¢ lotl clllLS)Y Ul TORD

. . . . HEALTH-
Patient Financial Assistance

A. elRued % (54 (e 59 2ellel
Hospital or Clinic Location

A Rellst(e1l) Uie 521 ol e£1 Aetto Ul 530 sdl wedl Uid 528
Select the location(s) where the patient received or will receive care:

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

] HF Kingswood Hospital ] HF Wyandotte or HF Health Center Brownstown
[0 HF Macomb Hospital O wed, (5Ul 53l R S2):

[J HF Medical Centers Other, please specify:

1 HF Jackson Hospital

B. &Elof] HilSd]

Patient Information

e&la Hodl ARAIR BidetL w1 (1211l (A1) 611
Complete this section about the patient receiving care:

&€lo] ot 1H:

Patient Name:

oot dIZ1W: NS5 3815 iz

Date of Birth (DOB): Medical Record Number:

AlR1ud sy R3] iz
Social Security Number:

22 ID iR
Guarantor ID Number:

C. Wlofes ugl (Ale2r)
Responsible Party (Guarantor)

sUl 539 dodlod] (46 YsaetlR (5 (ARl w41 (Aetidl il 52
Complete this section about the person paying the medical bill:

A& 1R Ulaf ot lH (%] (G119 B $cll ML &Y dl):
Responsible Party Name (if different than section B):

e€] U] Aody:
Relationship to Patient:
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Q3o 4211y

Street Address:

AER, AR, (Uet 515, 2L

City, State, Zip Code, Country:

Slel {043 SIU[EYA) §lot of0dR:
Phone Number: Work Phone Number:
ols3leldl: [ g6l 2L6H
Employer: Full Time

D. AR dlH] UlAdl usIHl
Health Insurance Eligibility Verification

of| Aot el €5 HI "L’ AUl Wl Ue SRU:
Select ‘yes’ or ‘no’ for each of the following questions:

[1ulé 2l8H
Part Time

1. 2] di Medicare Hl2 W% 53| B ¥ ol 1HR S| AId] 82 O el O-il
Have you applied or been denied for Medicare? Yes No
a. Medicare [A®12L A? [ &l [ «il
Medicare Part A? Yes No
b. Medicare [A®13] B? Oel  O-ll
Medicare Part B? Yes No
c. Medicare [A®1L C? [ &l [ «il
Medicare Part C? Yes No
2. 2 dX Medicaid HI2 2% 531 8 5 oisIa M w41d] B2 O el Osil
Have you applied or been denied for Medicaid? Yes No
a. %l dda oS HIUdIHi MIcd] &dl, dl Q) Deal 90 [eddHidsR MuaMi O el O-ll
) edl? Yes No
If you were denied, was the denial within the last 90 days?
3. Q) dX A lellel] Aileld AlLLSsIY UE Ad ) HIS W) 53] el O O el O-ll
Are you applying for financial assistance services related to: Yes No
a. Hle [cesd A[(susee?
Motor vehicle accident (MVA)?
b. il [U[Sd? O el O-ll
Crime victim? Yes No
C. Esll-li.l?_ai dildr? 1 &l 14l
Workers compensation? Yes No
d. Y g1 (BeleWL dild, duAq W usq)? O el Osil
Other injury (for example, slip and fall)? Yes No
4. 9 dURL<sAeldl Hdl Bdadleflell ddlseldl AHsHI ALY 1] AN B2 O el O-ll
Does your employer or spouse’s employer offer group health insurance? Yes No
5. 9 di dHRLelsTleldl Haudl Ydad el dlsleldl gRIOedl 3 el e Hlsatdi O el O-ll
53 NNy B? Yes No
Did you have coverage in the last 3 to 6 months through your employer or spouse’s
employer?
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a. %l el dl g sleAl(E5es W) ey 62 YHlelel (e [14Y (Consolidated Oel  O-ll

Omnibus Budget Reconciliation Act, COBRA dHIRl Hl2 GUuEey 8? Yes No

If yes, is COBRA available to you?
6. 2 dAHIZL UL 516 Wy WIR12Y M) B2 O el O-ll
Do you have any other health insurance? Yes No

a. Ll dl dlHiefl Hilsdl 24l

If yes, please provide the insurance information:

7. 2 d¥ Henry Ford Health Adleil [ddRel 514H] 2&d 1] ©1? Oel  O-ll
Are you a permanent resident who lives within the Henry Ford Health service area? Yes No

E. €1l UG 3o 822122 A%2UR 1S
Household Members and Household Employment Income

e€lell URAIR (A2 241 [deilol Yol 530
Complete this section about the patient’s household:

AMIRL LML 526l A®RI] 8? 5Ul 531a M
SHLAL 1A Al dHIH YeAef] ALE] 41U) (e S1U dl 6{l%) 20le s19)):

How many people are in your household? List any household
member who earns an income (attach another sheet if needed):
€201l UGUs} ol 1M €1 418\ oiy S4ULRIS ¥1ds
Household Member Name Relationship to Patient ($Uld H@,Gl[)

Monthly Gross Income
(before deductions)

S

v nnmn nm

§4 ULRLS ¥Lds:
Total Monthly Gross Income:

F. &lReil o A9 S
Household Other Income

o] vl A 1A 5ell W Bld B, dl e£lefl W 1S (A2 21 [Aetor Yol 520

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

Bl Sell W Fldl U(d Hlea 54

Other Income Sources Amount Per Month

Wl sa deld/wR1S] $

Child Support/Alimony

51222 3R, 21Geie{lu 222, udefl wlds, a3, $
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Foster Care, Township Trustee, Church Income, etc.
UsRlel, UIHL[S YRell, AlHLErS Y&l [dsaidldl $
Pension, Social Security, Social Security Disability
®MLSiel (Hetsd $
Rental Property
LS, culy, [Agd [ddrel $
Annuities, Interest, Retirement Distribution
WR1o113] 6128) MLl SIHER dAdR $
Unemployment or Worker’s Compensation
WY (SUL 53 R 52) $
Other (please specify)

59 W WA Sl Aldl | $

Total Other Income Sources

G. UlRdLRSs Masdl
Household Assets

o) L ULRALRS Masdl €1y, dl ¢l UlRAIRS Masdl (alell w41 [Aeiiol Yol 520
Complete this section about the patient’s household assets if these are household assets:

Masdel usiR 54
Type of Asset Total
SEN $
Cash
WYd Wld S
Savings Account
Uldl dulyd $
Checking Account
RS $
Stocks
AES $
Bonds
AR RAES $
Savings Bonds
[SUl(z52etl U IRIUA $
Certificates of Deposit (CDs)
Uofl HiB2 Ws1G2Y $
Money Market Accounts
Ry 55 S
Mutual Funds
e S
Trusts

54 Masdl | $

Total Assets
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H. HLRALS €39 W)
Monthly Household Expenses

o) 5185 e129122 WL €1 ) £€lell el WL (A1) 241 [Aeilols Yol 520
Complete this section about the patient’s household expenses if there are any household expenses:

VRl USIR Uld Hlsa 254
Type of Expense Amount Per Month
SIN $
Rent
SR $
Mortgage
Wl vely S
Child Support
sRuLg $
Groceries
dl&et Y5l $
Vehicle Payment
AUlHI L) $
General Bills

S HIRLS €3G WA | $

Total Monthly Household Expenses

. ¥ [(d5ddl
Authorization

& HFH ofl (0] A U5A124) Wef 412 A1RILIS1A A1 HIZefl HIZL UlAd el £98 Lol (e HIR il
WU AHL[AR HI[&d] Henry Ford Health (HFH) A UsL(2ld $dleil A [ESddl 1Y €. & w1 HiledlA
LAY S 1Y USIAAL HI2 HFH ol W [ESd 53 €9, BUI (52 0] w&dld RNddl, AR Bel/4d |

Al sofl ASIUQI 5] 24el ALY Y&IUS el 1A% Hodal HIS wa W GURidedl siledd] 21iie el U3 8,
Uq d Y RHd lefl. 241 241 HIRL GIREYI uLsdaiMi 41dd] vl Hilsd] A wldseil e ids)
AL MU W i led] UHIS) 4YRL B. %] sl8usl A4 [HalRd saMi +41d 8 % A w106l Hiledl
W12l 3 w155 &, dl odell w1 [es A1y Gald] 2alHi w1d) wa SSURL M dHIH eI+l
Ysalef] dlesL(@s HRULE sal HIRel] oscllniel] ¢ 2lsINeL SleUL AilRLs wLELS YslUsil 9
Ueleil W1S] o{lsndl 254 HULE 5l Hieell wdldel3] el 51 HI UL & HHd 9.

| 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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Hlel WeRAH ol H:

Print Name:

ZARIOENRIATE
Relationship to Patient:

Usl:

Signature:

dlluy:

Date:

SUL 531 USIAL S dR L el 199 YL AT D el di dHI] 249 Udl 5] A udi du1R] [ceidl u2 ulsal
$AL HI2 %03 dHIH €19, USAl £t 1A%) Uslel sU[ D:

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

O 242%)etl dH I Ulel 4] UL e d1FIW Aled YLl sul 8.
Completed all pages of application, including signature and date.

O duiRL A8l dlegdetl dNeil Aol e 52 [Adesil (S1H W-2) A welcl] UYL 41d s (514 1099)
U8 154 8.

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

O eetl £35 AeAs{] a-efl-d1Z]wsfl sHIRM A18 Bedl 2 H[Eallotl UdLIRe1l 20441 95134 B.
Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

O el diR¥dzetl oy (514 1040) HI2 dHID 3G 851 254 [Res1 %13¢ 8.
Attached your Federal Income Tax return for the most recent year (form 1040).

O dIRL (R0 SRIAY dled Aeld] ({21006 AL W 51Sef] o156 %136 D).
Attached a copy of your Michigan driver’s license or Michigan state identification card.

O dHRL el A Helloll diBdretl 6§ ey A5/ %134 8.
Attached your last two months of recent bank statements: checking/savings.

O ws wldsell Y1d) (4edl GeleWL: ISl 1ds, ddR) 154 &
Attached proof of other income (or example: rental income, etc.)

O o) duIZ] ulA 5439 Sl d) doflod] dlul 515+l sise 3d D).
Attached copies of medical insurance cards if you have coverage.

[0 o) di 222 53] €l 3a eisRAH 2 1d] €U d] Medicaid llH%R Uteil 215 o156 109 8
Attached a copy of the Medicaid denial letter if you applied and were denied.

sUl 531 ofld 520, dHIZ] MR)e] Ay HEU (Sl AL HI2 U5l AlRLLSY e RULdslL (A eeioi] e
usl 23 9.

Please note, a statement of personal financial need may be required to further evaluate your application.
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