
 

 

For questions about this form and UVSC’s Financial Assistance Program,  
please contact us at: team@uvsc.org. 

US VERSUS CANCER 
A HAWAI’I 501(C)(3) NONPROFIT ORGANIZATION  |  FEIN 47-5338638 
PO BOX 81615, HAIKU, HI 96708  |    TEAM@UVSC.ORG  

PROVIDER REFERRAL FORM: VERIFICATION OF FINANCIAL NEED 
 
For Referring Case Managers and Social Workers Only: 
 
FIRST AND LAST NAME OF PATIENT: 
 
________________________________________________________________ 
 
To the best of your knowledge, do you attest that the annual household income reported in the patient’s 
UVSC Financial Assistance Program application is accurate? 
 

 Yes    No  
 
Please provide any additional information that you feel would help UVSC understand the applicant’s 
situation and need for financial assistance (*you may attach additional sheets or letter of support): 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 
 
PRINT FIRST AND LAST NAME of Referring Case Manager or Social Worker: 
 
 
______________________________________________________ 
 
SIGNATURE of Referring Case Manager or Social Worker:  
 
______________________________________________________ Date: _____________________________ 
 
 
CASE MANAGER OR SOCIAL WORKER CONTACT INFORMATION 
 
Phone Number:_______________________________________ 
 
Email Address:_____________________________________________________ 
 
Organization:  ________________  

Job Title:   ________________  

 

mailto:team@uvsc.org

