
     Patient Travel Assistance Form
Knox, Laurel, Whitley Counties 2010-2011
Date of Application_______________________________

Patient Name:__________________________________Date of Birth____/____/____

Address________________________________________Phone#(____)____________

City_______________________________State______________Zip_____________

County________________________   
.           
· Please include pathology report or letter from physician to verify cancer diagnosis along with this application.

Physician Name_______________________________Phone#(____)______________

Address___________________________________________________________

City________________________________State________________Zip_________

Cancer Diagnosis_____________________________Date of Diagnosis____/____/____

Travel From: _____________________________To _____________________________

Number of Miles Round Trip:__________Number of Trips per Month:_________

Treatment Center: ______________________________________________

Contact Name:_____________________Contact Phone#(____)________________

This program is designed to assist cancer patients experiencing 

Financial hardship while trying to obtain treatment
Have you exhausted all other resources i.e: American Cancer Society, National Leukemia Society, Knox County Cancer Patient Fund?  If no, these additional assistance forms will be sent to you.     Yes_____ No  _____

Return Form To:Tri County Cancer Coalition               


P.O Box 1331                                        


Corbin, KY  40702
Office Use Only:  Received By:____________________________Date____/____/____Forward To:_____________________________Date____/____/____
Approved:____Denied_____Date____/____/____  Check Amt and date______________
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