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PINK D.YM.O.N.S. (DEDICATING YEARS MOTIVATING OTHERS NURTURING SURVIVORS) INC.
Please read carefully prior to completing application: 
· Only patients currently receiving active cancer treatment will be considered for assistance.
· Please complete the application in full and return by the 15th of each month.
· Applications received after the 15th will be considered for the next month provided you are in active treatment. 
· Patient will need to send in documentation from a physician verifying your current cancer diagnosis to receive assistance. 
Incomplete applications will not be considered. Submission of application does not guarantee approval. 
Date __________________                                                      
Patient’s Name ______________________________________________  
Age ____________ DOB_______________________________________
Patient’s Phone Number _______________________________________ 
Patient’s Address _____________________________________________
City ________________________________________________________
State _______________________________________________________
Zip__________________________________________________________
Email ________________________________________________________   

Are you currently in active treatment?    Yes       No 
If yes, please list last date of treatment    _______________________________
If you are in active treatment (i.e. chemo and/or radiation) please list the date of your next scheduled treatment    _____________________________________


If yes, list name of treatment facility, telephone number and name of oncologist or physician.
__________________________________________________________________________________________________________________________________________________________________________
Number of adults living in household __________________________  
Are there dependent children in the home?     Yes     No 
Ages of dependent children in household ___________________________ 
Others financially dependent on applicant.  Yes 	No                        If yes, please list names and ages. _________________________________________________________________________________________________________________________________________________________________________       Is the patient currently employed?     Yes       No 
Employment Status      Full time        Part time 
 FMLA/Disability  Yes   NO   If yes, amount __________________________________________________
Applicant Employer ____________________________________________________________________
Applicant Job Title/Position ______________________________________________________________
Spouse Employer ______________________________________________________________________
Spouse Job itle/Position_________________________________________________________________    
Other Persons   ________________________________________________________________________
Other Person Job Title/Position ___________________________________________________________ 








	

	


Please provide us with a short essay about your cancer experience. Feel free to attach a photo to allow us to put a face with your story. ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I authorize PINK D.Y.M.O.N.S. to share my story via website, marketing, etc. With the understanding that only first names will be utilized, unless given permission in the above essay, to publicize both my first and last name. 
 Signature Here __________________________________      Date ______________________

	

	
Contact for Assistance 
Dymon S Irons-Bryant, M.S. Education- Curriculum and Instruction & E-Technology
Chief Office Executor  
dymonibryant@gmail.com
 P.O. Box 1171 
Bamberg SC 29003
(910)584-5004
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