FINANCIAL ASSISTANCE APPLICATION

Name of Patient:_______________________________ Date of Birth: _____________________

Name of Patient:_______________________________ Date of Birth:______________________

Name of Patient:_______________________________ Date of Birth:______________________

Responsible Party: _____________________________ Spouse’s Name: ___________________

Address: ______________________________________________________________________

Years There: ______ Phone: ____________________List number of people in household ______

Number of Dependent Children in household ________  Ages: ___,___,___,___,___,___,___,___

If you are seeking financial assistance for services already rendered, list

Account numbers: ________________,______________,_______________,________________
Emergency Room:__Outpatient Surgery:__Outpatient Diagnostic: __Inpatient __Other__

Expected Dates of Service:__________________________________________________

________________________________________________________________________

Responsible Party’s Employer            Address                                             Phone Number

________________________________________________________________________

Position


            No. of years there                  Wage/Salary Monthly

________________________________________________________________________

Spouse’s Employer


Address


           Phone Number

________________________________________________________________________

Position



No. of years there

Wage/Salary Monthly

REFERENCES:

________________________________________________________________________

Name




Address


           Phone Number

________________________________________________________________________

Name




Address


           Phone Number

________________________________________________________________________

Nearest Relative


Address


           Phone Number

Bank: _________________________Checking: $____________Savings: $___________

Page 2 – Financial Assistance Application

Own Home? _____Buying home? ___ Renting? ____ Monthly Payment $___________

Do you have: Stocks $_______, Bonds $_________, CD’s $_________ IRA’s ________

Is any other property owned?  Yes ___ No ____  Land Value $_______

Automobile(s) Value $____________________

Do you have a second mortgage on your home or property?  Yes _____ No _____

Monthly Household Expenses:

       Monthly Household Income

Housing 
       $_____________

      Welfare:                          $___________
Food:
 
       $  ____________

       Social Security:              $___________
Furniture:
       $_____________

      Wages/ Salary                 $___________

Clothing:
       $_____________

       Support/Alimony:          $___________

Insurance:
       $_____________

       Pension:
                      $___________

Support/Alimony:  $_____________

       TOTAL:
                      $___________

Second Mortgage:  $_____________

       Total Monthly Income:  $___________

Land Loan:
       $_____________

       Total Monthly Expense:$___________

Car Loan:
       $_____________

       Difference:
          $___________

                                                          *****INSURANCE COVERAGE*****

Charge Cards:         $_____________

Utilities:  Lights      $_____________      GROUP:__________NAME:_______________
                Water      $_____________
       REASON FOR NO COVERAGE __________

    Phone      $_____________       INDIVIDUAL: _________NAME: _________


    Gas          $_____________       REASON FOR NO COVERAGE:__________

Medical Exp            $_____________       ______________________________________

TOTAL:                 $_____________

Charge Card Balances:  J.C. Penney: $_________Sears:  $_________ Other : $________




  Mastercard    $_________VISA: $_________  Other: $________

I understand that the information which I submit is subject to verification and subject to review by the Federal and State enforcement agencies and others as required.

I certify that the above information is true and correct.

The following documents MUST be provided to verify income and family size: 1) ALL sources of income including Paycheck Stub, Food Stamps, Social Security and SSI; 2) Income Tax Form:

3) Medical Expenses; 4) Receipts for ALL expenses for one month.  5) Copy of last bank statement.
If the supporting documentation is not provided with this application, Financial Assistance will be denied.
SIGNED: _____________________________________________DATE: __________________

FOR PROVIDER USE ONLY

Personnel receiving information: __________________________ Date:____________________

Interviewer:____________________________Date: _______________Time: _________am/pm

Supervisor:_____________________________Date:_______________Time:__________am/pm________
