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Instructions
Thank you for applying for assistance from the OHC Foundation. 
Mission Statement
Our mission is to support those in Southwest Ohio facing cancer with compassion, resources, and hope.
Scope of Support
The OHC Foundation provides assistance only for non‑medical family needs. This may include support for housing, utilities, transportation, food, and other daily‑living necessities.
The OHC Foundation does not cover medical bills, treatment expenses, prescriptions, or any medical‑related costs.
Please complete all sections of this application. A recent medical bill or statement displaying your physician’s name must be submitted with this form.
Completed applications may be emailed to: sherry.brubaker@usoncology.com
Or mailed to:
OHC Foundation
5053 Wooster Rd
Cincinnati, Ohio 45226

SECTION 1 — APPLICANT INFORMATION
Full Name: Click or tap here to enter text. 
Date of Birth (MM/DD/YYYY): Click or tap to enter a date.     
Phone Number: Click or tap here to enter text.     
Email Address: Click or tap here to enter text.     
Street Address: Click or tap here to enter text.      
City: Click or tap here to enter text.      
State: Click or tap here to enter text.     
Zip: Click or tap here to enter text.     

SECTION 2 — MEDICAL INFORMATION
Cancer Diagnosis: Click or tap here to enter text.      
Date of Diagnosis: Click or tap to enter a date.     
Are you currently receiving treatment? ☐ Yes ☐ No
Type(s) of Treatment (check all that apply): 
☐ Chemotherapy ☐ Radiation ☐ Immunotherapy ☐ Surgery
☐ Hormone therapy ☐ Palliative care ☐ Hospice ☐ Other: Click or tap here to enter text.      
Treating Clinic/Hospital: Click or tap here to enter text.     
Oncologist Name: Click or tap here to enter text.     
Clinic/Hospital Phone: Click or tap here to enter text.      

SECTION 3 — HOUSEHOLD & FINANCIAL INFORMATION
Total Monthly Household Income (after taxes): $Click or tap here to enter text.     
Housing Situation:
☐ Stable ☐ Unstable ☐ Homeless ☐ Prefer not to answer
Household Members: 
Number of household members: Click or tap here to enter text.      

SECTION 4 — ASSISTANCE REQUESTED
Please list the areas where financial support is needed (examples: utilities, transportation, housing, food, etc.): Click or tap here to enter text.  

SECTION 5 — PERSONAL STATEMENT (Optional but Helpful – reason for the need at this time)
Please explain why you are seeking financial assistance at this time: Click or tap here to enter text. 

Have you or a family member previously received assistance from the OHC Foundation?
☐ Yes ☐ No
If yes, please describe: Click or tap here to enter text.     
SECTION 6 — AUTHORIZATION & ATTESTATION
By signing below, I acknowledge and agree to the following:
· I authorize the OHC Foundation, OHC clinical teams, and affiliated partners to obtain, review, use, and disclose my personal health information for the purpose of evaluating and submitting applications for financial assistance. 
· I understand that eligibility for assistance is determined by program guidelines and is not guaranteed.
· I attest that the information provided in this application is true and complete to the best of my knowledge.
· I understand this authorization is valid for 12 months and may be revoked in writing at any time.
Applicant Printed Name: Click or tap here to enter text.     
Applicant Signature:      
Date: Click or tap to enter a date.     
If signed by a legally authorized representative:
Printed Name: Click or tap here to enter text.      
Relationship to Patient: Click or tap here to enter text.     
Signature:       						Date: Click or tap to enter a date.     

SECTION 7 — OPTIONAL CONSENTS
May the OHC Foundation contact you to share your story for community awareness?
☐ Yes ☐ No
May we add you to our mailing list?
☐ Yes ☐ No
For Questions, contact:  OHCarefoundation@usoncology.com
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