Carolinas HealthCare System
Coverage Assistance & Financial Assistance Application (Russian)
AHkeTa-3asiBINEHWE Ha CTPaxoBOE MOKPbITUE W (IMHAHCOBYIO MOMOLLb

Cyet Ne
Account#

[ata(bl) obcnyxuBaHus:
Date(s) of Service

3apava 3Toil aHKeTbl — NPeAocTaBnTb MHopMaumio, Heobxogumyio OTaeny pUHaHCOBOTO KOHCYNbTUPOBAHWS NPY ONPeAEeneHny npasa
naumeHTa Ha MHaHCOBY0 NMOMOLLb MO onnaTe 60MbHUYHBIX cyeToB CHS. [Ins BCeCTOPOHHEN OLEHKM Ballen CUTyaLun MpocuM Bac

NONHOCTbIO 3aNONHNTb aHKETY.

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.

ﬂemorpa(bvlqecme AdHHble NauueHTa

Patient Demographics

Wms v dhammnmns nayuenTa / Patient’s Full Name

[ata poxaerus / Date of Birth

Homep Social Security / Social Security#| CemeitHoe nomnoxeHue

Marital Status

Anpec npoxusanus / Physical Address lopoa, WTaT, NOYTOBbIN KO Mec./neT no atomy agpecy Okpyr / County
City, State and Zip Code Months/Yrs at This Address
Ecnu agpec npoxuBaHus 0TNIMYAETCA OT BaLlero NoYTOBOro agpeca, yKaxuTe CBOW NOYTOBbIN afpec HUXE.
If the address where you live is different from your mailing address, please complete the ‘mailing address'’ information below
MouToBbIn agpec / Mailing Address l"opog, Wrat, NOYTOBbIN KOA Mec./net no atomy agpecy Okpyr / County
City, State and Zip Code Months/Yrs at This Address
[lom. TenedboH / Home Phone# | CoToblit TenedoH K komy obpalLaTbcst B SKCTPEHHBIX Cryyasx TenedoH / Phone#
Mobile Phone# Emergency Contact Name
lopog v wrat poxaenus / City and State of Birth IpaxgaHcTao / Citizenship Status XKusy B CLLIA ¢ Konuu okymeHToB?
Lived in U.S. Since [] HalYes [ Het/No
Copies of Your Documents?

WUHhopmaLms o MeaULIMHCKOM CTpaxoBaHWUK
Health Insurance Information

OCHOBHas CTpaxoBka - KOMMaHust
Provider - Primary Coverage

Mms n hamunus ctpaxoeatens
Policy Holder Name

Homep nonuca / Policy#

Homep rpynnbl
Group#

[lata BCTynneHus B cumy
Effective Date

BTopasi cTpaxoBka- KoMnaHust
Provider - Secondary Coverage

Mms n hamunus ctpaxoeatens
Policy Holder Name

Homep nonuca / Policy#

Homep rpynnbl
Group#

[lata BCTynneHus B cuny
Effective Date

Mepeuncnute BCcex YNEHOB CEMbM
Please list all household members below

Vims, hamunus / Name [ata poxgerus |  Mecto poxaeHus Homep Social CreneHb poacTea Mon/ Sex Paca / Race
Date of Birth Place of Birth Security / SSN# Relation to Patient

1

2

3




Mepeuncnute Bcex 4neHOB cemby (Mpoa. co cTp.1)

Please list all household members below (continued from page 1

Wms, hamunmus / Name [lata poxaeHns MecTo poxaeHus Homep Social | CreneHb poactea Mon/ Paca / Race
Date of Birth Place of Birth Security / SSN#|  Relation to Patient Sex

4

5

6

7

Ecnu B Bawem jomoxo3siicTe Gonee 7 yenoex, ykaxute B MpumedaHusix Ha cTp.6 / if there are more than 7 members of the household, please list in the ‘notes’ section on page 6 of this form

O6pa3oBaHue, paboTa 1 cnyx0da B apMumn
Education, Employment and Military Background

MauuneHT (MaTb, ecnu NaumeHT

Cynpyr(a)(oTeu, ecnu naumeHT

HecoBepLlueHHoneTHui) / Patient (mother if
patient is a minor)

HecoBepLleHHoneTHuiA) / Spouse (father if
patient is a minor)

MecTo paboThl

Current
Employment

O6pasoBaHue | CKOMbKO KNACCOB 3aKOHYWMN B LKONE?

Education Highest Grade Completed in School
Pa6oyas kBanudmkauus / Technical Skills

Tekywee Ceityac He paboTato (ecnv a, nomeTbTe

kBagpatuk) / Currently Unemployed (check box if
ves)

3anonnuTe pasgen ‘locnegHee MecTo
[] paBorsI” / Fill-out ‘past employment’ section

3anonnuTe pasgen ‘TocnegHee MecTo
[ pa6otbl” / Fill-out ‘past employment' section

Ha3BaHue v agpec komnaHnm
Company Name and Address

JomkHocTb / BbinonHsemas paboTa
Job Title / Type of Work Performed

Pabouuit Ten.
Work Phone#

damunns HavanbHuKka/cynepsariaopa
Boss/Supervisor's Name

[Hartbl, koraa pabotan(a)
Dates of Employment

[Hoxog 1 dopma onnartbl
Income and Pay Structure

__ vacHep.(hrsiwk)  $ fuac (/hr.)
AHeilHen.(days/wk) $_ /peHb (/day)
KomuccnoHHble
Commission
ExxerogHo

$  Imec.(mo)
Annual $

__vacHep.(hrsiwk)  $ fuac (/hr.)
AHeilHen.(days/wk) $_ /peHb (/day)
KomuccnoHHble
Commission $ _Imec.(/mo)
ExxerogHo
$

Annual

MocnegHee
MecTo paboThl

Past
Employment

Ha3BaHue v agpec komnaHnm
Company Name and Address

JomkHocTb / BbinonHsiemas paboTa
Job Title / Type of Work Performed

[Hartbl, koraa pabotan(a)
Dates of Employment

[Hoxog 1 dopma onnartbl
Income and Pay Structure

__vacHep.(hrsiwk)  $ fuac (/hr.)
AHeilHen.(days/wk) $_ /peHb (/day)
KomuccnoHHble
Commission
ExxerogHo

$  Imec.(mo)
Annual $

__ vacHep.(hrsiwk)  $ fuac (/hr.)
AHeilHen.(days/wk) $_ /peHb (/day)
KomuccnoHHble
Commission $ _Imec.(/mo)
ExxerogHo
$

Annual




COBRA MoTepsin nu paboTy uneH cemby B nocnegHue 60 aHen?

Has a member of the household lost their job within the past 60 days? ClRalYes  [[JHet/No

Boino nv emy(en) naHo ysegomnenue o Bbibope nokpbitust COBRA?

Did he/she receive a COBRA election notice? ClAalves  [Het/No

Bbino nu BbibpaHo nokpbitne COBRA?

Did he/she elect COBRA coverage? ClRalYes  [[JHet/No

Ecnu oH(a) He BbiGpann COBRA, 0TMeTbTe 0fHO: [J canwkom goporve B3Hocs! [J HoBoe ctpaxosaHue

If he/she did not elect COBRA coverage, please check one: premiums too expensive new coverage
BoenHas Pog Boiick Jatbl cnyx6bi 3BaHue Homep
cnyx6a Branch Dates Enlisted Rank Serial#
Military Service
WUHdopmaums o ctpaxoBaHuu / Insurance Information
CTpaxoBaHue X13Hu Komnahus Hepxartens nonuca | HomMuHanbHas CTOMMOCTH Tun nonuca HanuyHas ctoumocTb
Life Insurance Company Policy Holder Face Value Policy Type Cash Value
CrpaxoBaHWe/KOHTPaKT ans Komnanns Lepxatens nonvca | HomuHanbHas ctoumocty HannuHas cTommocTb | BO3MOXHOCTL 0T3biBa?
norpeGexusi Company Policy Holder Face Value Cash Value Revocable?
Burial Insurance/Contract

Maunent MaTb, ecnu NnaumMeHT HecoBe LIEHHONETHUI Cynpyr(a)(oTe , €CJI1 NalUnueHT HecoBe LWEHHONETHUI
[loxoa (3a 3 mecALa) LMeHT ( u p ) ynpyr(a)(oTewy u p )

Income (3 month history) Mpowwnblit Mecsl, 2 mecsLa Hasag, 3 Mecsia Hasag Mpownbiit Mecal, 2 Mecdla Hasal | 3 Mecsla Hasafl
Last month 2 months ago 3 months ago Last month 2 months ago 3 months aqo

3apaboTHas nnata
Wages

MeHcua
Pension/Retirement

MeHcua Social Security
Social Security Retirement

Moco6ue no MHBaNnuAHOCTH
Social Security Disability

[lononHUTeNnbHbIN coumanbHbI
faoxon (SSI)

Mocobue ans BeTepaHoB

VA Benefits

Moco6ue no 6espaboTuue
Unemployment

AnumeHTbI Ha pebeHka
Child Support

dypcremnsbl
Food Stamps

DOpyroe (Workfirst u 1.n.)
Other (Workfirst, etc.)

MoaTBepXAEHHe Y Bac ecTb KOpPeLLKI YeKoB U Ap. NoaTBepxaeHe aoxoda? | Y Bac eCTb KOpeLLKM YeKoB U Ap. NOLTBEPXAEHNe aoxoaa?
Do you have pay stubs/verification to confirm pay? Do you have pay stubs/verification to confirm pay?

[]RalYes []Her/No [] BalYes [JHer/No

Statement of Verification




Pacxogbl

Boinnatbil ans (ums) Cymma Komy BbinnayeHo (chamunus u appec)

Expenses

AnumeHTbI Ha pebeHka / BeTckui
cap Unu HaHs

Child Support/Care

Payments for (name) Payment Amount Paid to (name and address

AnuMeHTbI ObIBLUMM XeHe(MYXy)
Alimony

3anBnexune o nony4aemon
nomowyu

Statement of Support

A noaTeepxaato, 4To bbin(a) 6e3 paGoThl nocneaHue [ |mecsaues, [ net. Mockonbky g He paGoTato, S nonyyato

nUTaHWe, NPOXWBaHWE U OAexXay oT , KOTOpbIil SBASETCS MOUM(MOEN)
| certify that | have been unemployed for the last months/years. As a result of being unemployed, | receive food, shelter
and clothes from , relationship,

Hanorosas Ocrarok KpeauTtHas
HepBuxumoctb Anpec Bnanemfle CTOMMOCTE ceynbl KOMMaHMS:
Property Address Ownership Tax Value Loan Balance \jorigage Co
OcHoBHas pe3uaeHUmst ] Brageto apeHpa
Primary Residence own 0 rent
Dpyras HeBUXNMOCTb ] Brageto apeHpa
Other Property own 0 rent
Dpyras HeBUXNUMOCTb ] Brageto apeHpa
Other Property own 0 rent
Dpyras HeBUXNUMOCTb ] Brageto apeHpa
Other Property own 0 rent
AKTUBbI HazBaHue BnapeHue Hanorosas Ocrarox BaHk / kpeauTop
CTOMMOCTb CCYyAbl Bank/Lend
Assets Make/Model Ownership Tax Value Loan Balance ankiLenaer
AgTOMOGMIHN Brafielo — apeHaa
Automobiles 1 O onn  Hrent
Brafiel — apeHaa
2 O o rent
Brafielo — apeHaa
3 O onn  Hrent
MoToumkribl Brafiel — apeHaa
Motorcycles 1 Do Oent
Brafielo — apeHaa
2 Uown Oent
Nopku Brafielo — apeHaa
Boats 1 Uown Oent
Brafielo — apeHaa
2 I:l own I:l rent
Tpeiinepsl/RV 0 Bfaget — apeHaa
Trailers/RVs 1 own O rent
Brafielo — apeHaa
2 I:l own |:| rent

Ecnu y Bac eCTb JONONHUTENBHOE UMYLLECTBO NEPEUMCIIEHHBIX BbiLLE KAaTEropui, ykaxute B [pumeyaHunsx Ha cTp.6
If there are additional assets within the categories listed above, please include these in the notes section on page 6 of this form.




BaHKu 1 MHBECTULMN YupexpeHue OcTaToK Ha cueTy Homep cueta Bnageneu(bl) cyeTa
Banking/Investments Institution Balance Account Account Holder(s)

YekoBbIn cyeT O
; Maument ] Cynpyr(a)
Checking COBMECTHbI

] Maument ] Cynpyr(a)
CoBMeCTHbIN

BaHku u nHBeCTMLMK

(npoa.) YupexpaeHue OcTatok Ha cueTy Homep cueta Bnapeneu(bl) cyeta

Banking/Investments (cont) Institution Balance Accountt Account Holder(s)

CbeperatenbHblit cyeT

Savi%gs 1 O MaumeHt O Cynpyr(a)
CoBMeCTHbIN

] MaumeHt ] Cynpyr(a)
CoBMeCTHbIN

[lenosuTHbIit cepTudmkar
CDs

401K/ IRA
401K / IRA

Axuum/obnuraumn
Stocks/Bonds

[pyroe (TpacToBble OHabI

nT.n.)
Other (trust fund. etc.)

EcTb N1 y NalLmeHTa MeOuUVMHCKE c4eTa 3a nocneaHue 2 rona?
Cuera 3a MEAULHCKUC Rty patient have old medical hills within two years? O [alYes L] Het/No Obuwas cymma
yenyrv / Medical Bills Total Amount

MoareepxaeHue n nognucu / Acknowledgementand Signatures

HacTosmm g noaTBEpKaato, 4TO NPefocTaBneHHast B 3TOM 3asiBNeHUM MHAOpMaLs SBASETCS NPaBAVWBONA, TOYHOM M MOSHON B COOTBETCTBUM C TEM, 4TO MHE

W3BECTHO. HacToswum s faw paspeleHne GONMbHULE CBA3bIBATLCS C MHOOLIMM NuLamW, upMamu WM OpraHu3auMsMu Ans NOATBepkaeHus noboi

YKa3aHHO MHEOPMALMK; HACTOSWMM S paspeLualo BCEM nuuam, dupmam unu opraHusaumsm coobuiate GonbHuue niobyto uHaHCoBYD MHGOpMaLmio,

koTopast MoXeT ObITb 3aTpeboBaHa.

| 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 mav reanest

Moanuce: Kem npuxogutcs [lata

Witness: nauueHTy: Date
Relationship to Patient:

Moanuck ceupeTens: Kem npuxogutcs Nara

Witness Signature: naLueHTy: Date
Relationship to Patient:

Onsa duHaHcoBbIX koHcynbTaHTOB / 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

3ano/HeHHas aHKeTa Nocbl1aeTca No noyTe no agpecy: (Mail Completed Application to)

CHS System Business Office
Attention: Financial Counseling
PO Box 32861
Charlotte, NC 28232



