
St. Peter’s Health Partners Employee Application for Assistance Program

All information provided will be confidential

Date of Request __________

Name of Applicant: _______________________________________

Department _____________________________________________

Position ________________________________________________

Supervisor’s Name ______________________________________ Phone Number ___________

Personal Address: ___________________________________
___________________________________

___________________________________

Contact Information: Phone: ___________________________ 

email:______________________

Request of fund allocation is for : _____ Continuing Education 
                                                       _____ Oncology Co-Pay Reimbursement 

Please include brief patient history, current needs and justification of financial need. 
______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

_______________________________________________________________

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

PART THREE: OFFICE USE

Approval:         ____ yes  ____no Date of disbursement: ________________

ATTACH: INVOICES / PROOF OF PAYMENT Created 07/22


