HENRY

B 51 B FORD

Patient Financial Assistance HEALTH-

A. BEBE eI Tt

Hospital or Clinic Location

TR B B2 BUR BRI T I A

Select the location(s) where the patient received or will receive care:

L] Henry Ford (HF) Hospital ] HF West Bloomfield Hospital
[J HF Kingswood Hospital [ HF Wyandotte B{ HF Health Center Brownstown
[0 HF Macomb Hospital 1 A, &AM

[1 HF Medical Centers Other, please specify:

L] HF Jackson Hospital

« IO %A/flz[ VAN

Patlent Information

W AEA B S A B2 P BRI R 115 R

Complete this section about the patient receiving care:

BEUA

Patient Name:

Hi 4= H 3 (Date of Birth, DOB): 7L .
Date of Birth (DOB): Medical Record Number:
Fgeoa=g L P

Social Security Number:

AR ID 515

Guarantor ID Number:

AR (EERND

Responsible Party (Guarantor)

HTE AR B 1 BT B P S RO 15

Complete this section about the person paying the medical bill:

AR (s B #i AR, 1HHEE) -

Responsible Party Name (if different than section B):

HEBERRKAR:

Relationship to Patient:

M Hudil
Street Address:
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ﬂ%’fﬁﬁx J‘H\ Hﬂﬂéﬁ\ %3
City, State, Zip Code, Country:

VAY/NEERFE VAY/NEREE

Phone Number: Work Phone Number:

JE L] 481 L1 SR
Employer: Full Time Part Time

D. {5 O 6 B A Sk

Health Insurance Eligibility Verification

TER AR Ak R B YR
Select ‘yes’ or ‘no’ for each of the following questions:

Have you applied or been denied for Medicare? Yes No

a. Medicare A i) ? O£ O%F
Medicare Part A? Yes No

b. Medicare B #4532 Og O%F
Medicare Part B? Yes No

c. Medicare C #47? Oz OF
Medicare Part C? Yes No

2. RGHIEN Medicaid B HAE AL ? O 0O%F%
Have you applied or been denied for Medicaid? Yes No

a. WURTEHARL, JELANTR)2 B ERIT 90 KA ? O 0O%F%

If you were denied, was the denial within the last 90 days? Yes No

3. BRBAHIEE LTI AR TR S ? Oz OfF
Are you applying for financial assistance services related to: Yes No

a. MLBhFAZIEIH (Motor vehicle accident, MVA)?
Motor vehicle accident (MVA)?

b. JLIEZFEH? Oz OfF

Crime victim? Yes No

c. LAnlEeE? Og O%F

Workers compensation? Yes No

d. HAbGE B E ARk 2 O8 O%

Other injury (for example, slip and fall)? Yes No

4. REEE IR R T 10 PR A B A e ORI 2 O2 O%

Does your employer or spouse’s employer offer group health insurance? Yes No

5. AR 3 2 6 N H N AT Ol 1 s Be f5 i 32 SREUOR R 2 O O

Did you have coverage in the last 3 to 6 months through your employer or spouse’s Yes No
employer?

a. WAk, BRBWLUER (G—4aTEWHTIEZ) (Consolidated Og OF

Omnibus Budget Reconciliation Act, COBRA) FJ 4 A ? Yes No

If yes, is COBRA available to you?
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6. ERMIESIN T HAME R R ? Ox OF

D o you have any other health insurance? Yes No

a. WAk s, IRRRAIRELE S

If yes, please provide the insurance information:

7. %8 AEAE Henry Ford Health IR 55 X I8N 1R 7K A B S 2 Og O
Are you a permanent resident who lives within the Henry Ford Health service area? Yes No

E. SR B0 R SR RE SN

Household Members and Household Employment Income

HHE AR AREERENER

Complete this section about the pat|ent’s household:

e CEPINNY N
How many people are in your household?

HH AR AN E R A AT E, 35—k -

List any household member who earns an income (attach another sheet if needed):

H /%\LI&)\
CHIBLRT )
K BE R R 44 HEFEN KR Monthly Gross Income
Household Member Name Relationship to Patient (before deductions)
S
S
S
S
S
H JI‘_ELAI\LI&)\:
Total Monthly Gross Income:

F. K B2 AR

Household Other Income

IR R A ARSI, TS A0 A 5 B HARN RIS B -

Complete this section about the patient’s other income if these are other sources of income:

HARBN KR & H &%

Other Income Sources Amount Per Month
TR FR TR S

Child Support/Alimony

FEEF TR WHEZIFEN. BHSWNE s

Foster Care, Township Trustee, Church Income, etc.
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FEE R BIR N2 RE $

Pension, Social Security, Social Security Disability

J & A S
Rental Property

. ME. BREAC S
Annuities, Interest, Retirement Distribution

b M B T A% 4 $
Unemployment or Worker’s Compensation

HAth GEEHD $

Other (please specify)

HANRIE LT | S

Total Other Income Sources

G. KL%
Household Assets

WRAE RS, HIHE RS AREERERMEE:

e it
Type of Asset Total
4 S
Cash
fili & K S S
Savings Account
SRR $
Checking Account
T S
Stocks
fii %7 S
Bonds
fifi & i o7 S
Savings Bonds
€ WAFE 3K (Certificates of Deposit, CD) S
Certificates of Deposit (CDs)
ek - $
Money Market Accounts
e P~ $
Mutual Funds
FitHe $
Trusts

BB S

Total Assets
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H. 8 H RS
Monthly Household Expenses

IRAFECH, HEHEAE A REEFESHEE

Complete this section about the patient’s household expenses if there are any household expenses:

SCHRA 5 2%
Type of Expense Amount Per Month
4 $
Rent
AT B3R $
Mortgage
Ttk $
Child Support
A3 F S
Groceries
FETM $
Vehicle Payment
— P S
General Bills

MAFEDH | S

Total Monthly Household Expenses

. $% AL B

Authorization

A NFF AR EL Henry Ford Health (HFH) R4 HFH FIBGEMIE AT A ISR T HIE R, UHEARNZE S
PRSI HR A . AR NSZAL HFH 7E 0 ZEIN IR 2845 5, HR A IR Tt B0 5 H AN R T 3RS AR B HLA R 7
2SO AS GUAT /BN, DARSRBUAH SR B SCAF o AR NAE I FRE R4 AR 0 BT A 5 B A UNIE B ST 35
HSE, M. SR AN HRH CEARAT I A E A NFR M T RRARERANERE B, WA NPT 1 5542 B
HOREHEE, IF BAR N A7 57 5 BN A A B B R 258 R A AR N A [F) B AR B AR AT 3870 W 5% 4 B A
TG AT AR LA R I SEAT AT

| hereby authorize the release of the information contained in this application to Henry Ford Health (HFH) for
the determination of my eligibility status for financial assistance in accordance with HFH policies and
procedures. | authorize HFH to verify this information as necessary, which may include but is not limited to,
obtaining a credit bureau report, verifying employment and/or income, and obtaining appropriate supporting
documents. All information and income documentation provided by me in this application is true, accurate and
complete as shown. If it is determined at any time the information | provided was false or inaccurate, all
financial assistance will be reversed, and | will accept responsibility for full and immediate payment of any and
all outstanding balances. | also agree to accept payment responsibility for any amount due after any partial
financial assistance discounts.

B4
Print Name:
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HEBHEKRKR:

Relationship to Patient:

e ZE
Signature:

EEE

Date:

FEAZ Bl G 2/, TE B QIS AR SR IR AR A0 2 FR I T 75 1 A B S A
Please verify that you have completed this document and provided all applicable documentation needed to
process your request before you return your application:

LI Sz iR T ol 244 A H .

Completed all pages of application, including signature and date.

L] SRS — 450 TR AR (2 W-2) FIZLT N (£ 1099) .

Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous Income (Form 1099).

L1 CRER B AN A L3, o &5 R 5K Al AR 2 A U o

Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

LI CRER ol — MR BLRBUE B (3% 1040) .

Attached your Federal Income Tax return for the most recent year (form 1040).

(1 B B 25 B 25 g, R 2 AR 5 (i E R A

Attached a copy of your Michigan driver’s license or Michigan state identification card.

LI SRS EE FA H RAT SR SR/

Attached your last two months of recent bank statements: checking/savings.

L1 SR HABSONTER (Blan, SRS .

Attached proof of other income (or example: rental income, etc.)

LI RIS BT R, 0 BB R BT ORISR R A

Attached copies of medical insurance cards if you have coverage.

L1 CBHFT Medicaid fE 28R A1 A (s BB RHELD .
Attached a copy of the Medicaid denial letter if you applied and were denied.

TEVERL, N T PSR g, TR E IR — N AN 55 TR A .
Please note, a statement of personal financial need may be required to further evaluate your application.
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