
Date of diagnosis: _______________________________ 

Pediatric Financial Assistance Program Application (ages 29 and under) 
Verification of Treatment 

Must be completed and submitted by your doctor, nurse, child life specialist or medical social worker. 

Date: _________________________ 

Patient information 

Patient name: _______________________________________ 

Type of cancer: ____________________________________ 

Information of medical professional completing application 

I hereby verify that I am a medical professional and the following applicant 
 is in active cancer treatment or within one year post-treatment.

Printed name: _____________________________________  Signature: _______________________________________  

Phone number: _______________________________  Email: ____________________________________________ 

Treatment center/clinic: _________________________________________________________________________________________ 

Mailing address: _________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________  

Please email or mail this form to: 
GCKfinancial@gck.org 

Gilda’s Club Kentuckiana 
Attention: Devon Wasser 

2440 Grinstead Drive 
Louisville, KY  40204 

GILDA’S GRINSTEAD: 2440 GRINSTEAD DR | LOUISVILLE, KY 40204 | GCK.ORG | GILDA’S WEST: 1720 W BROADWAY, SUITE 205 | LOUISVILLE, KY 40203 | GCK.ORG 
GILDA’S FLOYD: 1218 E. OAK ST, NEW ALBANY, IN 47150 | 502.371.3050| GILDA’S CLARK: 5318 KING RD, JEFFERSONVILLE, IN 47130  
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