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BLING BLING IRENE 

CANCER FOUNDATION 

657-237-0294

Bling Bling Irene Cancer Foundation 
P.O. Box 5034 Huntington Beach, CA 92615

renie@blingblingirene.org www.blingblingirene.org 

CLIENT APPLICATION 

Candidates applying for financial assistance who have been diagnosed with cancer and reside or have a family member that 
resides in Southern California. 

Please read the following instructions before beginning the application. 

1. Complete application in full. Be as specific as possible with regard to income and expenses, savings, and other forms of
assistance to which you may have access. Please initial the bottom of every page where indicated.

2. An authorization for release of your medical information by your doctor is required. Fill this form out completely and give one
copy to your doctor ( oncologist, surgeon - whomever you consider to be the head). This form tells your doctor that you give
him/her permission to provide information about you to Bling Bling Irene Cancer Foundation and will be kept in your file.
Please send one copy to Bling Bling Irene Cancer Foundation along with your application.

3. Have your physician complete page 7, which will tell Bling Bling Irene Cancer Foundation about your cancer diagnosis and
treatment plan. He/she may complete the form and return it to you, or complete it and mail it directly to Bling Bling Irene
Cancer Foundation.

4. Submit your application to Bling Bling Irene Cancer Foundation by mail or email. Please note: Your application will not be
processed until it is complete, including receipt of the physician report.

5. You must include all back up documents. Your application will be processed once all documents are received.

ELIGIBILITY 

Identification Must provide proof of identification. Picture ID, California ID, passport, employment or school ID, 
or other acceptable identification and social security card. 

Housing Must provide proof of location of residence by rent receipt, mortgage payment receipt or contract, 
or note from landlord; utility receipts, turn-off notice, late notice, eviction notice, foreclosure 
notice, 3-dav notice to Quit, etc. 

Income Must provide verifiable income information, earned and unearned income for you or other 
responsible persons living in the home. 

Medical statement Must provide current diagnosis, prognosis, and treatment plan with date and signature of treating 
ohvsician 

Property Must provide information about owned property including liquid resources, real estate, vehicles, 
etc. 

Non-shelter expenses Must provide information about credit payments, car payments, child care, child support, cable, 
furniture storage, health club, other legal obligations for you or other responsible persons living in 
the home 

Real estate Exemot for the first home onlv. Do not list. 
Personal items Exempt. Do not list. 

Initial here -----
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Date of Application: 

DEMOGRAPHIC INFORMATION 

Name: 

Address: 

City, State Zip Code 

Home Phone: 

Cell Phone: 

E-Mail:

Ethnicity(Optional): 

Marital Status (Please Circle) 

Bling Bling Irene Cancer Foundation 
PO Box 5034 

Huntington Beach, CA 92615 

(657) 257-0294

www.blingblingirene.org 

Date of Birth: 

Work Phone: 

Other: 

Preferred Language: 

Married Never Married Separated Divorced Widow Other ____ _ 

Children 

Name: Age Birth Date Gender (Circle For M) 

Other Dependents Living with You 

Name: Age Relationship to You 

1 

Residence (Y or N) 
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Bling Bling Irene Cancer Foundation 
PO Box 5034

Huntington Beach, CA 92615

(657) 257-0294
www.blingblingirene.org 

What medical insurance do you have? (Private, Medicare, Medical, BCCTP, etc)? 

Current cancer diagnosis - please include stage and treatment plan (in your own words) 

Tell us your reasons for making this application: 

Did someone help you with this application? 

Name: 

Phone Number: 
-------------

Yes 

Relationship: 

Email: 

No 

Please list your physicians below, including name and phone number: 

Medical: 

Radiation Oncologist: 

Surgeon: 

Plastic Surgeon: 

Please provide us with an emergency contact. The person you list should be someone that you 

are in contact with on a regular basis that we can call if we are unable to reach you. 

Name: Relationship to you: ____________ _

Home Phone #: Cell Phone Number: 

Email Address: 

----------- -------------

Please use this space to add any comments or information you would like to tell us: 

2 
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Address: 

Sling Sling Irene Cancer Foundation 
PO Box 5034

Huntington Beach, CA 92615

(657) 257-0294
www.blingblingirene.org 

I, ________________ _, residing at _______________ _ 

hereby authorize you to release to Bling Bling Irene Cancer Foundation, a non-profit organization 

(92-1373902) specific information requested by them which I cannot provide concerning diagnosis, prognosis, 

and treatment: _______________________________ _ 

The information is needed to determine my eligibility for assistance from them. I have read this form and 

have agreed to its request prior to my signing. 

Print Name Social Security Number 

Date of Birth Birthplace 

Signature of Applicant Date 

Note: Provide this form to the physician or other agency from whom you are requesting the release of 

information to Bling Bling Irene Cancer Foundation. 

3 
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Physician Report 

The individual listed below has requested financial assitance from Bling Bling Irene Cancer Foundation and 

has stated that they are unable to work or unable to work at pre-treatment level. A signed release for the 

requested information is attached. 

Please complete this form and return it to: 

Attn: Client Services 

Bling Bling Irene Cancer Foundation 
PO Box 5034 

Huntington Beach, CA 92615

SECTION I 

Name: 

Date of Birth: Social Security #: 

Physician's Name: Physician's Phone#: 

Physician's Address: 

SECTION II - TO BE COMPLETED BY YOUR PHYSICIAN 

Diagnosis: Stage: 

Date of Onset I loate of last appointment: I 

Pertinent pathology results (attach cop of report, if available): 

Medications prescribed: 

Indicate client's prognosis: 

Specific physcial limitations: 

Is patient's condition suitable for employment? Yes No 

What level of employment activity is suitable for patient? 

Projected date patient can return to work at pre-treatment level: 

Planned surgeries - list date and expected recovery: 

Other planned treatments (chemo, radiation, etc.) list projected end date: 

Comments: 

Physician Signature: loate Signed: 

4 



Photo/Video Release Form

I, ______________________________________________ , consent to the unrestricted use, by Bling Bling Irene 
Cancer Foundation a Nonprofit Organization (and those acting with its permission and authority), of 
any and all media taken, in whole or in part, unlimited use, for all purposes in any form or medium, 
including, without limitation, its use through or on any electronic media, including the Internet.

I waive any right to inspect or approve the finished product or products or the advertising copy or 
printed matter that may be used with the finished media. 

Further, I relinquish all rights, titles and interest I may have in the finished media, negative(s) and 
reproduction to any responsible business firm or publication. It is understood that Bling Bling Irene Cancer 
Foundation retains copyright of media at all times under the express understanding and agreement that 
Bling Bling Irene Cancer Foundation shall have exclusive reproduction rights to the media. 

I hearby release Bling Bling Irene Cancer Foundation from any and all claims in connection with the 
media, including any and all claims of libel.

____ I am over the age of 18. I have read the above and fully understand its contents.

____ I am the parent of guardian of a minor. I have read the above and fully understand its contents. I 
hearby grant permission for  my child’s/ward’s photograph(s) to be used in the manner specified 
above.
Name (please print)								 Age

Minor’s Name(s) if applicable 

Address/City/State/Zip

Telephone									 Email

Signature									 Date

Relation to subject (if subject is a minor)

Bling Bling Irene Cancer Foundation 
(657) 257-0294

www.blingblingirene.org




