Caring in Our Lifetime
   Post Office Box 1193

Myrtle Beach, SC  29578

Pre-approval recipient application 

breast cancer patient

to cover expenses directly related to 

medical treatment for Breast Cancer.

Please Print
Name:____________________________________________

Address:__________________________________________

_________________________________________________

Date of Birth:______________________

Phone Number: __________________________

Alternative Phone Number: _________________

Additional Contact Person: __________________

Employer: _______________________________

Work Phone #: ___________________________ 
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Detailed Description of Situation: Please fill in below (or attach a separate sheet of paper) that describes your breast cancer diagnosis. Please include a medical report signed by your physician. 
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Physician Verification: If a physician signed this or an attachment, please print that physician’s name and contact information. 

	Name: _______________________________ 
	Phone: ______________________ 

	Address: _____________________________ 
	Fax: ________________________ 

	_____________________________ 
	E-mail: ______________________ 

	City, State, ZIP: _______________________ 



Date: _____________________                 Signature___________________________________
	_______________Amount of Caring In Our Lifetime Discretionary Funds Involved (if any) _________________________ 

	We the undersigned have reviewed this grant request and hereby give our approval or disapproval: 

	Signature: _____________________________ 
	Date: ___/___/___ 
	Approved      ____         Disapproved  _____

	Signature: _____________________________ 
	Date: ___/___/___ 
	Approved      ____         Disapproved  _____

	Signature: _____________________________ 
	Date: ___/___/___ 
	Approved      ____         Disapproved  ______
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