-HENRY
N EIREGIE R HEGI FORD
, , , , HEALTH
Patient Financial Assistance

A. 31EqdTer T [Felfeleh T TUTT
Hospital or Clinic Location

3 T T TG X STgT AT Y WIS FIe g5 AT Yo g1

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 3T HF Health Center Brownstown
[0 HF Macomb Hospital O 3r=3, 9 ffese i

] HF Medical Centers Other, please specify:

] HF Jackson Hospital

B. =i i S
Patient Information

T SGHTST ATC Tl alel 30T & HeLr H ST T $1T Rl G 1

Complete this section about the patient receiving care:

QY T AT
Patient Name:

SI=H fafdr (pos): Afswe Repis Fa1:

Date of Birth (DOB): Medical Record Number:
QAT FI&T HEAT:

Social Security Number:

IR ST A

Guarantor ID Number:
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C. fS#¥AeR arer et (IReR):
Responsible Party (Guarantor)

T TATRCAT Tel T $ITCATeT e dTel STl o TN H ST I bl T A

Complete this section about the person paying the medical bill:

THFASR I1ET T AT (39R TF2AT B F eI &N):

Responsible Party Name (if different than section B):

et & 9Ty geYy:

Relationship to Patient:

ISl (FEIC) T IAT:
Street Address:

e, T, [T I, G2
City, State, Zip Code, Country:

HieT T ESFAY T PieT e
Phone Number: Work Phone Number:

IGRIEGIF O paega O uEersa:

Employer: Full Time Part Time

D. Tarezy AT ur=3dar gy

Health Insurance Eligibility Verification
fArfafRa ucds uea & forw g a1 ‘=8 T=i:

Select ‘yes’ or ‘no’ for each of the following questions:

1. T 39 Medicare & T 3mdeeT faram § a1 3R a1 fer a—m 87 O & mER
Have you applied or been denied for Medicare? Yes No
a. Medicare 9i¢ A O & O =
Medicare Part A? Yes No
b. Medicare 9¢ B O & O =&t
Medicare Part B? Yes No
c. Medicare 9T€ C O &r O agr
Medicare Part C? Yes No
2. T 39 Medicaid & foIT 31TaesT foham & a1 3dihR e feam aram &2 O & mEG
Have you applied or been denied for Medicaid? Yes No
a. 313N 3T SAHR T I AT, A 4T SR [ASet 90 feail & ek foramararam? [ g mEG)
If you were denied, was the denial within the last 90 days? Yes No
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3. Fa1 3119 o<1 & Hefad O Ggraar Jan3it & fov 3mdesT F IR &: O & [ =7t
Are you applying for financial assistance services related to: Yes No
a. I dTgel gHEaT?
Motor vehicle accident (MVA)?
b. 3ToRTer Nf3T? O & [ =&
Crime victim? Yes No
c. HfH® HIMGAT? O & mER
Workers compensation? Yes No
d. 3T 9T (3ETeX0T & forT, gt Rar)? O & [ 7&r
Other injury (for example, slip and fall)? Yes No
4. T 3T9ehT AT AT 39 IT AT Yeadl ohl AT HHg FARELT STAT ITcTet] T 52 O & O &8t
Does your employer or spouse’s employer offer group health insurance? Yes No
5. wmmﬁﬁwa;mwﬁﬁaﬁ3@6mﬁaﬁmqm§M? 1 & O =&r
ﬁ'Q’IEI—_cIT: Yes No
Did you have coverage in the last 3 to 6 months through your employer or
spouse’s employer?
a. 313 g, dl 94T COBRA 3TUa folt 3qefstr 872 Oe O
If yes, is COBRA available to you? Yes No
6. AT 3T ITH HIS GENT TAELY SIAT §2 Og Oér
Do you have any other health insurance? Yes No
a. AT BT, Y T AT T AR &:
If yes, please provide the insurance information:
7. &1 379 Ueh LAY fAardY § S Henry Ford Health a1 815 & iR fAarg axa &7 O & O =7
Are you a permanent resident who lives within the Henry Ford Health service area? Yes No

E. o @eed 3R o IR A g3 31
Household Members and Household Employment Income

Vet & IRER o TR H H 3TN &l G L

Complete this section about the patient’s household:

319 ARAR #H el fohcet el g? T HHTA dTel

aARaR & fondll o FeE I Fallaeer Y (319K T 8T, dl Teh 3R e 3rde H):

How many people are in your household? List any

household member who earns an income (attach another sheet if needed):
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N A8 Hehel AT
IRaR & AGET FT ATH el & Ty Few: (el & ugel)
Household Member Name Relationship to Patient Monthly Gross Income
(before deductions)
S
S
S
S
S
ol AT Hehol 3T
Total Monthly Gross Income:

F. 3= s ama
Household Other Income

3R A 3T & AT A &, o A AT 3T 31T o TR H S 77T T R Y

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

T & 3T A TR 9id Ag
Other Income Sources Amount Per Month
STeT HETICAT/I[STRT $7<T S
Child Support/Alimony
OTeleT QIYOT Heel SWHTS, T3 oY, T=T 307, 31 | S
Foster Care, Township Trustee, Church Income, etc.
URIeT, [TATTSIS &, [IATTSTeh GR&T faehetrardr s
Pension, Social Security, Social Security Disability
oy hr gafr S
Rental Property
i afiy, saret, darg Ry fravor S
Annuities, Interest, Retirement Distribution
SRISTITRY T # &k F3 T $
Unemployment or Worker’s Compensation
3 (9T A fEse ) S
Other (please specify)

T HT F Fel A | 5

Total Other Income Sources
Tt foham /T 08/14/2024 HFH PFAP &l 3TdcsT qT8H T4
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G. S HY
Household Assets

e & oo HafT & A Ao T e AR & S 2 S T B R

Complete this section about the patient’s household assets if these are household assets:
HYITT T TR Dol
Type of Asset Total
CEIY s
Cash
Sgd @rdr s
Savings Account
TTe] G s
Checking Account
i $
Stocks
EIES S
Bonds
CERCIC] S
Savings Bonds
STHT el AT S
Certificates of Deposit (CDs)
AT ST @t 5
Money Market Accounts
Y HsH s
Mutual Funds
TEE S
Trusts

Fof T | o

Total Assets

H. e #rfdes @
Monthly Household Expenses

3R AN F W TT &, A AN & o] @ o6 TEY H 5T TFAA Y T -

Complete this section about the patient’s household expenses if there are any household expenses:

Td & JHR RURICIGES IR
Type of Expense Amount Per Month
femram S
Rent
FROT $TcTe s
Mortgage
Tt foham /T 08/14/2024 HFH PFAP HeefY 31TdcsT 9T 8 H A5
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ST T $
Child Support

ETGEIR: eI S
Groceries
dTgeT T $[ITcllel S

Vehicle Payment

AT foor S
General Bills

B Fel AT @ | 9
Total Monthly Household Expenses
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|. orferepor

Authorization

# HFH el STt AR Tfshanait & 31eTaR faeiar Hgrrdm & fore A Fearar i feufa a et & faw
3H 3M1desT H [Afed STIhRT T Henry Ford Health (HFH) ﬁamaﬂﬁés%mﬁ;wm/aﬂ?ﬁ@ #H
HFH T $hiST s RUIE HToel hia, ST 3R/T 3T hT IS el 3R 3UGercd TETIh Eciaol HTed]
el Fg Tl SATABRY Y 3TARIH T H TN Hle o ToIT IR FIAT/FIA E, BTeliieh T8
STASRT IR FIOTT TLIT ek &1 HNfA 18T & | S MAGeT H A GaRT & IS T FATThRT IR 3T I
T GETdST HeT, HETh 3R FeTmT 1T olieh & quT 1 3R fehely ot Fere T o vl @ fob A ganr
&1 1S SITeTehRY ITerc AT 378y 2, Y el fachrr geraar 3oe sweh, 3R & foredy oY ik gafy spram QW
TR 3 o7 3R Aol S[oTeiTeT & ToIT ToasigR g15em/gr53tT| 3 faredt off 37 foehr werra ge F g
fondlY &1 TRY o forw sgeTaTet htet T AR TR oYet o forw TgAfd Sar/adr gl

| 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.

E@HH’W:

Print Name:

el & ATy gey:

Relationship to Patient:

FEAIET:

Signature:

ag:

Date:
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T FeATTA Y fob 3T TE SETT T T TorT § 3R 39T 3HTdee arad it & Tgel 391 3eTRer h
AT e & ToIT 31maeTes ol exara st Uer o feu &

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

[0 g&dmeR 3R air |fgd 3rdest & @il 9ail 1 3resT g @ Q0 fomar

Completed all pages of application, including signature and date.

(] 319ch HeH 8Tt o a¥ T dcteT 31 Y faavoT (WreT W-2) 3R/ 376TaT-37619T 31T (HieT 1099) 37T fham aram &1
Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous Income
(Form 1099).

O aRaR & 9 &I T a8 F 319 doh T 31 G907 & A1 o) 2 ALIAT T ddsT TIF |

Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

O @ed g1l & ay o Tt 3T9ehT GENT 3T ReaT (Bre 1040) 378 ham A g

Attached your Federal Income Tax return for the most recent year (form 1040).

[0 31m9sh Michigan 3T8aR AIISEH AT Michigan T YgdTel 9 I Tk Ui 3T Hrag g

Attached a copy of your Michigan driver’s license or Michigan state identification card.

O 3m9sh Ao &Y AT & giforar S& faaror 3¢ v arv §: Afshea/aaal

Attached your last two months of recent bank statements: checking/savings.

(] 31 319 T 3¢ Tha 31T THATOT (IT 3GTEX0T: TR I 31, T9RE)

Attached proof of other income (or example: rental income, etc.)

(0 379R 319k 918 ha o &, df RIfhedr AT s Ay ufaar sida fras g

Attached copies of medical insurance cards if you have coverage.

[0 379 319eY 31deeT fomar T 3R #7e1 X feam arar 2, @ Medicaid FAT a3 dTel I T Teh fa fdret i 1S g

Attached a copy of the Medicaid denial letter if you applied and were denied.

FALT EATH ¢, 3Tk 3HTAceT T 3T FedTehel el o TIT ATFAIT el ImaeTshdr o fdavor i T
QEETIE]

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