
                                                       FINANCIAL ASSISTANCE APPLICATION 

 

 

 

 

NAME_________________________________________________________________SSN_______________________________ 

DATE OF BIRTH_________________________________PHONE NUMBER___________________________________________ 

STREET ADDRESS_______________________________________CITY____________________________ ZIP_______________ 

EMPLOYER________________________________________________PHONE NUMBER________________________________ 

FULLTIME______ PART TIME______ MONTHLY GROSS INCOME_________________________________________________ 

SPOUSE: 
NAME_________________________________________________________________SSN_______________________________ 

DATE OF BIRTH_________________________________PHONE NUMBER___________________________________________ 

STREET ADDRESS_______________________________________CITY____________________________ ZIP_______________ 

EMPLOYER________________________________________________PHONE NUMBER________________________________ 

FULLTIME______ PART TIME______ MONTHLY GROSS INCOME_________________________________________________ 

DEPENDANTS: 
NAME_______________________________________________________ DATE OF BIRTH_______________________________ 

NAME_______________________________________________________ DATE OF BIRTH_______________________________ 

NAME_______________________________________________________ DATE OF BIRTH_______________________________ 

NAME_______________________________________________________ DATE OF BIRTH_______________________________ 

NAME_______________________________________________________ DATE OF BIRTH_______________________________ 

 

NOTES____________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________ 

I CERTIFY THAT THE HOUSEHOLD SIZE AND INCOME INFORMATION SHOWN ABOVE IS CORRECT TO THE BEST OF MY 
KNOWLEDGE. I UNDERSTAND THAT IF ANY OF THE INFORMATION I HAVE SUBMITTED IS DETERMINED TO BE FALSE, I MAY 
NO LONGER BE ELIGIBLE FOR THE SLIDING FEE DISCOUNT. SHOULD THIS OCCUR, I MAY BE RESPONSIBLE FOR ANY OUT 
OF POCKET EXPENSES. 



 

SIGNATUE_______________________________________________________ DATE___________________________________ 

FOR OFFICE USE ONLY 
APPROVED SLIDING FEE DISCOUNT: 

o FULL DISCOUNT 
o 20% CHARGE 
o 40% CHARGE 
o 60% CHARGE  
o 80% CHARGE 
o PATIENT IS INELIGIBLE 

COMMENTS_____________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

  

VERIFICATION CHECKLIST: 

o IDENTIFICATION:___________________________________________________________________ 
o PROOF OF INCOME:________________________________________________________________ 
o LETTER SENT TO APPLICANT 

 

 

DATES APPROVED:_______________________________________________________________________________ 
                                           (PREVIOUS 18 MONTHS, 3 MONTHS IN THE FUTURE) 
 

 

_____________________________________________                 _____________________________________________                                                                                                        
FINANCIAL COUNSELOR                                                                 BUSINESS MANAGER 
 

_____________________________________________ 
CFO 



 

 


