CONSULTANTS IN INC

GASTROENTEROLOG
FINANCIAL ASSISTANCE APPLICATION FORM

All information below must be completed fully in order to assess any Financial Assistance

PATIENT INFORMATION -

Last Name: First Name: Middle Initial
Address:

City: State: Zip Code:

Social Security #: Marital Status: Single  Married _ Divorced
Date of Birth: Home Phone #: Other Phone #:

Are you a legal resident of the United States? Yes ~ No

Date(s) of Service:

FAMILY INFORMATION-
List all family members in your household as named on your most recent federal income tax return and
their date of birth

Date of
Names of Family Members Including Patient Birth Relationship to Patient




Monthly Source of Income

Patient's
Monthly Gross
Income

Total Family
Income for 3
Months Prior
to the Date of
Service

Type of Income Verification
Needed

Wages/Self Employment/Child

Most recent Federal Income
Tax Return, Copy of most
recent W-2's, and Copy of pay

Support/Alimony S stubs for previous 3 months
Social Security S Social Security award letter
Pension/Dividends/Interest/Rental Pension benefits letter,
Income S Dividend/Interest Statement

Unemployment benefit letter,
Unemployment/ Workers Workers Compensation
Compensation S benefit letter

If you are reporting $0 income, please provide a brief explanation below of how you are meeting basic

needs:

By my signature below, | certify that everything | have stated on this application and on my

attachments is true.

Responsible Party Signature:

Date:




