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Cancer Services Buddy Program: Patient/Care Partner Intake Form
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.  

As an individual diagnosed with cancer, being cared for at Aurora Health Care, I wish to be contacted by the Buddy Program so I may learn how a Buddy may help support me during my journey. I understand that my medical records and health information will remain confidential between my healthcare team and myself. In addition, my buddy will have limited access to my health information.  I understand that I may choose to terminate my participation in the Buddy Program at anytime and it will not compromise the healthcare I am receiving from Aurora Health Care. 
Name __________________________________ Age ____________ Gender _______________________

Please circle one: 
patient

care partner
Diagnosis _____________________________________________________________________________  

Address ______________________________________________________________________________

Home phone ______________________________ Cell/alternative phone _________________________

Email address _________________________________________________________________________

How would you prefer to be contacted? ____________________________________________________

The Buddy Program would like to find the best possible match for you, please indicate which items are the most important to you in a buddy (i.e. age, gender, diagnosis).  List in order of importance (beginning with the most important). ______________________________________________________ __________________________________________________________________________________________________________________________________________________________________________

Do you have any questions or other information you would like to share with the Buddy Program at this time? ________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
Date: ______________





FOR OFFICE USE ONLY:  Forwarded by Aurora Health Care Caregiver/Site: ________________________________________


Please return completed form to the following: Aurora St. Luke’s Medical Center, Attn: Sharon Hempel, 2900 West Oklahoma Avenue, Milwaukee, WI 53207 Email: � HYPERLINK "mailto:sharon.hempel@aurora.org" ��sharon.hempel@aurora.org� or via fax: 414.649.5389














