‘HENRY

FORD u.d..aJA.“ :\,.\SLAM S&M\
HEALTH- Patient Financial Assistance

EJQ,J\ ji M\ Cﬁjf A
Hospital or Clinic Location

g lalilins ol Al H Gy yall 4 8l Gl (@81 sall) a8 sall 20a
Select the location(s) where the patient received or will receive care:

HF West Bloomfield Hospital [] Henry Ford (HF) Hospital [

HF Health Center Brownstown si HF Wyandotte [l HF Kingswood Hospital []
rypasil) o el e [ HF Macomb Hospital ]

Other, please specify: HF Medical Centers [

HF Jackson Hospital []

o pall Claslea B

Patient Information

ole ) Al 3 iy jally (alad) andll 138 JuS
Complete this section about the patient receiving care:

N SBE
Patient Name:

tbll dadl 8 2%l F b
Medical Record Number: Date of Birth (DOB):

reelaiay) laall o8
Social Security Number:

alaall il )

Guarantor ID Number:

(cxball) Jysall skl C
Responsible Party (Guarantor)

Al 5 sl a3l (el J s andll 138 JaS]
Complete this section about the person paying the medical bill:

(B andl) oo Wlida (IS 13]) J s pasal) oyl o
Responsible Party Name (if different than section B):

sua el dlall
Relationship to Patient:

(e oWl ) sie
Street Address:
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:Z\J}.ﬂ\ ‘qu.\).\]\ )A)S‘ s&ey)ﬂ c:\.l\:\.l.ql\
City, State, Zip Code, Country:

el Catla 8 il o8
Work Phone Number: Phone Number:
Part Time Full Time Employer:

enall il e J geanl) Adaf e @83l D

Health Insurance Eligibility Verification

‘5&_! (D d‘_‘}‘-“ JSS uyu }i u?’_.’u ‘)._\;\
Select ‘yes’ or ‘no’ for each of the following questions:

YO =0 fMedicare b o J seasll il (8 5 a3 o Callay coanii a1
No Yes Have you applied or been denied for Medicare?
YO 0 A ¢ 2l Medicare .a
No Yes Medicare Part A?
YO 0O B « )l Medicare .b
No Yes Medicare Part B?
YO ~0 ¢C +Jall Medicare .c
No Yes Medicare Part C?
YO =0 *Medicaid dubai e Jsmanll clills (b ) o5 5l ey a0 Ja .2
No Yes Have you applied or been denied for Medicaid?
YO =0 s 90 AT IO (b Il OIS Jeb el (b, 513 2
No Yes If you were denied, was the denial within the last 90 days?

o Lae sl dlaiall AL sae bl ciladd o J geaall Callay i a3
Are you applying for financial assistance services related to:

YO f(Motor Vehicle Accident, MVA) l¥) &S jall Elsa
No Yes Motor vehicle accident (MVA)?
YO falall laa b
No Yes Crime victim?
YO e S0laadl Ciliay a3 o
No Yes Workers compensation?
YO 0 $(d sl 5 3Y 3 i) Al clla)  d
No Yes Other injury (for example, slip and fall)?
YO 0 $leLea Uana Ui i 5§ Jae caalia sl ellee calia paiy o 4
No Yes Does your employer or spouse’s employer offer group health insurance?
YO a0 fein g ) dee calia gl cllee aalia YA (1 el 6 N 3 AT B dshit e clas o 5

No Yes Did you have coverage in the last 3 to 6 months through your employer or
spouse’s employer?
YO 0 Consolidated ) 2= sall galadl 4l jaall 43 g () 58 gy Aozl Jgd cand AaY) S 1Y) g
No Yes ¢all 4alis (Omnibus Budget Reconciliation Act, COBRA
If yes, is COBRA available to you?
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YO a0 $ Al caaudigl bl a6
No Yes Do you have any other health insurance?
: Celilly Aal ) il laall 2085 oy axs LlaYl S 1Y g
If yes, please provide the insurance information:

YO ~0 fHenry Ford Health <lesa dihie b (sl a3l aie <l a7
No Yes Are you a permanent resident who lives within the Henry Ford Health
service area?

ndmal) 5 Janl) Jaa g dpdpaal) 0¥ 331 E
Household Members and Household Employment Income

s pall dpdipmal) 35l (alal) andll 138 Jas
Complete this section about the patient’s household:

Sapdmall bl 3 ol 8Y1 22e S
How many people are in your household?

(oY) a3 1) AT Ay g 58 5f) Tas sy Al 350V o 8l e 0 8 T 20l
List any household member who earns an income (attach another sheet if needed):

J8) el Jaall )

(e Laiy)
Monthly Gross Income U el Alall Lpdimall 51 28 ausl
(before deductions) Relationship to Patient Household Member Name

BYEY

By

By

)\){}J

By

roedll Jaall ) & sana
Total Monthly Gross Income:

Lduad) 3 gAY Jaal jolas F
Household Other Income

:s Al Jan Holias sda il 13 5 AN Gy yall Jao jolias Jsa andl) 138 JaS]
Complete this section about the patient’s other income if these are other sources of income:

Ue aluall 6 AY Jaall jaliae
Amount Per Month Other Income Sources
. Jalall Al |/Aaad)
2% Child Support/Alimony
'R & i€l Al ey i dll) Ale 1 e JA
Foster Care, Township Trustee, Church Income, etc.
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¥

WYl 55Al elaia¥) Gladall ( elaa¥l Glaall aclil) (ilas
Pension, Social Security, Social Security Disability

Ayl @l el

Y g3
i Rental Property
g 20 8 by § 6 628 g8l oA sl Chle gaadll
i Annuities, Interest, Retirement Distribution
o Jland) il g ) AUadl) Zile )
2% Unemployment or Worker’s Compensation
(3 a ) 3 2

DY

Other (please specify)

Y9

¢ AV Jaal jlias s
Total Other Income Sources

dpimall 30V LSla Al Jsa¥).G
Household Assets

Aadignall 5 juY) SLa J sVl oda S 13 iy pall Apdimall 3 50 LgSLas ) Jsaa) Jsn anail) 138 oS
Complete this section about the patient’s household assets if these are household assets:

Jle) Jsedl g5
Total Type of Asset
Vs o
Cash
FEE .
V5 Savings Account
S olusd!
V5 Checking Account
Sl
2¥5 Stgzr<s
Olased!
s Bonds
FERRERt
5 Savings Bonds
g (Certificates of Deposit, CD) gl wislgs
s Certificates of Deposit (CDs)
JlJl B gw Wbl
92 Money Market Accounts
ASyliall Hlaiwd! Brobuo
5 Mutual Funds
5logll
s Trﬁsts
Jgdl Jlez]
3 | Total Assets

6 (4 dnia
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4 el Apdimall 5 ) lias H
Monthly Household Expenses

Apdpmall 3 yudl cliss ol @llia il 1Y) oay yall Andipmall 5 ) colis ity (o2 andl) 138 JaS|
Complete this section about the patient’s household expenses if there are any household

expenses:
Boeds adsall Glaaill ¢ g8
Amount Per Month Type of Expense
BN
s Rent
P
s Mortgage
Jakal) Alle |
s Child Support
FA
s Groceries
S el Gle g8aa
ol Vehicle Payment
Ll Ll gall
ol General Bills
T el Adpmall 5, S e
s Total Monthly Household Expenses

i |

Authorization

ilal s yaadd (HFH) Henry Ford Health o)) calhal) 138 é 53 ) sl il slaal) (g0 2 ladYl 465 1) 038 Can a3 &=yl
B a5yl die Clasleall 8 (e 83l HFH alail & jual s HFH @ilel ya) s il B 400 s bl e J sasl]
A 12 laitsdl o emal) 5 JA) S5 Jaadl (e 8l g et a8 e Jgeandl ¢ panll ¥ JBa o Je Jeds
Of s gl b i 1Y) i ge 8 LaS ALS 5 4880 5 dapnia Callall 138 (8 Lgiedd ) Jaal) culatiose 5 il laall apen Aalial)
Y sl s JalSh adall e Ayl g pusall Jils s Allall Claclisall auas ol aiaud Aidy pe o Ll cilS Lgiaad ) il gleall
Adlal) sacLuall 45 33 e gaad (g1 a3 Batina i (51 o @dall A gun Js o Ul (330515 Lgmpan 5 Antina 32 )
I 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.

‘Al &JJAL! HY\
Print Name:
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(o el Alal)
Relationship to Patient:
Facpal
Signature:

@Jm\
Date:

el Jlu ) sale) U8 eldh dallaal 4o 3300 Alal) culd Clatinall aran ot 5 atial) 138 CaleST 8 @bl (e 38 oo )
Please verify that you have completed this document and provided all applicable documentation
needed to process your request before you return your application:

el el Gl 8 Ly ccallal) Ciladin gaea bS] [
Completed all pages of application, including signature and date.

(1099 z3s5a) g siiall JAdl i/ 5 (W-2 zisas) di AY il yuall 5 5 sa¥) iy i 5 [
Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous
Income (Form 1099).

Aadnal) 5 a1 21 e a8 JS Ay B s (gl Jsaaall we DY) ClSed e (e AT s [
Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

(1040 z5a) A JAY 4528l Jaal 4y jum ) 3 sy [
Attached your Federal Income Tax return for the most recent year (form 1040).

LObedine A g dald A g AUy f 30l dad ) (e ddus casd i [
Attached a copy of your Michigan driver’s license or Michigan state identification card.

DAY Cla/islall Claall 15 5aY) Sl Cluall il e cp e AT sl [
Attached your last two months of recent bank statements: checking/savings.

() esotaaY) Jaall 1B das e 5f) (s AY) JRal) abeasy Glg) csd i []
Attached proof of other income (or example: rental income, etc.)

Aghass @bl cul€ 1y adall el iUy ¢ s 38,1 [
Attached copies of medical insurance cards if you have coverage.

Audab ) o g callay i 13) Medicaid dshis o J swandl calla (b ) il (e 43 380 [
Attached a copy of the Medicaid denial letter if you applied and were denied.

lllal 2@ e 3 3a ) ja Y Luad il AT Aalally ly an a3k 38 4 daadle o )
Please note, a statement of personal financial need may be required to further evaluate your
application.
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