LIVING <22 JOURNEYS

Living Journeys Medical Verification Form

THIS ENTIRETY OF THIS FORM MUST BE COMPLETED BY A REFERRING HEALTH CARE PROFESSIONAL (PHYSICIAN,

NURSE, PATIENT NAVIGATOR, CASE WORKER, SOCIAL WORKER, ETC.). PATIENT CAN NOT FILL OUT ANY PART OF

THIS FORM. Please do not use abbreviations or codes for diagnosis and treatment. Do not send medical records.
Please answer each question completely.

PATIENT INFORMATION

Patient’s Full Name:

Cancer Diagnosis: Diagnosis Date:

Stage (please note if N/A): In remission? Yes No

Name of Diagnosing Doctor:

TREATMENT
Describe current treatment plan:
Most Recent Treatment: Date of Treatment:
Surgery Type: Surgery Date: Surgeon:
Hormone Therapy: Begin Date: Anticipated End Date:
Chemotherapy: Begin Date: Anticipated End Date:

REFERRING PHYSICIAN INFORMATION

Name of referring professional (completing this form):

Facility Name:

Address:

City: State:

Phone: Email:

Do you have any reservations concerning this
patient’s request for financial assistance?

YES NO

Date you last saw this patient:

Please describe the patient’s health status when you last saw them:

My signature below affirms the diagnosis and treatment information as described on this page
and that a medical professional filled out the entirety of this form.

Signature: Date:

(Your typed name serves as your signature)
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