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The purpose of this form is to provide the Financial Counseling Department with the information required to determine the patient’s eligibility for
financial assistance with their CHS hospital bill(s). To ensure a complete and thorough evaluation, please complete this form in its entirety.
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Patient Demographics
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Patient’s Full Name Date of Birth Social Security# Marital Status
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If the address where you live is different from your mailing address, please complete the ‘mailing address’ information below
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Provider - Primary Coverage Policy Holder Name Policy# Group# Effective Date
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Provider - Secondary Coverage Policy Holder Name Policy# Group# Effective Date
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Name Date of Birth Place of Birth SSN# Relation to Patient Sex Race
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Please list all household members below (continued from page 1) (A9 Aadal) G ailill) ol 3 ) 318 aran S3 A n

Name Date of Birth Place of Birth SSN# Relation to Patient Sex Race
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If there are more than 7 members of the household, please list in the ‘notes’ section on page 6 of this form
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Currently Unemployed (check box if yes) Fill-out ‘past employment’ section Fill-out ‘past employment’ section
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COBRA Has a member of the household lost their job within the past 60 days?
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Did he/she receive a COBRA election notice?
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Insurance Information

Life Insurance Company Policy Holder Face Value Policy Type Cash Value

sl e cpalil 8,4 ) Jals EWEW] EWIRF Al dagl)

Burial Insurance/Contract Company Policy Holder Face Value Cash Value Revocable?
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Patient (mother if patient is a minor)
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Spouse (father if patient is a minor)
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Expenses
iy laa

Payments for (name)(a~¥')J <ile saall Payment Amount g3l il Paid to (name and address (O sidl g aul) ) camda

Child Support/Care
JUkY) dlie [ aca

Alimony
Aallaall da 5 3)) Asas

Statement of Suppor
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If there are additional assets within the categories listed above, please include these in the notes section on page 6 of this form.
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Banking/Investments Institution Balance Account# Account Holder(s)

&) jlaiial / Ad paal) A 30 ua Gl Gluall dals
Checking O Patient] Spouse] Joint
o= Gkl iy sall s
O Patient ] Spouse|:| Joint
il el 7530
Ba“"'f‘g”’l),’es".'.“?"ts Institution Balance Account# Account Holder(s)
(contu\)Luml / 4,.\5)..4&\ Ty Sa A Cleall Jela
(1)
S,?V.mgs 1 ] Patient] SpouseD Joint
o Skl gl 25l
9 O Patient] SpouseD Joint
) Gyl g
CDs
daedall al A9
401K/ IRA

Stocks/Bond <laiwll / aguy!

Other (trust fund, etc.)
(& Aslaiin¥) @atuall) JAY)

Medical Bills Does the patient have old medical bills within two years?
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Acknowledgement and Signatures iy palig S
| hereby certify that the information provided in this Patient Financial Statement is true, accurate and complete to the best of my knowledge. | hereby authorize
the Hospital to contact any person, firm or organization to verify any of the information given and | hereby authorize any such person, firm or organization to
release to the Hospital any financial information it may request.
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For Financial Counseling Personnel / ¢l sall sL& Y1 4ailaDU
Form Completed By (name) Date Form Completed via:
Bedside Interview Phone Interview Mail-in
Based on the information provided, the patient may be eligible for the following program(s): Assigned to Financial Counselor (name):
COBRA Victim’s Assistance ~ Medicaid - program(s) IHF Financial Assistance
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CHS System Business Office
Attention:
Financial Counseling PO Box 32861
Charlotte, NC 28232




