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	Orange County Affiliate

3191-A Airport Loop Drive

Costa Mesa, CA 92626

714.957.9157 tel   714.957.9155 fax

www.ockomen.com


Breast Cancer Treatment Grant Fund

You may type directly into this form document and click your mouse to select  FORMCHECKBOX 
.  

Save this to a place on your computer that you will remember, i.e. “desktop”.  

Healthcare Facility / Healthcare Facilitator Application for Participation

	Healthcare Facility (HCF):
	     


	Address:
	     


	City:
	     
	State:
	     
	Zip:
	     


Representative Applying for HCF

	Name:
	     
	Title:
	     


	Phone:
	     
	Fax:
	     


	E-mail:
	     
	
	


Treatment Grant Program Administrator
	Name:
	     
	Title:
	     


	Address (If Different):
	     


	City:
	     
	State:
	     
	Zip:
	     


	Phone:
	     
	Fax:
	     


	E-mail:
	     
	
	


Please provide the following with Application for Participation:

1. IRS Determination letter establishing the applying entity’s Non-Profit Status.

2. Certificate of Insurance listing the Susan G. Komen Breast Cancer Foundation, Orange County Affiliate as an additional insured.

Please fax the completed and signed application to: 714.957.9155.
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Breast Cancer Treatment Grant Fund

Healthcare Facility / Healthcare Facilitator Agreement
In applying for participation in the Komen Breast Cancer Treatment Fund, our healthcare facility agrees to the following:

A. Komen does not assume legal and medical responsibility for the patient.

B. Not discriminate based upon financial status, race, or sexual orientation.
C. Designate a Program Administrator to coordinate with Komen Grant Administrator.
D. Assist patient in petitioning all other sources of breast cancer treatment funding before completing a Komen Individual Treatment Grant Request.  Provide supporting documentation including approvals/denials.
	1. BCCCP
2. BCEDP
3. Medical
4. Medicare/MSI
	5. Private Insurance
6. Underwriting by HCF and Medical Team
7. California Health Collaborative/CBCTF
8. Other


E. Verify that the patient meets all Grant criteria.

F. Upon approval, provide the patient with timely breast cancer treatment and/or diagnosis by board certified healthcare professionals.

G. Administer funding on behalf of the patient.

H. File a report with documentation of expenditures to the Foundation within 60 days to account for the use of the funds granted.

I. Exhaust and account for each patient’s funding before applying for additional funding for the same patient.  

J. Draw no more that 33% of the Treatment Grant Pool without waiver of the other Provider Pool participants.

K. Allow the Grantor, the Orange County Affiliate of the Susan G. Komen Breast Cancer Foundation, upon the request of the Board of Directors, the right to review the healthcare facility’s records regarding the qualification procedures and expenditures of all grants funded.  Should any improprieties occur, the provider would be suspended from the Treatment Grant Pool until such time that the infraction is remedied to the satisfaction of the Program Committee and the Board of Directors.

	Signature
	
	Title
	
	Date


     
	Name of Healthcare Facility


	Komen Approval
	
	Date
	
	Komen Approval
	
	Date
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