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CHRISTIAN ASSISTANCE APPLICATION

REQUEST FOR FINANCIAL ASSISTANCE

I hereby request that St. Elizabeth’s Hospital make a determination of my eligibility for financial assistance for services provided to me and/or members of my family.  I certify that all the information I disclose in this application is true and correct and further understand that the information I submit concerning my income, assets, and family size is subject to verification by St. Elizabeth’s Hospital.

APPLICATION MUST BE COMPLETED IN FULL AND RETURNED WITH REQUESTED INFORMATION  BY _______________ OR APPLICATION WILL  BE VOIDED.

PATIENT NAME(S)

   DATE OF


PATIENT NAME(S)

   DATE OF

   SERVICE






   SERVICE

_____________________________
___________

_____________________________
___________

_____________________________
___________

_____________________________
___________

_____________________________
___________

_____________________________
___________

_____________________________
___________

_____________________________
___________

1) DEMOGRAPHIC INFORMATION

APPLICANT/GUARANTOR

	NAME: (Last, First, Middle Initial)
	MARITAL STATUS:  (Married, Single, Divorced, Widowed)

	BIRTH DATE:
	SOCIAL SECURITY NUMBER:
	HOME PHONE NUMBER:

	
	
	WORK PHONE NUMBER:

	HOME ADDRESS :(Street, City, State, Zip)

	EMPLOYER’S NAME:
	EMPLOYER’S ADDRESS (Street, City, State, Zip) :

	POSITION:
	TERM OF EMPLOYMENT: (Date Range)

FROM______________TO________________
	SALARY:  (GROSS)

$____________Week  $_______________Month




SPOUSE

	NAME: (Last, First, Middle Initial)
	MARITAL STATUS:  (Married, Single, Divorced, Widowed)

	BIRTHDATE:
	SOCIAL SECURITY NUMBER:
	WORK PHONE NUMBER:

	EMPLOYER’S NAME:
	EMPLOYER’S ADDRESS (Street, City, State, Zip):

	POSITION:
	TERM OF EMPLOYMENT: (DATE RANGE)

FROM_________________TO   _______________
	SALARY : (GROSS)

$_____________Week $_____________Month


CONTINUE ON TO BACK SIDE OF PAGE.

2) FAMILY SIZE #    ___________

LIST ALL MEMBERS OF THE HOUSEHOLD FOR WHICH YOU ARE LEGALLY RESPONSIBLE. ( CHILDREN UNDER THE AGE OF 18 ONLY)


NAME




RELATIONSHIP


DATE OF BIRTH

________________________________________     _____________________________     _____________________________

________________________________________     _____________________________     _____________________________
________________________________________     _____________________________     _____________________________
________________________________________     _____________________________     _____________________________

________________________________________     _____________________________     _____________________________

3) HOUSEHOLD INCOME 

APPLICANT/GUARANTOR’S MONTHLY INCOME:
  

SPOUSE/OTHER MONTLY INCOME:
WAGES (GROSS)


$______________       

WAGES (GROSS)


$______________

SOCIAL SECURITY BENEFITS
$______________


SOCIAL SECURITY BENEFITS
$______________

ALIMONY BENEFITS

$______________


ALIMONY BENEFITS

$______________

SUPPORT  PAYMENTS

$______________


SUPPORT  PAYMENTS

$______________

HOUSING ALLOWANCE

$______________


HOUSING ALLOWANCE

$______________

PENSION BENEFITS         

$______________


PENSION BENEFITS         

$______________

RENTAL INCOME


$______________


RENTAL INCOME


$______________

DIVIDENDS


$______________ 


DIVIDENDS


$______________

OTHER INCOME


$______________


OTHER INCOME


$______________


SOURCE
_________________________________



SOURCE
_________________________________



TOTAL

$______________




TOTAL

$______________

4) ASSETS 

SAVINGS:

$______________ INSTITUTION:____________________________________________________________

CHECKING:

$______________ INSTITUTION:____________________________________________________________

STOCKS OR BOND:

$______________ INSTITUTION:____________________________________________________________

IRA OR CD ACCOUNTS: 
$______________ INSTITUTION:____________________________________________________________

HAVE ALL AVENUES OF ASSISTANCE BEEN PURSUED? YES_______ NO_________ ( including private insurance and public aid)

I CERTIFY THAT ALL THE INFORMATION IN THIS FORM IS TRUE AND CORRECT.

SIGNATURE_______________________________________________________DATE:_______________________________

APPLICANT

PLEASE ATTACH COPIES OF ALL ITEMS WITH AN * PLUS ANY OTHERS THAT MAY PERTAIN TO YOU.  IF ITEMS ARE NOT ATTACHED APPLICATION WILL NOT BE PROCESSED.  WE WILL NOT BE RESPONSIBLE FOR ORIGINAL DOCUMENTS SUBMITTED.

* ____    Copy of most recent Federal/State income tax return and/or W/2 withholding statements.

* ____    Copy of last three (3) months payment stubs or written statement of earnings from employer(s) reflecting last three (3)     

        months earnings.


.  ____     Monthly social security benefit statement(s) and/or other monthly retirement benefit statement(s).

   ____     Unemployment/worker’s compensation check stubs.  

   ____     Alimony/child support statements.

   ____     Letter from person providing support if you are currently unemployed

IF YOU ARE PRESENTLY UNEMPLOYED AND YOU OR YOUR FAMILY ARE  WITHOUT ANY INCOME, SEND A LETTER EXPLAINING HOW YOU ARE MEETING YOUR DAY-TO-DAY EXPENSES.
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