








Childhood	Cancer	Awareness	Group		
																		of	Coffee	County	

	
																		TOGETHER	WE	CAN	
	
PO	Box	1203	
Douglas,	Ga	31534	
	
PHYSICIAN	TREATMENT	PLAN	
	
PATIENT’S	NAME	 _________________________________________	
	
DIAGNOSIS:	 	 _________________________________________	
	
IS	THIS	CANCER?	 _________________________________________	
	
CURRENT	TREATMENT	PLAN:	____________________________________	
	
_____________________________________________________________	
	
*ANTICIPATED	FREQUENCY/LENGTH	OF	TREATMENTS:	
	
START	DATE:	 	 ________________			END	DATE:	______________	
	
PHYSICIAN’S	NAME:	 _________________________________________	
	
PHYSICIAN’S	SIGNATURE:	________________________________________DATE:	_________________	
	
PHYSICIAN’S	ADDRESS:	 _________________________________________	
	 	 	 	
	 	 	 _________________________________________	
	
PHYSICIAN’S	TELEPHONE:	_______________________________________	
	
*We	realize	this	treatment	could	change	based	on	patient’s	condition.	An	updated	plan	will	be	required	
if	treatment	is	stopped	and	restarted.	
	
This	information	is	strictly	confidential	and	is	the	guardian’s	responsibility	to	obtain	the	information	
from	the	patient’s	physician.	
	
Thank	you	for	assisting	this	family	in	completing	this	form.	This	information	is	used	to	determine	if	the	
patient	is	eligible	to	receive	financial	assistance	from	our	organization.	We	are	a	non-profit	group	
providing	financial	and	emotional	support	to	families	of	children	with	childhood	cancer.	


