HENRY
FORD

Owovoukn Evioxuon AcBevwv HEALTH-
Patient Financial Assistance

A. TomtoBeoio VOGOKOUELOU 1] KALVLKAG
Hospital or Clinic Location

Erudé€te Tov oMo (A Toug Tomoug) 6mou o acBevic EAafe N Ba AdPeL mepiBaAdn:
Select the location(s) where the patient received or will receive care:

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

[J HF Kingswood Hospital [J HF Wyandotte or HF Health Center Brownstown
] HF Macomb Hospital ] AMo (Aeukpiviote):

[J HF Medical Centers Other, please specify:

] HF Jackson Hospital

B. Ztowxeia aoBevoulg
Patient Information

JUMTANPWOTE AUTAV TNV EVOTNTA LE TA OTOLXElA TOU acBevolg tou AapBavel Latpikn mepiBaidn:
Complete this section about the patient receiving care:

Ovopatenwvupo acBevouc:
Patient Name:

Huepounvia yévvnong: AplBuOG LaTtpkoL dpakéAou:
Date of Birth (DOB): Medical Record Number:

AplBU6G KowwvikNG acdaiiong (AMKA):
Social Security Number:

AplBUGG TAUTOTNTAG EYYUNTA:
Guarantor ID Number:

C. YnievBbuvocg (Eyyuntnig)
Responsible Party (Guarantor)

JUMTANPWOTE O€ AUTAV TNV EVOTNTA TA OTOLXELQ TOU UTIEVLOUVOU MANPWLNE TOU AOYAPLOCHOU:
Complete this section about the person paying the medical bill:

Ovopa unteBuvou pépoug (gav sival S1adpopeTIKO amo to TR B):
Responsible Party Name (if different than section B):

Yx€on e tov aoBevn:
Relationship to Patient:

AevBuvon:

Street Address:
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MOAn, KPATOC, TAXUSPOLLKOC KWALKAG, XWPOL:
City, State, Zip Code, Country:

AplBuoc tnAedpwvou: AplBu6G TnAsdpwvou epyaociog:

Phone Number: Work Phone Number:

Epyod6tnc: LI NAApnc anaocxdAnon L] Mepwr anaoyoAnon
Employer: Full Time Part Time

D. EmaAnBevon e lpotntog achaiiong vysiog
Health Insurance Eligibility Verification

ErtiAé€te "val" i "oxL" yia kaBe pia amnod tig akOAouBeC EpWTNOELG:
Select ‘yes’ or ‘no’ for each of the following questions:

(Medicare); Yes No
Have you applied or been denied for Medicare?

a. Medicare Mépog A; O N OOy

Medicare Part A? Yes No

b. Medicare Mépoc B; O N OOy

Medicare Part B? Yes No

c. Medicare MépogT; O Nau  OOx

Medicare Part C? Yes No

2. 'Exete umoPadAel aitnon ywa Medicaid f €xeL anoppldBel n aitnor oag (Medicaid); O Nae OoOx

Have you applied or been denied for Medicaid? Yes No

a. Eav amoppidpBnke, n anoppun €ylve evtog twv teAeutaiwyv 90 nuepwy; O Nao OOy

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

3. Kavete aitnon yLa umtnpecieg OLKOVOLKAG EVioxuong mou oxetilovtal Ue: O Now O oy

Are you applying for financial assistance services related to: Yes No
a. Tpoxaio atuxnua, (MVA);
Motor vehicle accident (MVA)?

b. OUua aflomowvwy pdtewy; O Nae Oox
Crime victim? Yes No
c. Amnolnuiwon yla epyatiko atuxnua; O N Oox
Workers compensation? Yes No
d. AA\OG TpAUMATIONOG (Yo Tapddelypa, yAlotpnua Kat mtwon); O Nae Oox
Other injury (for example, slip and fall)? Yes No

4. ‘Exete opadikn acdpaiion vyeiag anod Tov pyodotn oag f Tov epyodotn Tou O N Oox
oullyou oag; Yes No
Does your employer or spouse’s employer offer group health insurance?

5. Eixate acdaliotiky kKAAupn HEow Tou £pyodotn oag Toug teAeutaioug 3-6 LAVEG; O Nae Oox
epyodotnc: Yes No
Did you have coverage in the last 3 to 6 months through your employer or spouse’s
employer?

a. Eavvai, pnopeite va Adapete COBRA; O Nae Oox

If yes, is COBRA available to you? Yes No
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6. Exete aAn aodalion vyeiag; O N Oox
Do you have any other health insurance? Yes No
a. Avval, CUUTANPWOTE TIG TTANpodopieg aodAALong:
If yes, please provide the insurance information:

7. ElOTE HOVILOG KATOLKOG TTOU SLAEVEL EVTOC TNG TIEPLOXNG EEUTINPETNONG TOU Henry O Nae Ooy
Ford Health; Yes No
Are you a permanent resident who lives within the Henry Ford Health service area?

E. M&AN Tou VOLKOKUPLOU KL ELCOSNHA aTTaloXOANONC TOU VOLKOKUPLOU
Household Members and Household Employment Income

JUUTANPWOTE AUTO TO TUNHO OXETLKA E TO VOLKOKUPLO Tou aoBevouc:
Complete this section about the patient’s household:

A6 MOoa ATOMA ATTOTEAELTAL TO VOLKOKUPLO 0] Avadépete kabe
HENOG TOU VOLKOKUPLOU TIoU €xeL elo0dnua (av xpelaotel, emouvate mpoobeto GpUANO):

How many people are in your household? List any household
member who earns an income (attach another sheet if needed):

AxkaBdploto pnviaio elodédnua
OVOUATENWVUHO MEAOUG Ix€on Ue tov acBevn (xwplg TNV mapakpdtnon ¢opou)
Household Member Name Relationship to Patient Monthly Gross Income

(before deductions)

S
S
S
S
S

ZUVOALKO akaBdploto pnviaio elcédnua:
Total Monthly Gross Income:

F. Nowkokupto AAo Elcodnua
Household Other Income

JUUMANPWOTE AUTO TO TUNHA OXETIKA LE TA AAAQ ELOOSHHATA TOU 0l0BEVOUG, EAV TIPOKELTAL YLOL AAAEC TINVEG

€1006NATOG:

Complete this section about the patient’s other income if these are other sources of income:
AM\EG ELOOSNUATIKEC TTNYEC Mooo ava pnva

Other Income Sources Amount Per Month
Alatpodr) madiwv/Aatpodn S

Child Support/Alimony

Avadoxn avnAikou, ZULUETOXN 0TV TOTLKA autodloiknon, S
Elo6dnua amod ekkAnolaotikr) B€on, KA.

Foster Care, Township Trustee, Church Income, etc.
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Yuvtaén, Kowwvikn acdpaliion, Enidopa avamnnpiag S
Pension, Social Security, Social Security Disability

MioBwon akwhiTtou S
Rental Property

Eruddpata, Tokot, Eloodnua and cuvtaélodotikd npoypdupatal S
Annuities, Interest, Retirement Distribution

EniSopa avepylag i Anolnuiwon yla Epyotiko atuxnua S
Unemployment or Worker’s Compensation

Ao (Ateukpuviote) S
Other (please specify)

JUVOAO AWV ELCOSNUATIKWVY TINYWV | S

Total Other Income Sources

G. MNeplouolakd oTolxela TOU VOLKOKUPLOU
Household Assets

ZUUMANPWOTE AUTO TO TR OXETIKA LE TA TIEPLOUCLOKA OTOLXELD TOU VOLKOKUPLOU ToU aoBevoug, eav
TIPOKELTAL YLOL TIEPLOUCLAKA OTOLYXELO TOU VOLKOKUPLOU:
Complete this section about the patient’s household assets if these are household assets:

TUTOG MEPLOUCLOKOU OTOLYELOU JUvoho
Type of Asset Total
Metpntd S
Cash

AoyapLoopog TapLeuTnpiou S
Savings Account

Noyaplaopoc dPewg S
Checking Account

MeToXEQ S
Stocks

Ouodloya S
Bonds

ATIOTOULEVUTLKA OpLOA oY S
Savings Bonds

Mwotonontika katabéoswv (Certificates of Deposit, CD) S
Certificates of Deposit (CDs)

Aoyoplacpol xpnuatayopag S
Money Market Accounts

ApotBaia kepahata S
Mutual Funds

Katarmotevpata S
Trusts

JUVOALKQ TIEPLOUCLAKA OTOLXELD | S
Total Assets

EmuB. otig 08/14/2024 Edappoyr) HFH PFAP Yeliba 4 amno 6
Rev. 08/14/2024 HFH PFAP Application Page 4 of 6
Greek



H. Mnvtaiec damaveg volkokupLou
Monthly Household Expenses

JUUMANPWOTE AUTO TO TUNHA OXETIKA UE Ta £€060 TOU VOLKOKUPLOU Tou aioBevoug, eav umtapyouv €€oda Tou

VOLKOKUpLOU:
Complete this section about the patient’s household expenses if there are any household expenses:
Tumog damavng Mooo ava pnva
Type of Expense Amount Per Month
Evoikio S
Rent
YroBfnkn S
Mortgage
Awotpodr) mauSuwv S
Child Support
JoUTIEP LAPKET S
Groceries
Abon aUToKLWVATOU S
Vehicle Payment
Fevikol Aoyaplacpot S
General Bills

JUVOAIKEG pnVLaieg Samaveg volkokuplol | S

Total Monthly Household Expenses

|. E¢€¢ovolodotnon

Authorization

Me 1o mapov e€ouc1loS0TW TNV KOLVOTOiNoN TwV MANPOGOPLWY TIOU TIEPLEXOVTOL OTNV apolod aitnon otnv
Henry Ford Health (HFH) yia tov mpoodloplopo Tou KaBeoTtwTtog ETUAEELOTNTAC LOU YLOL OLKOVOLKA EVioXuon
OUMPWVA PIE TIC TTOALTIKEG Kal TI¢ dtadikaoieg tng HFH. E€ouolodotw to HFH va emaAnBevoel tnv eykupotnta
QUTWV TWV MANPOPOPLWV WG ATALTELTOL, CUMTEPIAAUBOVOUEVNG EVOELKTIKA, TNG SUVATOTNTOG VO OTTOKTH OEL
npooBacn o avapopEC XPNUOTOTILOTWTIKWY LOPUUATWY, va e€akpLBWoeL To aAnNB£C TNC EPYOOLAKAG KATACTAONG
A/KolLt Tou €L00SAATOC KAl voL AABEeL Ta OXETIKA oUVOSEUTIKA £yypada. OAa to oTolyela Kal T SIKOOAOYNTIKA WG
TPOG TO EL00SNUA HoU Eyypada TTOU TTAPEXOVTAL OE AUTNV TNV aitnon eival aAndn, akppn kat mARpn. 2
TEPLITTWON IOV OTIOLASATIOTE XPOVLKH OTLYUN armodelxBel mwg Ta mapexopeva otolxeia eival avainbn n
avakpLpn, tote kabe eldoug OlKOVOULKN evioxuon avaoTpEPETaL KL UTIOXPEOU AL VO OTTOTIANPWOW AUECA KABE
TUXOV ave€dPAnTo moco. Emmpoobétwe, anodéxopal tnv euBUVN amonmAnpwung omoloudnmnote odpeAdpevou
ToooU, HETA TNV adaipecn TUXOV EKTTTWOEWV ATIO LEPLKN) OLKOVOLLLKN Evioxuon.

| 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.
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Ovopatenwvupo (OAoypddpwc):

Print Name:

YX€on Ue Tov a.oBevn:

Relationship to Patient:

Yrnoypadn:

Signature:

Huepounvia:

Date:

BeBawwBeite OTL £XeTE CUUMANPWOEL TO TIAPOV £yypado Kal EXETE MAPACKEL OAQ TOL OXETLKA £yypada TTou
aaLToUVTOL Yo TN SlEKMEpPAiwaoN TNG altnong oag MPOoToU EMOTPEYPETE TNV aitnon oag:

Please verify that you have completed this document and provided all applicable documentation needed to
process your request before you return your application:

[l

O

JUMMANPWOoa OAEG TIG 0eAIBEC TNG altnong, cupmepA\apBavopévng TnG uTtoypadng Kot TG NUEPOUNvViag.
Completed all pages of application, including signature and date.

YJuuneptéAafa Tig mo mpdodateg eTHOLEC LLOBOAOYLIKEG Kal popoloyikeg dnAwoelg oag (Evtumo W-2) kait
n dtadopa elcodrpata (Evtumo 1099).

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

JuuneptéAafa ekkaBaplotikd pobodooiag Twv TEAEUTALWY 2 UNVWV HE TIG AmoS0oXEG o TNV apxr Tou
£TOUC HLEXPL TNV EKACTOTE TPEXOUCO NUEPOUNVIA YLt KAOE LEAOC TOU VOLKOKUPLOU
Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

JuuneptéAafa tn dnAwon opoomovdlakou GOpou LCOSHUATOC YLa To Tio poodato £t1o¢ (€vtumo 1040).
Attached your Federal Income Tax return for the most recent year (form 1040).

YuuneptéAaBa avtiypado tng adelag o6riynong tou Miolykav ) Tou SeATiou TAUTOTNTOG TNG TOALTELOC
Tou Miotykav.
Attached a copy of your Michigan driver’s license or Michigan state identification card.

YJuunepléAafa TG mpooPateg TPAMEIIKEG KATAOTACELG TWV SUO TEAEUTALWV UNVWV:
ETUTAYEC/ATOTAULEVOELG.
Attached your last two months of recent bank statements: checking/savings.

ZuunepléAafa amodelkTikd otolxeio AAAwY eloodnudtwy (f mapddelypa: eLoodnuata and evoikia K.AT.)
Attached proof of other income (or example: rental income, etc.)

JuumneptéAafa avtiypada Twv KOPTWV LATPLKNC aoPAALong eAv £XeTe KAALYN.
Attached copies of medical insurance cards if you have coverage.

JuunepléAafa avtitumo Tng emoToAng andppudng amno to npoypappa Medicaid (av €xete KAvel attnon
KL XL amoppLdOet)
Attached a copy of the Medicaid denial letter if you applied and were denied.

MapaKAAELOTE VO CNUELWOETE OTL yLaL TNV TIEPALTEPW afLOAOYNON TNG Altnong oag evoExeTal va analtnBel
SNAwaon MPOCWTIKWY OLKOVOULKWY OVAYKWV.
Please note, a statement of personal financial need may be required to further evaluate your application.
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