
Rev: 4/6/2026 
 

 

HEALTH STATEMENT 
To be completed by a medical team member familiar with the patient’s cancer oncology treatment. 

Treatment Eligibility Criteria: 
-Be actively undergoing cancer treatment in one of the 26 Central Iowa Counties:  
Adair, Appanoose, Audubon, Boone, Carroll, Cass, Clarke, Dallas, Decatur, Greene, Guthrie, Hamilton, Jasper, Lucas, Madison, 
Marion, Monroe, Polk, Poweshiek, Ringgold, Story, Taylor, Union, Warren, Wayne, Webster 
-Eligible treatment is chemotherapy, immunotherapy, and targeted therapy 
 

PATIENT INFORMATION 

Patient First Name: _____________________________ Last Name: ___________________________ 

Date of Birth: __________________________________ 

HEATLH STATEMENT 

Physician Name: ____________________________ Type of Cancer: ___________________________ 

Name of Treatment Institute: __________________________________________________________ 

Is the patient currently undergoing active medical oncology treatment?  Yes☐ No ☐ 

What type of treatment is the patient receiving? Check all that apply. 

☐ Chemotherapy ☐ Immunotherapy ☐ Targeted Therapy 

Treatment Start Date: _________________        Treatment End Date: ________________ 

Provider Representative Signature: __________________________________ Date: ______________ 

Printed Name: _______________________________ Title: __________________________________ 
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