FINANCIAL ASSISTANCE PROGRAM

APPLICATION FINANCIAL STATEMENT

I hereby request that Kindred Hospital make a written determination of my eligibility for financial assistance for hospital services (non physician fees). I understand that the information I provide concerning my family size and income is subject to verification by the hospital. I also understand that if the information is determined to be false, I will be liable for all charges for services that I receive.

1. Patient and Responsible Party Information

Patient Name:__________________________________________________

                        First                           Middle               Last

Address:________________________________________________

                    Number and Street

             ________________________________________________

                City                            State                                   Zip Code

       Phone:_____________ Cell:______________ Work:_______________

2. Employer Information

Occupation________________________________________

 Employer_________________________________________

  Employer Address__________________________________

                                           Number and Street

City                                              State                                            Zip Code

3. Income Verification (Please Include your most recent W2 and Tax return)

	
	Total for 1 Month
	Total Annual Income

	Wages
	
	

	Public Assistance
	
	

	Unemployment Compensation
	
	

	Workers Compensation
	
	

	Pension
	
	

	Child Support
	
	

	Income from Dividends
	
	

	Interest, Rent
	
	

	Other
	
	

	
	
	


4. Family Size Information

        Total Number of Dependants (Number of individuals for whom you are financially responsible)

	Name
	Relationship
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


5. Date of Birth____________________________________________________

6. Type of Medical Service i.e. Inpatient Mental Health, Inpatient Acute.

7. Patient Account Number___________________________

I affirm that the information that has been provided in this Financial Statement is true and correct to the best of my knowledge

______________________________                    ____________________

Signature of Patient/Responsible Party


      Date

________________________________________                        ____________________________

Kindred Hospital Representative                                                          Date

_______________________________________

Phone Number


