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APPLICATION FORM FOR DETERMINATION OF ELIGIBILITY
FOR FINANCIAL ASSISTANCE

[bookmark: _GoBack]I hereby request that United Regional Health Care System make a determination of my eligibility for financial assistance.  I understand that all third party liabilities are to be turned in and assigned to the hospital for all possible recovery of this bill. Refusal to cooperate with third party assistance or withholding of possible payer information as well as refusing transfer to another facility for applicable reimbursement, could result in a denial of financial assistance.  I also understand that I am to make every effort to obtain SSI, PIP, County Indigent, any third party or Uninsured Motorist coverage, and am obligated to report information required to file a claim.     Please return this application to:  United Regional Health Care System, 1600 Eleventh Street, Business Office, Attn: Financial Assistance Care Processor, Wichita Falls, TX  76301.


____________________________________________________________________________________________________________________
PATIENT LAST NAME					FIRST NAME			MIDDLE INITIAL

PATIENT INFORMATION

ASSISTANCE REQUESTED BY ____________________________________   DATE_____________________

PATIENT NAME_________________________________LAST (4) DIGITS OF SS#______________________

STREET ADDRESS_____________________CITY__________________STATE_______ZIP__________________

HOME PHONE_____________________MARITAL STATUS_________________AGE___________________

EMPLOYER_______________________OCCUPATION____________________________________________
PATIENT ACCOUNT NUMBER/BALANCES AND DISCHARGE DATE:
____________________________________________________________________________________________
____________________________________________________________________________________________
_____________________________________________________________________________________________
SPOUSE INFORMATION

SPOUSE NAME_______________________________LAST (4) DIGITS OF SS#_____________AGE________

EMPLOYER__________________________________OCCUPATION__________________________________
___________________________________________________________________________________________

PARENTS: (COMPLETE ONLY IF ABOVE PATIENT IS A MINOR:

MOTHER’S NAME _______________________________HOME PHONE_____________________________

EMPLOYER_______________________OCCUPATION__________________WK PHONE_______________

FATHER’S NAME________________________________HOME PHONE______________________________

EMPLOYER_______________________OCCUPATION__________________WK PHONE_______________


DEPENDENT LISTING
PLEASE LIST ALL DEPENDENTS AND HOUSEHOLD MEMBERS (INCLUDE YOURSELF)
NAME                                          RELATION                         AGE                                       DEPENDENT
____________________          __________________          _________________                            Y OR N
____________________          __________________          _________________                            Y OR N
____________________          __________________          _________________                            Y OR N
____________________          __________________          _________________                            Y OR N
____________________	       __________________	         _________________                            Y OR N
FINANCIAL INFORMATION:

MONTHLY RENT OR HOUSE PAYMENT	$__________OWN_____RENT____OTHER____________
IF OTHER, PLEASE EXPLAIN_________________________________________________________________
YEAR AND MODEL OF CAR(S) ___________________________MONTHLY PYMT___________________
(ENTER 0 IF NO PAYMENT       ____________________________MONTHLY PYMT___________________

INCOME SOURCES:                                   	                        MONTHLY                     YEARLY
GROSS HOUSEHOLD INCOME 			________________	_____________________
SOCIAL SECURITY INCOME 				________________	_____________________
FOOD STAMPS 					________________	_____________________ 
UNEMPLOYEMENT COMPENSATION		________________	_____________________
WORKERS COMPENSATION 				________________	_________________ ____      
CHILD SUPPORT 					________________	_____________________        
VETERANS ASSISTANCE 				________________	_____________________
RETIREMENT INCOME FROM ANY SOURCE		________________	_____________________        
INCOME FROM DIVIDENDS, INTEREST		________________      	_____________________
SCHOLARSHIPS, GRANTS, STUDENT LOANS		________________        	_____________________
ANY OTHER INCOME SOURCE			________________	_____________________
PUBLIC ASSISTANCE 					________________ 	_____________________

		TOTAL HOUSEHOLD INCOME	$________________	$____________________
The following documents are required as related to your source of income for final determination: 
COPY OF SOCIAL SECURITY OR VA AWARD LETTER
COMPLETE COPY OF MOST CURRENT INCOME TAX FILING IF SELF EMPLOYED
COPY OF PAYROLL CHECK STUBS, DETAILED STUDENT LOAN AWARD
EMPLOYER SIGNED PAY VERIFICATION STATEMENT WITH PERIOD OF TIME EMPLOYED
COPY OF DEATH CERTIFICATE FROM ESTATE, BUSINESS TAXES CARRY OVER AND/OR INCOME TAX FORM                                                                            _________________________________________________________________________________________________
I HEREBY GIVE AUTHORIZATION TO UNITED REGIONAL HEALTH CARE SYSTEM TO VERIFY MY REPORTED INCOME TO INCLUDE, VERIFICATION OF MY MOST RECENTLY SUBMITTED FEDERAL INCOME TAX RETURN AS WELL AS AUTHORIZATION TO RELEASE GROSS WAGE INFORMATION, EMPLOYMENT HISTORY, AND VERIFY ALL OTHER INFORMATION GIVEN ON THIS APPLICATION.  I UNDERSTAND A NEW APPLICATION OR REVERIFICATION MUST OCCUR EVERY 6 MONTHS FOR ELIGIBILITY REQUIREMENTS.    
_____________________________________       ____________  _______________________________________
SIGNATURE OF APPLICANT                             DATE               WITNESS IF APPLICABLE

SIGNATURE OF PERSON OBTAINING INFORMATION IF BY PHONE________________________________

BELOW INFORMATION IS TO BE FILLED OUT BY HOSPITAL PERSONNEL ONLY

ADDITIONAL COMMENTS: (Including reason for denial if applicable) ___________________________________________________________________________________________________
___________________________________________________________________________________________________

APPROVED ______ DENIED ______GROSS INCOME $_____________________ TOTAL CHARGES_________________________

 TOTAL DISCOUNTED $_______________________PATIENT FINAL PAYMENT OBLIGATION $___________________________

100% FIN. INDIGENT (100-175%)  9007_____ 		65% MED INDIGENT (201-400%) 9049________	
65% FIN INDIGENT (176-200%)    9056_____		20% MED INDIGENT (based on gross income) 9051_____	
20% FIN INDIGENT (based on gross income) 9058_____		
		
	

AUTHORIZATION SIGNATURE ___________________________________________________
                                                                                                        NAME
___________________________________________________
		TITLE & DATE

AUTHORIZATION LIMITS
$0-$10,000 FAP CARE PROCESSOR    $10,001- $20,000 SPECIALIST   $20,001-$30,000 MANAGER   $30,001-$50,000 DIRECTOR    $50,001+ CHIEF FINANCIAL OFFICER
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unitedregional




