Coverage Assistance & Financial Assistance Application Date(s) of Service
GO 0DI300D04

@2’) Carolinas HealthCare System 22?&2321 »

390@939(?3393%9....;@..._.:e@og;mosfa(?sfap_ioex.xc\go(orgac.‘._dag..._,.o

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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Please list all household members below (continued from page 1)
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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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I certify that I have been unemployed for the last OMonths___QOYears. As a result of being
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If there are additional assets within the categories listed above, please include these in the notes sectlon on page 6 of this form.
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I hereby certify that the information provided in this Patient Financial Statement is true, accurate and complete to the best of my
knowledge. I hereby authorize the Hospital to contact any person, firm or organization to verify any of the information given and I
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
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




