Michelle Lunn HOPE Foundation Financial Aid Questionnaire

Applicant Information PLEASE WRITE LEGIBLY
Full Name:
Date of Birth:

Contact Information (Phone, Email, Mailing Address):

Are you the patient or applying on behalf of a patient?
If applying on behalf, what is your relationship to the patient?

Medical Information

What type of blood cancer have you been diagnosed with?

When were you diagnosed?

What treatment(s) are you currently receiving or have received? (e.g., chemotherapy, radiation,
bone marrow transplant, clinical trials)

Who is your primary oncologist/hematologist, and at which hospital or treatment center are you
receiving care?

Financial Need & Assistance
What specific financial assistance are you requesting? (e.g., medical bills, transportation, lodging,

medications, general living expenses)

Have you received assistance from other organizations? Yes No

If so, which ones?

What is your current employment status? Employed Unemployed | Retired

Do you have health insurance? Yes No

If so, what type? (Private, Medicaid, Medicare, etc.)

Additional Information
Please provide supporting documentation, such as a letter from your doctor confirming your
diagnosis and treatment plan.

Would you be willing to share your story with the foundation for awareness and advocacy
purposes? (Optional) Yes| | Nothanks

Please send the completed form to sue@suelunn.com or
Michelle Lunn HOPE Foundation, 6361 Redington Dr. SE, Ada, 49301
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