
 

 

 



 
 
This information obtained will be kept confidential and used only for Financial Assistance determination.  
 

Financial Assistance Application Form "A"  
Patient Name: ______________________________​ ​ Patient Account #(s) _______________ 

Responsible Party Name (if patient is a minor): ____________________​​ SS# _______________ 

Spouse/Partner’s Name:______________________________________​​ SS# _______________ 

Physical Address: _____________________________________________________________________ 

____________________________________________________________________________________ 

Mailing Address: ______________________________________________________________________ 

____________________________________________________________________________________ 

Number of family members living in the home (spouse/partner and dependents):____________________ 

Have you recently made, or plan to make an application for Medicaid and/or Medical Assistance? 

​ YES ​ ​ ________________________________________________________________ 

​ NO​ ​ Date of Application(s): ______________________________________________ 
 

Income Verification (List all persons in household who are employed): 

 
Name 

 
Relationship  

to Patient 

 
Employer’s Name  

& Address 

Monthly Income 

Gross Net 

   $ $ 

   $ $ 

   $ $ 

   $ $ 

   $ $ 

   $ $ 

 

Other Income (List monthly amounts): 

 
Name 

 
Relationship  

to Patient 

Child 
Support 

Unempl. 
Comp. 

TANF Social 
Security 

SSI VA Other 
Income 

  $ $ $ $ $ $ $ 

  $ $ $ $ $ $ $ 

  $ $ $ $ $ $ $ 
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This information obtained will be kept confidential and used only for Financial Assistance determination.  
 

Financial Assistance Application Form “B” 

Name: ______________________________________________________________________________ 

Monthly Expenses Monthly Payments Current Balance 

Food   

Rent / House Payment   

Gas - House   

Electricity   

Water, Trash, and Sewer   

Cable Television / Satelite   

Telephone   

Gas (Car) / Transportation   

Car Payment   

Car / House Insurance   

Health / Life Insurance   

Prescriptions   

Doctors / Healthcare Providers   

Credit Cards   

Other   

 

Total Monthly Income: ________________________________________________________________ 

Total Monthly Expenses: ______________________________________________________________ 

 

Signature: __________________________________________________________________________ 

Date: ____________________________      Phone Number: __________________________________ 

Email: ______________________________________________________________________________ 
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