


a 501(c) 3 non-profit organization providing  financial assistance to uninsured breast cancer patients 

the 
mickaela 
foundation

 
 
Medical Bill-Pay Assistance Program 
Please fill out the following application completely (incomplete applications will not be accepted for 
review), read and sign the attached Criteria Sheet and Authorization Form, then send them either by fax 
(303-452-1031) or by mail to The Mickaela Foundation: P.O. Box 354, Henderson, CO 80640 
   
Please read the criteria page included in this package, to make sure your situation complies with our 
guidelines. We cannot fund applications that are incomplete or do not meet our criteria. All personal 
information is kept strictly confidential and will not be returned.  
 

Name: _____________________________________________________________________  

Address: ___________________________________________________________________  

City:_______________________________________________________________________  

State:__________________________________  Zip:_______________________________   

Evening Phone: __________________________  Daytime Phone: _____________________  

SSN: __________________________________  DOB: _____________________________  

Insurance:  ____  NONE   ____  LIMITED   ____  MEDICARE/MEDICAID   ____  OTHER 

Other: (explain) ______________________________________________________________  

_____  I am applying for the first time to The Mickaela Foundation.   

_____  I have an Advocate.   Name: ______________________________________________  

Agency: ________________________________  Phone: ____________________________  

Oncologist or Primary Physician: (referrer) _________________________________________  

Address: ___________________________________________________________________  

City: ______________________________________________________________________  

State:__________________  Zip:______________ Phone: _______________________  

Diagnosis: ___________________________________ Date:______________________  

Treatment Protocols Prescribed: _________________________________________________  

__________________________________________________________________________  

Other Financial Assistance Received or Applied For: _________________________________  

__________________________________________________________________________  



 

EMPLOYMENT 

 

*Current Employment:   ___ PART-TIME   ___ FULL-TIME   ___ **SELF EMPLOYED  ___ UNEMPLOYED 

 

Employer: ___________________________________ Position: _____________ 

Address: ____________________________________ Mo. Gross Inc. $ _______ 

City: _______________________________________ 

State:_______________________________________ Zip: _________________ 

Phone:______________________________________ Supervisor: ___________ 

Dates Employed Here:____________ to ____________ How Long: ___________ 

 

Previous Employer: (up to 3 years): 

Employer: ___________________________________ Position: _____________ 

Address: ____________________________________ Mo. Gross Inc. $ _______ 

City: _______________________________________ 

State:_______________________________________ Zip: _________________ 

Phone:______________________________________ Supervisor: ___________ 

Dates Employed Here:____________ to ____________ How Long: ___________ 

 

Employer: ___________________________________ Position: _____________ 

Address: ____________________________________ Mo. Gross Inc. $ _______ 

City: _______________________________________ 

State:_______________________________________ Zip: _________________ 

Phone:______________________________________ Supervisor: ___________ 

Dates Employed Here:____________ to ____________ How Long: ___________ 

 

*Must be employed at time of diagnosis or when you send in this application. 

**If you are self-employed or work out of your home, that is considered Employment. We may require 
verification upon review of your application. Verification can be accomplished with cancelled checks and/or 
bank statements. For your own security, please do not send these items unless we request them. 



OUTSTANDING MEDICAL DEBT: 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Facility/Doctor:________________________________ Amount: $____________ 

Bill Date: ____________________________________ Date Due: ____________ 

Contact Phone: _______________________________ Type: _______________ 

 

Patient Signature: _____________________________ Date:________________ 

Referrer Signature: ____________________________ Date: _______________ 
(Advocate or referring facility if applicable) 



a 501(c) 3 non-profit organization providing  financial assistance to uninsured breast cancer patients 
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Patient Authorization for Information Disclosure 

I ____________________________________________, hereby declare on this date, 

___________________, that all relevant parties may discuss my medical records, treatments, billing and 

prognosis with representatives of the Mickaela Foundation. 

 

Patient Name: (please print)_______________________________________________ 

Patient Signature: ______________________________________________________ 

 

The Mickaela Foundation will only use the above permissions to verify and qualify an applicant’s criteria for 

receipt of a treatment fund as well as adherence to State and Federal non-profit guidelines. Any and all 

information disclosed is kept strictly confidential and will not be shared with any other company or entities. 

 

If you have questions about The Mickaela Foundation, you may contact us at 303-452-1898 or by email at 

info@mickaela.com 

 

 

 

 

 

 

 

 

 


