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ThepurposeofthisformistoprovidetheFinancialCounselingDepartmentwiththeinformationrequiredtodeterminethepatient seligibilityfor
financialassistancewiththeirCHShospitalbill(s). Toensureacompleteandthoroughevaluation,please complete this form in its entirety.

TH HTH T 32T CHS F¥qaTer § A< Sgradr Suerser w20  forw Teft it arerar Rraivor 2q G gwmwet fEremr #r sreasasd g=em
ITASH FIAT | T TR qUT 3 T ST F FIATST F2 % o7 25 srarae 97 1 T a9 F WA AT 2

Patient Demographics TRRfT T Stai et

ENRERCI 9TEY, TTSA 3f% o e

TH Id 9T e / |

Patient's Full Name DateofBirth SocialSecurity AT TReTH# MaritalStatus 3=rfg=h feafa
RTT &7 2T AT S EARSIEIC]
Physical Address City, StateandZip Code Months/Yrs atThis Address County

FTIT

=3 g AT ok fETe T % I & 9 €, A7 FAT A ST ST 9 e o fore

Iftheaddresswhereyoulive isdifferentfromyourmailingaddress,pleasecompletethe‘mailingaddress’informationbelow

MailingAddress City, StateandZip Code Months/Yrs atThis Address County
=T T oTg, T 3% U Fre T IT WAL / 1 FTSET
HomePhone# MobilePhone# Emergency ContactName Phone#
EREARACE: AT hIT# TR (A T & T e ATl A T<h & A7 TITH#
City andStateofBirth CitizenshipStatus Livedin U.S.Since Copies of YourDocuments?
TR ST TS TRt T g AT AR AT T TR Siaby Zeqrastt e Yes
No 7=t

Healthinsurancelnformation

e AT Herefl ST
Provider-Primary Coverage Policy Holder Name Policy sftam# Group @9 # Effective Date
STETAT - ST el oo rifereft ermeer T AT ERICIRIES
Provider-Secondary Coverage Policy Holder Name Policy sftam# Group @9 # Effective Date
STETAT - ATEATHE FA rifereft emeen T AT ERICIRIES

Pleaselistallhouseholdmembersbelow

FIAT BT % AT qIHT .
Name DateofBirth
T ERAGIO) =g fafer

Place ofBirth SSN#

RelationtoPatient
T ey




Pleaselistallhouseholdmembersbelow(continuedfrompage1)

AT ST % HAT HEEAT BT A T (IS 1% A )

Name DateofBirth Place S RelationtoPatient Sex Race Raza
M srew fafar ofBirth S ] o STfa o=t
srer fafay N qaE
4
5
6
7
Iftherearemorethan? members of thehousehold, pleaselist inthe'notes’ section onpage6 ofthis form
T =Y F qEeat it 9T 7 F AT €, T IH BH F IS 6 T T AT AT § FHAT TAFTFHL
L] ]

Education,EmploymentandMilitaryBackground

Patient(mother if patientisaminor)

TR At w7 A (7f Tt Ararenr 2

Spouse (father if patientisaminor)
Y/ T AT (KT ATSTIoRT &1 A foar)

Education Highest GradeCompletedinSchool
o Tt § gt R T S=eaw I

TechnicalSkills Trei=t Fierer
Current Currently Unemployed(check box ifyes) Fill-out ‘past employment’ section Fill-out ‘past employment’ section
Employment e & SIS (AR €, AT = A1 B 9Y) faTe TSR 7 e A3 fARTe LIS 7 hierd q
ECEIGEISIES

Company NameandAddress
AT T ATH /AT

JobTitle/ Type ofWork Performed
Stier 7 718/ f3hT T T T TR

Work Phone = i

Boss/Supervisor'sName

TTferh / T T ATH

Dates of Employment
s A fafer

IncomeandPayStructure
3T 3R I TR

_hrsiwkee/aearg $_ hrafa s
_days/wkf=/a=Tg § May/afa fa=r

Commission e $__ /mo/afa 7TE
Annualatfis  §

_hrsiwkete/aearg §_ jhrwfase
_daysiwkfesr/aeareg § Mayafa &=

Commission ##terr §__ /mo/srfer #Tg
Annual i §




Past
Employment
[ELCRCHIEY

Company NameandAddress
FHOAT T ATH ST TaqT

JobTitle/ Type ofWork Performed
BIEEIEIEAE IR EIEaD]

Dates of Employment
e i fafr

IncomeandPayStructure
AT 3T Aqe H=AT

_hrsiwksie/aearg §_ jhrfasi
_daysiwkfem/a=ame § L EVEISRES
Commission ##err §__ /mo/sfar ATE
Annual =it §

_hrslwkeie /a=arg § Ihrafa =
_daysiwkfewr/a=amg § Mayfat &=
Commission ##ter=r §__ /mo/sfer #Tg
Annual =it §




COBRA Has a member ofthehouseholdlosttheirjob withinthe past 60days? . .
FT et 60 it 3 sie e w77 3 bt ey A1 oot =it 87 [Yeszt [ INowet
Didhe/she receivea COBRAelectionnotice? ) )
1 3% COBRA =127 2 e firefi? [JYesai [ INow#t
Didhe/she elect COBRAcoverage? ) !
F7 33 COBRA Favt firen? OYeszr ONowd
Ifhe/shedidnot elect COBRAcoverage, pleasecheck one: [CJpremiums too expensive  [_Jnewcoverage
7% 37 COBRA Fa¥st &T =14 Tl (34T, AT F94T Uk 9 e avmmd. e wgam = AT FA ST
Military Branch DatesEnlisted Rank Seria FHi#
Service ElE) Tt i Ay fafr =
&= qar

Insurancelnformation

EIEREICIEEEISIRETR

Life Insurance Company Policy Holder FaceValue
Sfrare e At aifer e sifthd e

PolicyType CashValue
qiferET T TFTT RETE 2

Burial Insurance/Contract Company Policy Holder FaceValue CashValue Revocable?
TEHAT FT AT / TS et Tt aTF T qo T 6T T FATTH?

Patient(mother if patientisaminor) Spouse (father if patientisaminor)

Income(3monthhistory) . o
a7 (3 1= 1 B At (ATeTerRT i 9R) Y | T A afer/aet (M AraTters 2, /1 T w5 A

Last month 2 monthsago Last month 2 monthsago
IERCKiIE 2 718 IH [EREKI 2 718 IF

Wages
Ao /Al
Pension/Retirement
Yor / artag iy
Social SecurityRetirement
TTHT Gt JaTag T
Social SecurityDisability
TR gRe fEewerrar

Supplemental Securitylncome
T AT T

VA Benefits
VA=«

Unemployment

ChildSupport
TS T TO-GTq0r

FoodStamps
e T

Other (Workfirst,etc.)
I (THHES, M)

StatementofVerification
TATIH T THE

Doyou have pay stubs/verification to confirm pay? Doyouhavepay stubs/verificationtoconfirmpay?
FAT AT AT AT T I T FATT F A T8 52 AT AT TTE A T IS F HATTA FT FTS AT 22

YT‘EFT DNO;@' []Yesa DNOF@‘




Expenses Paymentsfor (name) Payment Amount Paidto(name andaddress)

=g F o T () EusICE Rt AT AT AT (T AT T AT
ChildSupport/Care 0 0 0
A G907/

U U U
Alimony

EEIARIES

L L L
StatementofSupport
qOE JGFA | certify that Inave been unemployedforthelast monthd_] years.As aresyiTpfbeing u@nployed [FEpeive

food, shelterandclothes from , relationship,

qenfad e srar g R # v ... AT L L A | RIS g ARSI 21 3 TR0, I T, FIST ST AT L
-------- FTT STl FHLAT ST, ST GGG H AL, .. ... AL

Property Address Ownership TaxValue | oanBalance MortgageCo
"oy

_— e FL A oan ¥9q EREERE

Primary Residence |:|own [rgnt
o AT Fern e
Other Property [CCJown[ ] rent
o= T e O
Other Property [0 Oym rent
g E afy Sl frr e
Other Property own rent
AT H iy ST lEaaidend

Make/Model Ownership TaxValue LoanBalance Bank/Lender
T, T FT A T ST EETEERS
Automobiles [Jown [] rent
HETHETE 1 T e
[Jown L rent
2 T T
[Jown [Jrent
Motorcycles [Jown []rent
Hrewarete 1 e freT
[Jown [Jrent
2 T [Esanaced
Boats [Jown []rent
ara 1 ST lEzaiierd
[Jown [Jrent
Trailers/RVs [Jown [T]rent
[Jown [Jrent
2 T [Esanaced
Ifthereareadditionalassets withinthecategories listed above,pleaseincludetheseinthenotes sectiononpagetof thisform.
At UL gettag Aot F srfafas afaafrat g v =3 w1 % U9 6 72 e FFe | 3w oanfae #:31




Banking/Investments Institution Balance Account# AccountHolder(s)
1L AR e aw T T

Checking str=r Patient ~ Spouse  Joint
eft ofd/aet sEE

Patient ~ Spouse  Joint
Tt afd o HgE

Banking/Investments Institution Balance Account# AccountHolder(s)
e R WACCHNEI T K:)) TFeqT T Frar AT H
Savings 1 Patient ~ Spouse  Joint
RNl aft uRyTet drE
2 Patient ~ Spouse  Joint
Tl aft o e
CDs
401K/ IRA
Stocks/Bonds
i /aTe
Other(trustfund etc.)
A= (¥ He, AAM(R)
: : Does thepatient haveoldmedicalbills withintwoyears?
\M_eilc%fllls S P S N Yeszt No & TotalAmount = <Tfar

AcknowledgementandSignatures

AT SR gEATE

| hereby certify that theinformationprovidedinthisPatientFinancialStatementis true, accurateandcompletetothebestof my knowledge.| hereby authorize

the Hospitaltocontact anyperson,firm ororganizationtoverify any of theinformation givenandl herebyauthorize any such person, firm ororganizationto

releasetotheHospitalany financial informationit mayrequest.
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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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