Patient Name:_____________________________________________  Social Security Number:_____________________
Responsible Party Name:____________________________________  Social Security Number:_____________________
Address:_________________________________________________   City, State, Zip:____________________________
Email: ___________________________________________________  Home Phone: _____________________________
Cell Phone: _______________________________________   Work Phone:_____________________________________
Dependents in Household
(This includes spouse, children under 18 and all others claimed on your tax return)
Name										Age
(First, middle, and last)
__________________________________________________________________	_____________
__________________________________________________________________	_____________
__________________________________________________________________	_____________
__________________________________________________________________	_____________
Employment (Patient/Responsible Party)
Employer Name:_____________________________ Hourly rate:___________ Hours worked per week: __________
Current gross weekly, monthly, or yearly income before taxes:__________________
If unemployed, date last worked:_____________________
Spouse Employment
Employer Name:_____________________________ Hourly rate:___________ Hours worked per week: __________
Current gross weekly, monthly, or yearly income before taxes:__________________
If unemployed, date last worked:_____________________
Other Income
	
	Patient
	Spouse

	Social Security
	
	

	Pension
	
	

	Unemployment
	
	

	Worker’s Compensation
	
	

	VA Benefits
	
	

	Rental Income
	
	

	Stocks, Bonds, 401K
	
	

	Dividend/Interest
	
	

	Child Support
	
	

	Alimony
	
	

	Other
	
	


Have you applied for Medicaid or any other State/County Assistance? ___________ 
If yes and known, Case Number: ____________________________________ Date Applied:________________________
If denied, please include a copy of the denial letter. 

I, the undersigned, certify that I am eligible for financial assistance because I am the person responsible for payment of the amounts that are due because of the services provided. I further certify that the above information is true and accurate to the best of my knowledge. I understand that the information submitted is subject to verification. In the review process, a credit report may be requested to verify information provided in this application and to assist in determining whether I am qualified for financial assistance. I understand that falsification of information or failure to complete all fields submitted may jeopardized my consideration for the program. Furthermore, to qualify for this program, I understand I must apply for any and all assistance that may be available to help pay this hospital bill prior to completing this application.

Signature: ______________________________________________ Date:__________________________________

--------------------------------------------------------------------------------------------------------------------------------------------------------
FOR BUSINESS OFFICE USE ONLY

Guidelines Reviewed by: _____________________________________________ Met:_____   Not Met:_____   	

