%
| MERCY

Care you can believe in?
~

FINANCIAL ASSISTANCE APPLICATION

PLACE PATIENT LABEL ABOVE THISLINE

PATIENT OR APPLICANT NAME: SOCIAL SECURITY #:
ADDRESS: PHONE#

CITY: STATE: ZIP:

WERE YOU AN OHIO RESIDENT AT THE TIME OF YOUR HOSPAL SERVICE? NO YES

DID YOU HAVE, OR HAVE YOU APPLIED FOR MEDICAID / DSABILITY / INSURANCE AT THE TIME OF YOUR HOSPITAL VSIT?

NO YES / LIST WHICH ONE

LIST EACH MEMBER OF YOUR HOUSEHOLD INCLUDING YOURSHE- AND EACH MEMBER'’S INCOME INCLUDING YOURSELF:
TYPE OF INCOME TO INCLUDEWAGESBEFORE TAXES, UNEMPLOYMENT, WORKERS COMP, PENSION, SOCIAECURITY,
SELF EMPLOYMENT, CHILD SUPPORT, ALIMONY, VA BENEFIS. (IF YOU NEED ADDITIONAL SPACE, PLEASE USE BACK OF FORM)

**PLEASE PROVIDE INCOME VERIFICATION**

NAME AGE

RELATIONSHIP

TOTAL INCOME FOR  TOTAINCOME FOR TYPE OF INCOME

LAST 3 MONTHS LAST 12 MONTHS

IF YOU REPORTED ZERO TOTAL INCOME, HOW ARE YOU BEBISUPPORTED?

DO YOU HAVE ASSETS OVER $10,000 (SUCH AS SAVINGS[@BCKS, BONDS, CD’'S, OTHER)?

NO YES / LIST TYPE AND AMODUN

BY MY SIGNATURE BELOW, | CERTIFY THE INFORMATION ONTHIS APPLICATION IS TRUE TO THE BEST OF MY KNOWLEGE, AND IF
FOUND TO BE INCORRECT, MAY VOID THIS APPLICATIONAND ITS DETERMINATION MAY BE REVERSED.

X

APPLICANT OR GUARANTOR SIGNATURE

STOP HERE / OFFICE USE ONLY

DATE

MED REC # / FACILITY PROGRAM

MSV

MSC

MSA

MD

MT

MW

CMS 344167 REV 01/10

HCAP

HFA 200%

HFA 300%

HFA 400%

DA

SELF PAY

NUMBER OF PIECES IMBED:

CONTROL NUMRBE DATE:
PATIENTMBER: DOS:
PATIENTMBER: DOS:
PATIENT NBER: DOS:
PATIENT NUMBER: DOS:

SEE ATTAOHEOR ADDITIONAL PATIENT NUMBERS:

HHS TOTAL INCOME

NOT A PERMANENT PART OF THE MEDICAL RECORD

3MO 12MO



