
Nomination Form 
 

The Karen Wellington Foundation 

 for LIVING with Breast Cancer 

 
Date:  ______________________________ 

How did you hear about The Karen Wellington Foundation:  ___________________________________________ 

Name _______________________________________________________________________________________ 

Address ______________________________________________________________________________________ 

City ___________________________ State __________________________  Zip ___________________________ 

Phone ___________________________________  Email ______________________________________________ 

Your relationship to Nominee:  ____________________________________________________________________ 
  

 
I would like to nominate ~ Name: __________________________________________________________________ 

Address ______________________________________________________________________________________ 

City ___________________________ State ___________________________  Zip __________________________ 

Phone  ______________________________________ Email: ___________________________________________ 
  

Birth Date _________________________________  Occupation ________________________________________  

When diagnosed _______________________________________________________________________________ 

Medical journey:  _______________________________________________________________________________ 
  

_____________________________________________________________________________________________ 
  

_____________________________________________________________________________________________ 
  

_____________________________________________________________________________________________ 
  

_____________________________________________________________________________________________ 

 ____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 ____________________________________________________________________________________________  

_____________________________________________________________________________________________ 

 

Please return to: 

KarenWellingtonFoundation@gmail.com 

Lisa Farrell, 5090 Bouchaine Way, Cincinnati, OH  45208 
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