
  
 

                                                                                                                    Date____/____/____ 
 

CAN Application for Beneficial Aid 
 
Applicant Name______________________________________________________________________________________________ 
 
Address 1___________________________________________________________________________________________________ 
 
Address 2___________________________________________________________________________________________________ 
 
City, State, Zip_______________________________________________________________________________________________ 
 
Phone (home)____________________________________  (cell) _______________________________________________________ 
 
Email Address _______________________________________________________________________________________________ 
 
Date of Birth____________________________________ SS#_________________________________________________________ 
 
Drivers License #___________________________ STATE ______________      Expiration ____________ 
 
 

NOTE:  CAN is required to fill out the following information ( in italics)  in order to apply for grants from federal  and other 

agencies.  Please circle the appropriate answers to the following questions: 

 
Age Group:   Infants-Under 5     5-12 years      13-17 years      18-29 years       30-64 years      65 plus years 

 

Gender:   Male        Female 

 

Ethnic Background:            White         Black         Hispanic          Other ethnic minority ______________ 

 

Income Level:     Below official poverty level         At or near poverty level             Middle income  

 
 
 
Diagnosis Date_______________ Type Of Cancer______________________  Stage ________________ 
 
Treating Physician______________________________ ph#______________ 
Do you have Health Insurance? _____________ 
If yes, please complete the following: 
Insurance Company Name __________________________________________ 
 
Policy and Group # __________________ Contact Name ____________________ Phone __________________ 
 
Employer_____________________________ Phone________________ Contact _________________________ 
 
Spouse Name __________________________Children (living at home) and ages________________________________ 
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Cancer Alliance of Naples, Inc. 
733 Fourth Avenue North 

Naples, FL 34102 

Telephone:  (239) 437-4673      Fax: (239) 436-5476 



Have you applied for: 

� Medicaid                        When? ________ Approved? _________ 

� Food Stamps                          When? ________ Approved? _________ 

� SSI                                         When? ________ Approved? _________ 

� Social Security Disability      When? ________ Approved? _________ 

� Drug Compassion Program    When? ________ Company Name ________________ Approved? ______ 
 
 

 

Please list other organizations contacted regarding financial aid (Social Services, Catholic Charities, etc.) 

 

         Agency                         Contact Person                              Date of Contact                  Benefits Rec’d 
____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 
 

       Personal References                  Relationship                    Years Known              Phone 

_____________________________              _____________                      ______               ________________ 
_____________________________              _____________                      ______               ________________ 
 
 
Household Monthly Income $___________ 
 
Do you own a business? ________ 
 
If yes, please attach the business name, address and a copy of your latest quarterly or yearly tax return. 
 

Income Information: 

 
Individual Monthly Income   $________                                    Spouse Monthly Income    $ _________ 
Retirement/Pension                $ ________                                   Child Support/Alimony     $ _________ 
Interest and Dividends           $ ________                                   Other Sources of Income   $ _________ 
 

                                                                          Yes       No                                       Balance 
Do you own stocks or bonds?                        _____      _____                           $ _____________ 
Do you have a checking account?                  _____      _____                           $ _____________ 
Do you have a savings account?                    _____      _____                           $ _____________ 
Do you have a money market account?         _____      _____                           $ _____________ 
Are you a member of a credit union?            _____       _____                           $ _____________ 
  
Monthly Expenses:                                        Monthly Payment                         Due Date 
 
Rent                                       $  ____________________                  ___________ 
Mortgage           ____________________  ___________ 
Condo or Homeowner Assn Dues  ____________________  ___________   
Homeowner’s Insurance                            ____________________                  ___________ 
Health Insurance                                        ____________________                 ____________ 
Auto Loan(s)                                              ____________________                 ____________ 
Auto Insurance Premium   ____________________  _____________ 
Gas Costs per Month   ____________________  _____________ 
Food Costs per Month for family of ___       __________________   _____________ 
  (# of people residing in your home) 
 
Utilities  

Electricity                ___________________                   ___________ 
             Water/Sewer   ___________________                    ___________ 
          Phone                                               _________________ _                   ___________ 
 Cable    ___________________  ___________ 
 Other    ____________________  ___________ 
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Credit Cards:        Company Name                Balance Owed 
                            _______________     $ __________________ 
                            _______________        __________________ 
                            _______________        __________________ 
 
Other:                                                             Monthly Payment                       Due Date 
_______________________                  ____________________               ___________ 
_______________________                  ____________________               ___________ 
_______________________                  ____________________               ___________ 
 
 

RELEASE OF FINANCIAL INFORMATION: 

 

You have asked the Cancer Alliance of Naples, Inc. (CAN) for financial assistance. By signing this three-page 
application, you hereby acknowledge that to the best of your knowledge all of the information included in this 
application is correct.  You agree by signing this document that CAN has your authorization to make any and all 
inquiries to verify any and all of the financial information in this application.  This may include obtaining any 
and all reports in the files of consumer credit reporting companies regarding the undersigned. You hereby 
authorize CAN, and any of its officers, or executive director or office manager to request any information 
regarding your credit and your assets.  The undersigned agrees that this application and statement is the property 
of the Cancer Alliance of Naples, Inc. 
 
Beneficiary’s Signature ______________________________________________  Date __________________ 
 
(If under 18, parent or legal guardian’s signature)   Relationship to Beneficiary minor ____________________ 
 
 

Please attach copies of the following: 

 

���� Proof of residency as having lived in Collier County for 1 (one) or more years (i.e. lease agreement, deed, tax return) 

 

���� Copy of Driver’s License or other photo ID 

 

���� REMINDER:  Give Physician’s Verification Form to your oncologist to fill out.  The doctor will fax the completed form 

back to CAN office: 239/436-5476.  No financial assistance is possible without a physician’s verification. 

 

Please let us know how you learned about CAN: _________________________________________________________________ 

 

___________________________________________________________________________________________________________ 

 
_________________________________________________________________________________________ 
 
****************************************************************************************** 
For office use only:  
 
This document is signed in the presence of ____________________________________who is either an officer,  
director, executive director, or office manager of CAN. 
 
Signature ________________________________________ Position __________________________________  
 
Date accepted __________  File # _________       Declined/reason ____________________________________ 
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