
 

PATIENT AUTHORIZATION AND ATTESTATION FOR APPLICATION FOR ASSISTANCE: 

 

I understand that my treating physician at Medical Oncology Hematology Consultants, and the Patient Assistance Support 

[PAS] department are acting solely as agents to help me find and apply for appropriate financial assistance, either in the 

form of free or reduced-cost treatment. The Patient Assistance Support team is affiliated with the oncology physicians in The 

US Oncology Network. I understand that there is no fee or charge for the support services provided by PAS. 

 
I authorize Patient Assistance Support to use my information to complete phone, electronic or hardcopy applications and to 

sign online applications on my behalf to determine my eligibility. I understand that my physician and PAS do not determine 

my eligibility for assistance. Eligibility for assistance is determined by the sponsors of the charitable foundations or product 

manufacturers (“Programs”) and is contingent upon the eligibility criteria set forth by the program. 
 

By authorizing PAS to submit my application, I attest that I understand and agree to the below statements: 

· All information I have provided, and will provide to Patient Assistance Support and to the Programs for my 

application, to the best of my knowledge is, and will be, true and complete. 

 
· I understand that the Program sponsor may request documentation to verify the accuracy of any information that I 

provide for the application, including verification of my household income. 

 
· If I do not provide documentation or information as requested by the Program, or if the Program determines I do not 

meet the Program eligibility requirements, my participation and all assistance may be terminated. 

 
· I will notify Patient Assistance Support or the Program of any changes to the information I have provided. 

· I am not receiving financial assistance for the same expenses for which I have applied. 

· Agents at PAS and the Assistance Program can obtain and discuss medical, treatment, therapy, financial and other 

information relating to my application with my providers, pharmacy, insurance company, and to other organizations 

working on my behalf to obtain eligible treatment. 

 

· The Program can at any time, and without notice, modify or discontinue all or any part of the Program and/or any 

assistance provided to me. 

· The financial assistance or free product provided by any Program may not cover my entire liability for treatment. 

Some Programs limit assistance to the specific drugs that treat my cancer disease. 

· This agreement is for the next 12 months. I can revoke this agreement at any time by providing a signed letter of 

revocation. 

· Should additional assistance be needed for continuity of treatment, I understand that PAS will complete and submit 

applications to secondary Programs or submit renewal applications on my behalf. 

Annual Household Income:    Number in household dependent on income: 
  

 

Income Source:    

Potential Foundation(s)/ Federal Poverty Level:    

Copay Card(s)/PAP:    

Insurance plan(s):       



Patient’s Name (print):    MRN:  

Fax completed form to: 866.750.8766 *See chart for income guidelines. 

Physician:       
  

 

Facility:  

Diagnosis:  

Drugs prescribed:      

Check the statement below that applies to your situation: 

I have applied or have been approved for financial assistance for my treatment to the following foundations 

or patient assistance programs (please list and include any discount drug cards you may have): 

 

 
I have not applied for any assistance for my treatment at this time and understand that if I have applied 

elsewhere, I must disclose this to any other foundation or patient assistance program that approves me for 

funds or drug product. 

 
 

I attest that the information provided in this document is complete and accurate. I agree and certify that I have read, 

understood and will abide by the above attestation and authorize Patient Assistance Support advocates to proceed with 

applying for assistance on my behalf. 

 

Patient’s Name (print):   Date of Birth: 
  

 
Social Security number:         

Patient Street Address            

Patient Mailing Address (if different than above): 

Phone Number:   MRN: 
  

 
Signature:   Date: 

  

 

Deductible/Amt Met:   OOP Max/Amt Met: 
  

 

Clinic Contact:   Phone: 
  

 


