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FINANCIAL ASSISTANCE PROGRAM

Application for Charity Care Date Received
Last Name: First: | Telephone Number:
Street: City: State: Zip:
List bills for which application is being made.
Name of Patient Account Number Date of Service Dollar Amount

Please use reverse side of application for any other accounts.

Earned Income — (Attach the supporting documentation)

Employee Name Employer Date Employed from | Date Employed to | Amount Earned

Unearned Income per month — (Attach the supporting documentation)

Social Security: $

Pension: $

Unemployment Compensation: $ Date From: Date To:

Worker’s Compensation: $ Date From: Date To:

Veteran’s Benefit: $

Disability: $

Alimony/Child Support: $

Public Assistance: $ What Agency:

Any other income: $ Source:

List all your assets according to the attached instructions

Rent: Real Estate Appraised Value: $ Bonds/Securities, Stocks, IRA accounts, etc:

$ Mortgage Balance: $ $

Savings, Checking, Cash: $ Value of automobiles, recreational vehicles:
$

Other:

Dependents: List family members/or others living with you and supported by you:

Name: Age: Social Security Number

Please use reverse side for any additional dependents.

In compliance with the United States Code, Title 42, Section 291E, and the regulations pursuant thereto | do certify that the
information I have submitted is true and factual and that this information may be verified. | also certify that the documentation of
income presented with this application represents the total family income for the period of time indicated.

Three (3) months:

Twelve (12) months: Signature of Applicant Date
10.19.06
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List additional bills for which application is being made.

Name of Patient

Account Number

Date of Service

Dollar Amount

Dependents: List additional family members/or others living with you and supported by you:

Name:

Age:

Social Security Number




