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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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Physical Address City, State and Zip Code Months/Yrs at This Address County
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If the address where you live is different from your mailing address, please complete the ‘mailing address’ information below
WA BT R A R T A N ], TEAE T IES “HREF b R

Mailing Address City, State and Zip Code Months/Yrs at This Address County
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Home Phone# Mobile Phone# Emergency Contact Name Phone#
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City and State of Birth Citizenship Status Lived in U.S. Since Copies of Your Documents?
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Health Insurance Information
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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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Please list all household members below
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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)
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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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Education, Employment and Military Background
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Highest Grade Completed in School
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Patient (mother if patient is a minor)

B AR A2 R A B

Spouse (father if patient is a minor)
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Technical Skills
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Employment
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Currently Unemployed (check box if yes)
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Fill-out ‘past employment’ section
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Fill-out ‘past employment’ section

O] s “@FEma

» =

i

Company Name and Address
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Job Title / Type of Work Performed
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Work Phone#
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Boss/Supervisor's Name
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Dates of Employment
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Income and Pay Structure
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Past
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Company Name and Address
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Job Title / Type of Work Performed
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Dates of Employment
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Income and Pay Structure
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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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Did he/she elect COBRA coverage? ] )
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If he/she did not elect COBRA coverage, please check one: [CJpremiums too expensive [Cnew coverage
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Military Branch Dates Enlisted Rank Serial#
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Insurance Information
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Life Insurance Company Policy Holder Face Value Policy Type Cash Value
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Burial Insurance/Contract Company Policy Holder Face Value Cash Value Revocable?
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Patient (mother if patient is a minor)
B G N AR B A BER)
Last month 2 months ago 3 months ago

Income (3 month history)
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Spouse (father if patient is a minor)
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Last month 2 months ago 3 months ago
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Wages
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Pension/Retirement
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Social Security Retirement
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Social Security Disability
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Supplemental Security Income
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VA Benéefits
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Unemployment
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Child Support
TR

Food Stamps
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Other (Workfirst, etc.)
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Statement of Verification
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Do you have pay stubs/verification to confirm pay? /1L

Do you have pay stubs/verification to confirm pay? 45 T.& &
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Expenses Payments for (name) Payment Amount Paid to (name and address)
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Child Support/Care
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FEFE | certify that | have been unemployed for the last [COmonths [Jyears. As a result of being unemployed, | receive
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Trailers/RVs [Jown []rent
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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)
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Chfﬁcé‘ing ] Patient] Spouse L] Joint
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Banl:mgllnvestments Institution Balance Account# Account Holder(s)
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Savings L1 Patient] Spouse L] Joint
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b i % IR
CDs
1E3 "
401K/ IRA
Stocks/Bonds
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Other (trust fund, etc.)
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: : Does the patient have old medical bills within two years?
Medical Bills T T4 L B 2 O ves O no | fotal Amount
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Acknowledgement and Signatures
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| 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
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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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CHS System Business Office

Attention: Financial Counseling
PO Box 32861



