Charity Care/Financial Assistance Application Form -

Confidential (Private)

Pleasefilloutallinformation completely.Ifitdoes notapply, write "NA".

SCREENINGINFORMATION

Selectallthatapply:

Areyou applying for Charity Care (i.e., freecare)? o YesoNo

Areyou applying for Financial Assistance (i.e., reduced-price care)?oYesaNo

Doyouneedaninterpreter?uoYesoNo  IfYes, list preferredlanguage:

Isthe patientcurrentlyhomeless? nYes nNo

Hasthe patient applied for Medi-Cal?oYesoNo

Doesthe patientreceive state publicservices such as EBT-SNAP, or WIC? o YesoNo

Isthe patient’s medical carerelated toacaraccidentorworkinjury? cYesoNo

PLEASENOTE

* For documentation ofincome, we only request recent paystubs orincome tax returns. We accept,
butdo notrequire, other forms of documentation ofincome.

* Patients applying onlyfor Financial Assistance may receive less financial assistance than what may
be availabletothemunderthe Charity Care program.

*We cannot guarantee that you will qualify for financial assistance, evenifyou apply.




*Onceyousendinyourapplication, we may check alltheinformation and may ask for additional

informationor proofofincome.

. Within 14 calendar days after we receive your completed application and documentation, we

will notify you ifyou qualify for assistance.

PATIENT AND APPLICANTINFORMATION

Patient First Name

Patient Middle Name

Patient Last Name

Patient Sex

Femalen Malen

Other (optional)n

Date of Birth

PatientSocial Security Number (optional)

Date of Service AccountNumber(s)
PersonResponsiblefor PayingBill  |Relationshipto  [Date Main Contact number(s)
Patient of
Birth
Home or Mailing Address Preferred Email Address
Contact
Method:
Phone n Email
n Mailo




Employment Status of Person Who Needs to Pay the Bill

n Employed (date of hire): n Unemployed (for how long?): ]

Self-Employed nStudent n Disabled nRetired o Other (if other, please explain):

FAMILY INFORMATION

Listfamily membersinyour household, includingyou. Patient’s Family means the following: (1) For

persons 18years of ageand older, spouse, domestic partner, as defined in Section 297 of the Family Code,

anddependentchildrenunder21years ofage, oranyageifdisabled, consistent with Section 1614(a) of

Part AofTitleXVIofthe Social Security Act, whether livingathome or not. (2) For personsunder 18 years of

ageorforadependentchild 18to20yearsofage,inclusive, parent, caretaker relatives, and parent’s or

caretaker relatives’ otherdependentchildrenunder 21 years ofage, or anyageifdisabled, consistent with

Section 1614(a) of Part Aof Title XVIof the Social Security Act.

Total Family Size

Name of Each Family Member Living
Date of

Birth
Household

Dependent of
Personwho
needsto paythe

bills

TotalIncomeifolderthan 18yearsold

Yes No




Yes No

Yes No

Yes No

Yes No

Yes No

TOTALINCOME FORADULTSIN HOUSEHOLD

Totaldependents for

person(s)who needsto pay

thebills

TotalIncome for

adultfamily

members

You mustdisclose all adultfamily members'income.
Sources ofincomeinclude butare notlimited towages,
unemployment, self-

employment, and child support.

TOTALINCOME FORADULTSIN HOUSEHOLD

REMEMBER: You haveto give us proof ofincome with your application.

You must provide information onyour family’sincome. Income verificationis required to determine

financial assistance. Allfamily members 18 years old or older must disclose theirincome. Ifyou cannot

provide documentation, you may submit a written and signed statement describingyourincome. Please

provide prooffor everyidentified source ofincome.

Proof ofincome means:

Current pay stubs (within 3 months); or




*Lastyear'sincometaxreturn, including schedulesif applicable.

You may, butare notrequiredto, provide additional proof ofincome beyond current pay stubs and last
year'sincometaxreturn.

Ifyou have no proof ofincome or noincome, please attach an additional page with an explanation.

Examples of proof ofincomeinclude butare notlimitedto:

A"W-2"withholding statement

Current pay stubs (minimum of 3months)

Lastyear'sincometaxreturn, including schedulesifapplicable

Written, signed statements from employers or others

Approval/denial letter of eligibility for Medicaid and/or state funded medical assistance

Approval/denial letter of eligibility for unemployment payments

EXPENSEINFORMATION

We use thisinformation to getafullidea of yourfinancial situation.

Monthly Household Expenses:

Rent/Mortgage: $ Medical Expenses: $
Insurance Premiums: $ Utilities: $
Other Debt/Expenses: $ (childsupport, loans, medicine, other)

OTHERINFORMATION




Please attach another pageifthereismore information aboutyour current financial situation thatyou
would like us to know. This can befinancial hardship, too many medical expenses, seasonal or temporary

income, or personal loss.

PATIENTAGREEMENT

Iunderstandthat Monrovia Memorial Hospital mayverify information by reviewing creditinformationand
obtaining information from other sources to assist in determining eligibility for financial assistance or
payment plans. I affirm that the above information is true and correct to the best of my knowledge. ]
understand if the financial information I give is determined to be false, the result may be denial of Charity

Care or Financial Assistance, and I may be responsible for and expected to pay for the services provided.

Signature of Person Applying Date

For Questions, please call (626)408-9800




Return Completed Form by Mail To:

Monrovia Memorial Hospital

323South Heliotrope

Monrovia, California91016

OR

Return Completed Application by Email To:

amandam@mmbhosp.com



