
BTW | Treatment Assistance Application

Personal Information

Treatment Information

Which type of gynecological cancer are you (the patient) being treated for? Please select all that apply.

Email Phone DOB

City State Zip Code

First Name Last Name

Street Address

City State Zip Code

Physician/Financial Counselor Phone

Name of Treating Physician for Cancer Care

Physician/Financial Counselor Email Address

Name of Treatment Location

Treatment Location Street Address

Date (MM/DD/YYYY

Cervical Cancer

Endometrial (Uterine) Cancer

I confirm in active treatment. Date of last treatment (surgery, radiation, chemotherapy):

Ovarian Cancer

Vaginal Cancer

Vulvar Cancer
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**Please Note - we are currently only accepting applications for NWI and Chicagoland residents and there is a limit of $800.00 per year. This amount is 
available to you for 12 months from the time of your initial disbursement and cannot exceed the annual limit.

You will be contacted with a decision within 10 business days of application submission. Coverage for groceries and gas will be given in the form of a gift 
card. Coverage for medical bills/transportation services will be paid directly to the servicer provider. 


In order to process your request, Below The Waist, Inc. may contact your physician to verify your treatment or medical condition related to this 
application. By submitting this application, you authorize Below The Waist, Inc. to reach out to your healthcare provider(s) for the purpose of confirming 
your treatment details. Your privacy and the confidentiality of your medical information are of the utmost importance. All communications with your 
physician will be handled securely.



BTW | Treatment Assistance Application

Financial Details 

Type of financial assistance requested: 

What does total gross income include?

Gross salary, unemployment payments, Disability and Worker’s Compensation, Social Security and/or Supplemental benefits,

Public Assistance, Other income

Note: If requesting bill pay, send medical bill to btwcancers@gmail.com. The application will not be processed until copy 
of medical bill is received. 

Total Amount of Assistance Requested (USD)

Preferred Gas or Grocery Store 

Total Gross Annual Income

Medical Bills Medical Transportation Gas Groceries

Please explain any circumstances that we should consider for your application.
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Does the patient have medical insurance coverage? If yes, we will contact you via email to provide a copy of 
insurance.

Yes No


