LIVING JOURNEYS

Living Journey Immediate Family/Caregiver Application

Has a loved one in your immediate family or household or someone you are caregiving for
recently been affected by cancer? You are eligible for support through private therapy,
support groups, enrichment, and on a case by case basis, transportation. Complete the

application below and send to admin@livingjourneys.org. (Support groups are free and do

not require an application. Learn more at livingjouney.org/assistance)

If you are an immediate family member, household member, or caregiver of
someone with cancer, please complete this application. If you have been diagnosed
with cancer yourself, please complete the Living Journeys Client Assistance
Application instead. If your loved one with cancer does not live in your
household, is not in Gunnison County, or you are not their caregiver, please
complete the Loved Ones Application instead.

Application Instructions and Process:

This form can be completed on your computer and emailed to:
Avery Forsythe Program Manager - admin@livingjourneys.org
Or can be printed, completed, and mailed to:

Living Journeys PO Box 2024 Crested Butte, CO 81224

If you do not have access to a printer, please contact us and we can provide a paper copy via mail
or in-person.

To complete this application, you will need to include the following:
e A copy of your photo ID or Passport
e Medical Verification Form of the person with cancer (must be completed by a
health care professional on their care team)

Please contact Living Journeys with any questions at 970-349-2777 or
admin@livingjourneys.org.

THIS FORM SHOULD BE COMPLETED BY THE APPLICANT OR PARENT/GUARDIAN IF APPLICANT IS UNDER 18.
Living Journeys | 970-349-2777 | admin@livingjourneys.org


mailto:admin@livingjourneys.org
https://staging5.livingjourneys.org/assistance/
mailto:admin@livingjourneys.org

PERSONAL INFORMATION

Applicant Legal Full Name:

Applicant Preferred Name:
(if applicable)

Applicant Date of Birth: Today’s Date:

Mailing Address:

City: State: Zip Code:

Physical Address:
(if different than mailing address)

City: State: Zip Code:

Cell Phone: Home Phone:

Email:

Best way to reach you:

Relationship to Person with Cancer:

Their Cancer Diagnosis:

DEMOGRAPHIC INFORMATION (Collected for statistical purposes only)

Gender: [0 Male [ Female [ Non-Binary [ Other:

Marital Status: [1 Single [ Married [ Divorced [0 Widowed [ Separated
L1 Domestic Partner [1 Other:

Race (select all that apply): L1 White [ African American [ Middle Eastern [ Asian
[J Native American [ Pacific Islander [ Other:

Ethnicity: [ Hispanic/Latino [ Non-Hispanic/Latino

Do you have a stable support system? [1 Yes L1 No

Estimated household annual income? (before taxes) $

How many people live in your household?

THIS FORM SHOULD BE COMPLETED BY THE APPLICANT OR PARENT/GUARDIAN IF APPLICANT IS UNDER 18.
Living Journeys | 970-349-2777 | admin@livingjourneys.org




PROGRAM-SPECIFIC DETAILS (Complete if applicable)

Private Therapy

You can receive 10 free sessions with a therapist. Ongoing support is reviewed as needed following the first round of sessions.

Do you have a counselor/therapist that you would prefer to see? L1 Yes L1 No

Therapist name and contact information (if applicable):

Would another household member benefit from therapy? L1 Yes [J No

If yes, please explain:

Does your insurance assist with therapy/counseling? [ Yes [1 No

If so, how much does it cover?

Enrichment Opportunities
You can receive up to $250 a year to help assist with activities/services that help relieve stress and promote emotional/physical wellness.

Please describe the service you would like covered:

Do you have a provider in mind? [J Yes [1 No

If known, estimated cost: $

If known, provider name and contact information:

Transportation & Lodging

(awarded on a case-by-case basis)

What kind of transportation or lodging support do you need that is separate or different from your
loved ones needs?

THIS FORM SHOULD BE COMPLETED BY THE APPLICANT OR PARENT/GUARDIAN IF APPLICANT IS UNDER 18.
Living Journeys | 970-349-2777 | admin@livingjourneys.org




Support Groups

You can attend any support groups with or without being a client of Living Journeys.

For the Loved Ones Support Group

First Monday of every month at from 5:00-6:00pm in Crested Butte

The For the Loved Ones Support Group offers a safe, confidential space for those who love and care
for someone facing an illness or health struggle. This group is designed for individuals seeking support,
understanding, and coping strategies as they navigate the challenges of being a caregiver or supporting
a loved one through tough times.

In each meeting, participants engage in open discussions about their experiences, emotions, and ways
to cope with the ups and downs of supporting a loved one. A professional facilitator will guide the
conversation, helping foster a sense of community, promoting inclusion, and connecting individuals to
helpful resources. The group offers emotional support and a space to grow stronger together during this
challenging chapter.

Are you interested in attending the For the Loves Ones Support Group? L1 Yes L1 No

Bereavement Support Group

Two 10-week sessions per year — one in Crested Butte and one in Gunnison

Experiencing the loss of a loved one is one of life’s most profound challenges. To provide comfort and
guidance during this journey, Gunnison Valley Health Hospice and Living Journeys have partnered to
host a free, 10-week Bereavement Support Group. This program is designed to foster healing and
connection for community members navigating grief.

The group runs twice a year and is open to all community members, regardless of whether the loss is
related to cancer, hospice, or another cause, this safe and compassionate space aims to provide peer
support and professional guidance for those working through grief.

Are you interested in attending the Bereavement Support Group? L1 Yes L1 No

Please complete this checklist before you sign and submit this application:

L1 I answered all the questions in this application to the best of my ability
0 I am including a copy of my photo ID or passport

U1 I am including a Medical Verification Form
OR
L1 My loved ones’ medical provider is sending a Medical Verification Form

1 certify that the information provided in this application is true and accurate to the best of my knowledge. I authorize
Living Journeys to obtain from the individuals, businesses, organizations, agencies, or entities listed in this application
whatever information is necessary about my case that might be helpful for assessing my needs. I release Living
Journeys of all liabilities or claims arising out of the donation of money or services provided to me or my family.

Applicant Signature: Date:

Your typed name serves as your signature

THIS FORM SHOULD BE COMPLETED BY THE APPLICANT OR PARENT/GUARDIAN IF APPLICANT IS UNDER 18.
Living Journeys | 970-349-2777 | admin@livingjourneys.org
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