundation)

PATIENT INFORMATION

PATIENT NAME

DOB I'MF! ETHNICITY

ADDRESS
PHONE( )

CITY,STATE,ZIP

INSURANCE

DOES PATIENT HAVE HEALTH INSURANCE
YES ! NO ! (IF NO SKIP TO NEX SECTION)

INSURANCE NAME

MEMBER ID #
GROUP #

PHONE ()

SUBSCRIBER NAME RELATIONSHIP
(IF OTHER THAN PATEINT) SPAUSE CHILD ! OTHER!

PROVIDER

PHYSICIAN NAME
PHONE ()

ADDRESS
FAX ( )

CITY, SATE, ZIP

OFFICE CONTACT

DEA# STATE LIC#

Form continued on next page




Share the Care Application Form Continued

FINANCIAL INFORMATION

ESTIMATED MONTHLY FAMILY ASSETS:
FAMILY EXPENSES:

RENT / MORTGAGE CHECKING
UTILITIES / PHONE SAVINGS / CD
CHILD CARE MONEY MARKET
TRANSPORTATION STOCKS / BONDS
MEDICAL BILLS OTHER ASSESTS
FOOD

OTHER

TOTAL TOTAL

TOTAL MONTHLY FAMILY INCOME

NUMBER IN HOUSEHOLD

PATIENT CURRENTLY EMPLOYED YES! NO!
SOURCES OF INCOME: (CHECK ALL THAT APPLY)

I Social Security ! Alimony I Unemployment I Family/Friends
I Pension I Public Assistanc ! Salary I Sick Leave Pay
I SSD (Disability) ! Child Support ! Short Term Disability ! SSI

I Other

(specify)

Signature

Relationship to person applying for help:
I Self ! Spouse! Friend ! Caregiver! Relative ! Other (specify)

Thank you. A Galloway/Greater San Diego Health Education Inc. employee will contact
the person requesting assistance. Funds are limited and based on availability and
eligibility. Please fax this form to (619) 858-2256 or mail to Galloway Pharmacy

2995 National Ave., San Diego, CA 92113%5alloway pharmacy may need to contact

your provider for diagnosis and treatment information. No identifying personal
information will be shared. Call (619) 525-1551 ext. 2111 with questions.



