
 
Hospice & Palliative Care Foundation 

Post Office Box 151 
Drayton, SC 29333 

 

 
 
___________________________________________________ 
(Name of Hospice Agency) 
 
___________________________________________________ 
(Street Address of Hospice Agency) 
 
___________________________________________________ 
(City, State, and Zip Code of Hospice Agency) 
 
 
 
Date: ___________________________________ 
 
RE: _____________________________________ 
  
 
This letter is to certify that ___________________________________ is a current __________________  
                                                          (Patient’s First and Last Name)                                      (Type of Service) 
 
patient with the _________________________________________. They have been on our service since  
                                                  (Name of Hospice Agency) 
 
_______________________.  
(Date Service Started) 
 
Thank you in advance for your time and review of this relief fund application.  
 
 
Sincerely, 
 
 
 
______________________________________ 
(Hospice Team Member’s Signature) 
 
______________________________________ 
(Hospice Team Member’s Printed Name) 
 
Phone: _________________________ 
(Hospice Team Member’s Contact) 
 
Email: __________________________ 
(Hospice Team Member’s Email) 
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