[image: image1.png]¢r@Aurora Health Care*




Cancer Services Buddy Program 
Buddy Application
The Cancer Services Buddy Program at Aurora Health Care recognizes that cancer is a life-changing journey, which should not be traveled alone.  The Buddy Program believes that offering a newly diagnosed individual/care partner the opportunity to talk with someone who has had cancer may be helpful to the individual/care partner.  Buddies are a source of encouragement and hope to newly diagnosed individuals/care partners.  

I, ____________________________, understand that as a potential “Buddy” I will have limited access to confidential information specific to patients and care partners cared for at Aurora Health Care.  My role as a Buddy involves actively listening to others, and I understand that I will be provided with the appropriate training to be a Buddy.  Below are details specific to my cancer journey, which may be used to make appropriate matches between a newly diagnosed individual/care partner and myself.

Name _________________________________  Age ____________  Gender _______________________

Address ______________________________________________________________________________

Home phone __________________________  Cell/alternative phone ____________________________

Email address _________________________________________________________________________

How would you prefer to be contacted? ____________________________________________________

Diagnosis _____________________________________________________________________________ 

Treatment (s)__________________________________________________________________________

_____________________________________________________________________________________

What does cancer survivorship mean to you? ________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please explain how you were supported throughout your cancer journey. _________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

What support do you currently have in place, to help you through difficult experiences? ___________

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

Date: ______________








Please return completed form to the following:


Aurora St. Luke’s Medical Center, Attn: Sharon Hempel, 2900 West Oklahoma Avenue, Milwaukee, WI 53207 Email: sharon.hempel@aurora.org or via fax: 414.649.5389


