E CARE FINANCIAL STATEMENT

Patient Name:
~ GUARANTOR - : SPOUSE T

Name Date of Birth Name Date of Birth
Social Security # Social Security #
Home Phone Cell Phone Home Phone Cell Phone
Present address No. year: [J0Own OBuying CORent Present address No. year: O0Own OBuying ORent
Street: : Street:
City/State/Zip: City/State/Zip:

Former address if less than 2 years at present address Former address if less than 2 years at present address

Street:

Street:

City/State/Zip:

City/State/Zip:

Marital status: OMarried OSeparated ODivorced OWidow
DOSingle

Marital status: OMarried OSeparated ODivorced OWidow
OSingle

Total number residing in houschold:

Total number residing in household:

Number of dependent children: Ages: Number of dependent children: Ages:
Name and address of employer Name and address of employer
Position/Title: Length of employment: Position/Title: Length of employment:
Previous employer(s) within the last year Previous employer(s) within the last year
MONTHLY INCOME MONTHLY EXPENSE

The following proof of income documents are required at the List all monthly expenses for the household

time of application

» Federal tax return including W9(s) for years: Mortgage/rent $ Child care expense | $

s Payroll stubs for last 2 months payment (circle

¢  Bank statements for the current month and/or other one)

income verification
Guarantor Co- Total Lot rent Child support pmts
. applicant
Gross Earnings $ $ $ 401 K/403B Credit Cards (min
withholding pmt)

Farm/Self employed Property taxes Other loan pmts
Pensions Utilities:  Gas
Work comp. Electric
Interest/dividends Water
Rental Garbage pickup
Disability/SSI Cable TV
Military Food
Child Support Telephone
Alimony Cell phone
Unemployment Auto loan payment
Food stamps Alimony paid
Subsidized Housing
Other
Total monthly household income: 3 Total monthly household expenses

ASSETS

LIABILITIES




Description Cash totals or Description Total owed
market value
Cash $ Mortgage loans $
Checking accounts $ Name of Financial Institution
Name of Financial Institution Auto loan $
Savings accounts | $ Credit cards $
Name of Financial Institution List other loans
Real estate property assessed value 3
Net worth of farm or business (attach business
tax return)
Retirement funds
Automobiles (make and year)
List medical co-pay/out of pocket expenses
and/or patient responsibility
Other assets (boats, motorcycles, campers, etc.)
Blue book or retail value
Other:
Total Assets $ Total Liabilities $

FEDERAL/STATE ASSISTANCE PROGRAMS

Have you applied for any federal or state program that would assist with
OYES ONO

If yes, please provide documentation of the determination.

Are you currently pending final determination? If so, please provide the following information:
Program Name Application date Case worker

you medical expenses at Cumberland Memorial Hospital?

County Telephone #

HEALTH COVERAGE INFORMATION

Is health insurance coverage available to you through an employer or any other source? OYES

Do you participate? OYES [ONO
Effective date:

ONO

If yes, please provide the following:

Name of the insurance company:

Address:

Subscriber & policy number:

If no, why did you choose not to participate:

I certify that all information listed herein is true and correct to the best of m
to determine my ability to pay for services rendered to me b

y knowledge. Iunderstand that the information is to be used
y Cumberland Memorial Hospital — Extended Care Unit, Inc.. I also

understand that if the information, which I submit is determined to be false, such a determination will result in a denial of providing

services such as uncompensated services, and that I will be liable for charges for services provided.

IN YOUR OWN WORDS, DESCRIBE YOUR NEED FOR FINANCIATL ASSISTANCE

Signature (person making request)

Date




