
 

 
PATRICK WIESE FOUNDATION INDIVIDUAL REQUEST 
 
Patient Name: _____________________________________ 
 
Patient Address: ___________________________________ 
 
Patient Phone Number: ______________________________ 
 
Patient Email: ______________________________________ 
 
Patient Age: _______              Patient Grade: _____ 
 
Patient School: _______________________  School Colors: _____________________ 
 
Sports Teams or Other Activities: ____________________________________________ 
 
Physician Name: ___________________________________ 
 
Physician Phone Number: ___________________________ 
 
Date of Diagnosis: _________________________________ 
 
Type of Cancer: ___________________________________ 
 
Parents Names: ___________________________________ 
 
Parents Phone Number: _____________________________ 
 
Specific Needs: 
Educational ______ Physicial ________  Spiritual _________ 
 
 

Any	  questions	  regarding	  the	  grant	  application	  process	  should	  be	  directed	  to:	  	  

The	  Patrick	  Wiese	  Foundation	  

6819	  Holliston	  Circle	  

Fayetteville,	  NY	  13066	  

hi@patrickwiesefoundation.org	  

(315)	  760-‐4116 


