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CSP-FLR Enrollment Proxy




I____________________________ give permission to _____________________________
	    (Print name)					                           (Print name)
	
my ____________________,  to speak to the Cancer Services Program of  Finger Lakes Region 
(Relationship to me)
Staff on my behalf. The above mentioned individual is authorized to provide all information necessary for me to enroll in the program to include health history and financial status.  I also give permission for the above mentioned individual to receive information about my medical findings and further follow up care.  This permission expires in one year from the date of this proxy.


_____________________     		 _______________
Signature 			             Date of Birth


___________________
Phone number


_________________
Date
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manages and facilitates this collaborative effort in the Finger Lakes Region.
46 Prince Street, Suite 3002, Rochester, NY 14607
(585) 224-3070   Fax: (585) 244-2897
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Cancer Services Program =

Your partner for cancer screening, support and information




