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APPLICATION FOR ASSISTANCE
STATE OF GEORGIA
750 Garden View Dr. • Stone Mountain, GA 30083 • www.msgreenswish.org
 770.617.5629 phone • 770.413.3990 fax
DATE__________________
TYPE OF ASSISTANCE REQUESTED:_____________________________________ ___
NAME:____________________________________________________________________
ADDRESS:________________________________________________________________
_________________________________________________________________________
HOME TELEPHONE #:____________________WORK #:___________________________

CELL #:____________________________ALTERNATE #:__________________________

PLACE OF EMPLOYMENT: ___________________________________________________

EMPLOYMENT ADDRESS: __________________________________________________

_________________________________________________________________________

TOTAL HOUSE HOLD INCOME: _____________________________

NUMBER IN HOUSE HOLD: _______

VERIFICATION OF MEDICAID ELIGIBILITY: ____________________________________
COUNTRY OF CITIZENSHIP: _________________________________________________
NUMBER OF YEARS IN THE US: _____________

PRIMARY PHYSICIAN’S NAME: ______________________________________________
ADDRESS: ________________________________________________________________
_________________________________________________________________________

TELEPHONE #:_____________________________ FAX # __________________________

ONCOLOGIST: _____________________________________________________________

ADDRESS: ________________________________________________________________

_________________________________________________________________________

TELEPHONE #:____________________________ FAX #:__________________________

CONTACT: ________________________________________________________________

DIAGNOSIS: _____________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

COURSE OF TREATMENT: __________________________________________________

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________________________________

YOU MAY BE ASKED TO PROVIDE VERIFICATION OF THE FOLLOWING:

I. LETTERS FROM PRIMARY PHYSICIAN AND ONCOLOGIST

II. PROOF OF MEDICAL INSURANCE

III. NOTARIZED COPY OF PASSPORT OR ALIEN CARD

IV. MEDICAID ELIGILBILITY

V. VERIFICATION OF IMMIGRATION STATUS

VI. PROOF OF INCOME
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