
 

The Cancer Thrift Store of Beaufort 

129 Burton Hill Rd. Ste. E Beaufort, SC 29906 • (843) 524-3100 • cancerthriftstore@gmail.com 

 
Patient Information/Assistance Request 

  
DATE: __________________   

  

NAME: _____________________________________   

  

ADDRESS: __________________________________   

  

CITY__________________STATE______ZIP_____ SS#_________________________   

  

PHONE #: _______________________________ D.O.B _____________________________   

  

REASON FOR NEED: _________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________  

  

SPECIFIC NEED REQUEST: ____________________________________________________  

_____________________________________________________________________________   

  

ILLNESS: ____________________________________________________________________   

  

PHYSICIANS NAME AND PHONE #_____________________________________________   

  

JOB LOCATION: ________________________ WORK DAYS/HOURS: ________________   

  

CHILDREN: ______________________________________________________________   

  

SPOUSE: _________________________________________________________________   

  

EMERGENCY CONTACT NAME & PHONE #: __________________________________   

  

HOSPICE OFFICE & PHONE # __________________________________________   

Office Use Only  
 Date Received: ________      By: _________  Notes: _____________________________________   

  
Approval: _________  Amount: ___________     Dispersed: ____________   By: ___________  

NOTE: Complete this form and bring to the Cancer Thrift Store of Beaufort 


