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“At Home” Program Application
Please email or mail the completed application to:

Tigerlily Foundation

11654 Plaza America Dr #725

Reston, VA 20190

Email: Kathy@tigerlilyfoundation.org
Fax: 703-663-9844

Please fill out all pages of form. Print clearly. Use black or blue ink only.

Name (Last, First):____________________________________________________________________________________ 
Address: ___________________________________________________________________________________________

City/State/Zip Code:_____________________________________________________________________________

Home Phone: (       )______________________ Work or Cell Phone: (       )_________________________
E-mail:_______________________________________________________________________
Number of People in Household: ______________   Number of Children:__________

Number of daily meals needed: ______________ 

How long will you need meal assistance: _____ weeks   _____ month(s)

Meal Preferences:

       Beef 
Chicken
Vegetarian

Food Allergies: _________________________________

Applicant Information
Date of Birth: ________________________ Date of Diagnosis:________________________

Ethnicity:       African       American        Asian         Caucasian        Hispanic                                   

      Native American          Other Please Specify: __________________________________
      Married         Single     
        Employed          Unemployed        Independent Contractor         Full-time Student
Would you like to list another person for us to contact on your behalf?
Name:_____________________________________________________________________________________

Phone Number: _________________________________________________________________________

E-mail:____________________________________________________________________________________
SERVICE ELIGIBILITY VERIFICATION:

Diagnosis:

Date of diagnosis:

Date treatment began or will begin:

Treatments you are currently undergoing: (Check all that apply)   
      Radiation        Chemotherapy       Surgery
When did/will treatment end? __________________________

In order for Tigerlily Foundation to provide services we must confirm diagnosis and treatment status with your physician. Please provide the following information.

Name of Physician(s):

a) Primary Care Provider:__________________________________________________

Address:_______________________________________________________________

Phone:__________________________________________

b) Oncologist:_____________________________________________________________

Address:________________________________________________________________

Phone:__________________________________________
Along with this form, please provide us with a letter from the patient’s

oncologist/surgeon stating that they were diagnosed with breast cancer OR have them

complete the information in the box below.

Kindly also attach or e-mail a copy of your scan.
– To be completed by patient’s doctor –

Patient Diagnosis: _________________________________________________________________________
Is Patient In Active Treatment?        Yes         No

Provider Name: ___________________________________________________________________________ Hospital/Clinic: ___________________________________________________________________________
Address: ___________________________________________________________________________________
City/State/Zip: ___________________________________________________________________________

Phone: ____________________________________________________________________________________
Provider Signature Date: _________________________________________ Date:__________________
Note by:         Physician         Nurse           Social Worker
Applicants Statement of Understanding
I have read and understand the above and declare the information furnished by me is true

and complete to the best of my knowledge. I hereby affirm that I am releasing medical

information to TIGERLILY FOUNDATION. I consent to the exchange of information

between TIGERLILY FOUNDATION, my physician(s) and other community agencies to

provide needed services.
_________________________

Applicant/Responsible Party
_________________________

Date
Tigerlily Foundation does not discriminate against any person because of their race, creed,

religion, sexual orientation, gender, or age.
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