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LUNG CANCER INITIATIVE

A NETWORK OF HOPE AND ACTION





5171 Glenwood Ave. Suite 401
Raleigh, NC  27612

(919) 784-0410

Survivor Peer Mentor Program: Mentee
The Lung Cancer Initiative offers the Survivor Peer Mentor Program to provide personalized and individualized support to lung cancer patients from another survivor who can relate to their journey. We will match mentors with mentees based on factors such as age, genetic mutation group, geographic location, and more. 




Dear Potential Mentee:

Below are the guidelines to assist you with the completion of the paperwork necessary to apply to be a mentee.    
Applications may be sent to:

Mail:   Emily Edmondson

5171 Glenwood Ave, Suite 401
Raleigh, NC  27612

Email: eedmondson@lungcancerinitiativenc.org

Fax:  919-784-0416
1. All questions must be answered in order to be considered as a mentee in this program.
2. Once this form has been submitted, please allow 2 weeks for LCI staff to follow up with more information regarding next steps. 
Lung Cancer Survivor Mentee Expectations
1. Potential mentees must have received a lung cancer diagnosis and be a resident of North Carolina.

2. Potential mentee must be able to connect with mentor by phone, video meeting, or in-person at the frequency that the mentor/mentee agrees to. 
3. Potential mentee must agree to maintain confidentiality with all information shared by the mentor. 
What Mentees Can Expect to Receive
1. An orientation to the program where clear expectations of the mentor/mentee relationship will be communicated.
2. A larger lung cancer support community! 

3. A fresh perspective on your own lung cancer journey. 

4. Updates regarding lung cancer research updates, treatment options, and resources available to survivors.

5. A sounding board with someone who has also been through this lung cancer journey. 
Basic Contact information
Name of Applicant:







Date:




Address:








Date of Birth:


  

City, State, Zip Code:







County: 



Phone Number:










Email address (required):






Gender: Male / Female / Prefer Not to Say
□ By checking this box, I agree to receive promotional communications for Lung Cancer Initiative programs, resources, and events.
Emergency Contact Name:_______________________ 
Relation:____________ 
Phone #:______________
Please share more about your demographic information and family support system.

Ethnicity: 
	□ Hispanic/Latino
	□ Not Hispanic/Latino


Race (Please circle all that apply):
	Native American 
	Native Hawaiian/Other Pacific Islander

	Asian
	White/Caucasian

	Black or African American
	Other: _____________________


Family (Please circle all that apply):
	Single 
	Separated

	Married
	Widowed

	Divorced
	Other: _____________________


Do you have children? Yes / No 

If yes, please list children’s ages:_______________________

Please provide more information about your lung cancer journey.

Lung Cancer Diagnosis (indicate small cell or non-small cell): _______________ Date of Diagnosis: ________________ 
Treatments that you have received (Please circle all that apply and include the name of treatment if known):
	□  Chemotherapy: ______________________ 
	□  Targeted therapy:__________________

	□   Radiation: __________________________
	□   Clinical Trial: ____________________

	□   Immunotherapy: ______________________
	□ Other: ___________________________


Biomarkers (if known): _____________________________________________
What topics are you interested in discussing with your mentor? Please check all that apply. 
	□   Self-care
	□   Support System

	□   Spirituality
	□   Community Involvement

	□   Hobbies
	□   Combatting Symptoms

	□   Treatment
	□ Other: ___________________________


Are you employed? If so, what is your position/profession? __________________________________________________

What do you hope to get out of this experience? ___________________________________________________________
How were you referred to this mentor program? _______________________________________________________

Healthcare Facility Information

Name of the facility where you receive treatment:









Do you have a nurse navigator, clinical social worker, or patient advocate on your care team? Yes / No

If yes,
Name: 



 Email: 




 Phone Number: 


 
By signing this application, I confirm that all of the information provided is accurate to the best of my knowledge, and I agree to the Lung Cancer Survivor Mentee Expectations outlined on page 1. 

Signature of Applicant:













