
Application for Lymphedema Garment Assistance Program
All information provided will be confidential

Date of Request __________

PART ONE; (TO BE COMPLETED BY APPLICANT) ___________________________

Name of Applicant: ____________________________________

Applicant Address: ___________________________________
___________________________________

___________________________________

Contact Information: Phone: ___________________________ 

email:______________________

PART TWO; (TO BE COMPLETED BY LYMPHEDEMA THERAPIST)______________

Lymphedema Therapist _____________________________________

Contact Information: Phone: ___________________________ 

email:______________________

Recommendation for request of fund allocation. Please include brief patient history, current 
needs and justification of patients' financial need. 
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

return to:
Nancy B. Clemente Cancer Fund (Lymphedema Garment Assistance Program)
c/o Samaritan Hospital & The Eddy Foundation
310 South Manning Blvd  
Albany, New York 12208
FAX to: 518-482-4593
Email to: cheryl.rankey@sphp.com

PART THREE: OFFICE USE

Approval:         ____ yes  ____no Date of disbursement: ________________

ATTACH GARMENT INVOICES 

Revised 07/2022


