
Physician Verification Form

I am verifying that _________________________________ (patient’s name) has a current diagnosis of cancer 

and is/will be receiving _____________________treatment related to cancer.

Cancer Type_ ___________________________ Date of Diagnosis_ ________________

________________________________	

Physician’s Name

________________________________		  ________________________________

Physician’s Signature 				    Date

Sponsored Fund of

T H E  S T E P H E N S O N  FA M I LY

PLEASE RETURN COMPLETED FORM TO

EMAIL  
anique.harrigan@cancersupportvi.com

MAIL   
Cancer Support VI 
Attn: Anique Harrigan 
1600 Kongens Gade | St. Thomas, VI 00802

FAX  340.777.1303

For questions, contact Anique Harrigan, 
CSVI Patient Advocate 
MOBILE  340.514.8647
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