HENRY
FORD

®PrHaHCcOBas NOMOLLLb MaLMeHTaM HEALTH
Patient Financial Assistance

A. PacnonoxeHue 601bHULbI UAN KITNHUKN
Hospital or Clinic Location

BbibepuTe MecTonoNoKeHMA, B KOTOPbIX NAUMEHT Noayuynn (byaeT noayyvaTb) MeAULMHCKYHO NOMOLLb:
Select the location(s) where the patient received or will receive care:

] Henry Ford (HF) Hospital 0 HF West Bloomfield Hospital

L] HF Kingswood Hospital ] HF Wyandotte unu HF Health Center Brownstown
O] HF Macomb Hospital LI Apyroe (ykaxuTe):

L] HF Medical Centers Other, please specify:

L] HF Jackson Hospital

B. [JaHHble naumeHTa
Patient Information

YKarKuTe B 3TOM pa3zesnie AaHHble NaLneHTa, NOy4atoLwero MeauLmMHCKY NOMOLLb:
Complete this section about the patient receiving care:

Uma naymeHTa:
Patient Name:

[aTa poxkaeHus: Homep meauuMHCKOM KapTbl:
Date of Birth (DOB): Medical Record Number:

Homep coumanbHOro cTpaxoBaHUA:
Social Security Number:

NaoeHTuduMKaTop nopyuntens:
Guarantor ID Number:
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C. OTBeTcTBEHHOE NMNLO (NOpyUYnTEND):
Responsible Party (Guarantor)

YKaxKute B 3TOM pasgene AaHHble 1La, ONJIaYMBAOLLETO CYET 33 MEANLMHCKME YCAYTU:
Complete this section about the person paying the medical bill:

Mma oTBETCTBEHHOTO NLA (€CIN OTIMYAETCA OT UMEHU, YKa3aHHOro B pasaene B):
Responsible Party Name (if different than section B):

Kem npuxoauTca naumeHTy:
Relationship to Patient:

Agpec (ynimua n Homep aoma):
Street Address:

ropog, WTaT, NOYTOBbIM MHAEKC, CTPaHa:
City, State, Zip Code, Country:

Homep TenedoHa: Pabounit Homep TenedoHa:

Phone Number: Work Phone Number:

PaboTtopatens: ] NonHas 3aHATOCTDL ] YactnyHas 3aHATOCTD
Employer: Full Time Part Time

D. NMpoBepKa COOTBETCTBUA KPUTEPUAM A1A NONYHEHUA MELULMHCKON CTPAXOBKMU
Health Insurance Eligibility Verification

BbibepuTe BapmaHT «4a» UAN KHET» AN OTBETA Ha KaXKAblii U3 HUXKENEePeUYMCAEHHbIX BONPOCOB:
Select ‘yes’ or ‘no’ for each of the following questions:

1. Mopasanu nu Bbl 3asBKY Ha yyacTue B nporpamme Medicare anbo 6bina nm O fa O Het
OHa OTK/IOHeHa? Yes No
Have you applied or been denied for Medicare?

a. Medicare, yactb A? O aa O Her
Medicare Part A? Yes No
b. Medicare, yacTb B? O fa O Her
Medicare Part B? Yes No
c. Medicare, yactb C? O Aa O Her
Medicare Part C? Yes No

2. TMopaasanu nu Bbl 3aABKY Ha y4actue B nporpamme Medicaid nnmbo 6oina nn O Aa ] Het
OHa OTKNOHeHa? Yes No
Have you applied or been denied for Medicaid?

a. Ecnu Bawa 3asaBKa Ha yyacTue bblaa OTKNOHEHA, MPOM30LW/IO0 K 3TO B O fa L] Het
TeyeHue nocnegHux 90 aHen? Yes No
If you were denied, was the denial within the last 90 days?
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3. lopaaeTe Nu Bbl 3as8BKY Ha NoJlyd4eHMe PUHAHCOBOM NOMOLLM B CBA3M C YCAyramu, O fa ] Het
KOTOPbI€ OTHOCATCA K NepeyYnCNeHHbIM HUXKe KaTeropmam? Yes No
Are you applying for financial assistance services related to:

a. Momoub nocne AOPOXKHO-TPAHCNOPTHOro Npoucwectsuns (ATM)
Motor vehicle accident (MVA)?

b. MNomoup KepTBe NpecTynneHua O Aa [ Hert
Crime victim?

Yes No

c. Bbinnarta 3a TpaBMy Ha pabouyem mecTe O Aa ] Het
Workers compensation? Yes No

d. [pyraa Tpasma (Hanpumep, B pe3yabTaTe TOro, YTO Bbl MOCKO/Ib3HY/IUCh O fa O Hert

W ynanm) Yes No

Other injury (for example, slip and fall)?

4. Tlpepnaraet nv Baw pabotogatens nau pabotogartenb Ballero cynpyra/cynpyru O fa ] Het
rpynnoBoe MeauLMHCKOe CTpaxoBaHue? Yes No

Does your employer or spouse’s employer offer group health insurance?
5. Bblna vy Bac CTpaxoBKa OT paboTogatens unu pabotoaaTtensa sawero O Aa O Het
cynpyra/cynpyrv B TeyeHme nocneaHux 3—6 mecaAues?

Yes No
Did you have coverage in the last 3 to 6 months through your employer or spouse’s
employer?
a. Ecaun pga, poctynHbl v Bam Bbinnatel COBRA? O fa ] Het
If yes, is COBRA available to you? Yes No
6. WMmeeTcAa nuy Bac apyraa meanuMHCKaa CTpaxoBKa? O Aa ] Het
Do you have any other health insurance? Yes No
a. Ecnm pa, ykaxkute nHpopmaumio o Helt:
If yes, please provide the insurance information:
7. TporkunBaeTe nu Bbl HA NOCTOAHHOM ocHoBse B CLLUA 1 npoxunBaeTe M Bbl B palioHe, O Aaa 1 Het
obcnyxmsaemom Henry Ford Health? Yes No

Are you a permanent resident who lives within the Henry Ford Health service area?

E. [loxoa v TpyAOyCTPONCTBO YN1EHOB AOMOX03ANCTBA
Household Members and Household Employment Income

YKaxkuTe B 3TOM pasgene MHGOpMaLUIO O AOMOXO3ANCTBE NaLUNEHTa:
Complete this section about the patient’s household:

CkonbKO mo,a,eﬁ XMBET BMECTE C BaMn? YKaxuTte Bcex

NPOMBAIOLWMX C BAMM /UL, Y KOTOPbIX €CTb A0X0A, (NP HEOBXOAMMOCTU NPUNOKUTE AONOJHUTENbHbIN JINCT):

How many people are in your household? List any household

member who earns an income (attach another sheet if needed):
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CoBOKyMHbIM
Uma n pammnna uneHa 4OMOX03ANCTBA CreneHb poACTBa C NALMEHTOM eXXeMeCAYHbIN f0Xxo4,
Household Member Name Relationship to Patient (no BbiyeTOB)

Monthly Gross Income
(before deductions)

S
s
S
S
S

O6UWMIN COBOKYMHbIN EXKEMECAYHbIN [0XO0A,;:
Total Monthly Gross Income:

F. Mpoune goxoabl AOMOX03AMNCTBA
Household Other Income

YKaxuTe B 3TOM pasfene AaHHble O NPOYMX A0X0A4aX NALUMEHTA NPU HAANYUK APYTUX UCTOYHUKOB A0X0A4a:
Complete this section about the patient’s other income if these are other sources of income:

[lpyrve UcTouHUKM aoxoaa Cymma B mecsall,
Other Income Sources Amount Per Month
Mocobus Ha pebeHKa / anMmeHTbl S

Child Support/Alimony

CemeltHbIN yxopa (oneKa), noneymTenb ropoacKkoro COBeTa, S
[0X04, U3 LEePKOBHbIX MCTOYHUKOB U T. M.

Foster Care, Township Trustee, Church Income, etc.

MeHcua, coumanbHoe nocobue, coumanbHoe nocobue no S
HeTpyA0CcnocobHoCTH

Pension, Social Security, Social Security Disability

Mmyuwiectso, caaBaemoe B apeHay S
Rental Property

PeHTa, NPOLEHTHbI AOX04, NEHCUOHHbIE BbINAATbI S
Annuities, Interest, Retirement Distribution

BbinnaTbl no 6e3paboTuue nan HeTpyaocnocobHoCTH S
Unemployment or Worker’s Compensation

[pyroe (ykaxute) S
Other (please specify)

Bcero 13 apyrmx S
MCTOYHMKOB A0X04a

Total Other Income Sources
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G. AKTUBbI IOMOX035IMCTBA
Household Assets

3anoNHUTe AaHHbIN Pa3aen, NOCBALLEHHbIN aKTMBAM AOMOX03ANCTBA NALUMEHTA, NPU HAaIMYMM TaKUX aKTUBOB:
Complete this section about the patient’s household assets if these are household assets:

Twun akTneos Bcero
Type of Asset Total
HannyHble S
Cash

CbeperaTenbHbIN cyeT S
Savings Account

YeKoBbli cyeT S
Checking Account

AKUMM S
Stocks

O6aurauum S
Bonds

CbeperaTesibHble 06aMraLmnm S
Savings Bonds

[eno3ntHble cepTUdMKaTbl S
Certificates of Deposit (CDs)

CyeTa Ha AEHEXHbIX PbIHKAX S
Money Market Accounts

®oHAbI COBMECTHOTO MHBECTUPOBAHUSA S
Mutual Funds

TpacTbl S
Trusts

Bcero aktneos | S
Total Assets
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H. ExkemecA4yHble pacxoabl 4OMOXO3ANCTBA
Monthly Household Expenses

YKaxute B 3TOM pasgene AaHHble O PacxoAax AOMOX03AMCTBA NauMeHTa (Npu Hannumm):
Complete this section about the patient’s household expenses if there are any household expenses:

Tun pacxonos Cymma B mecsl,
Type of Expense Amount Per Month
ApeHa Xunbs S
Rent
NnoTteka S
Mortgage
Mocobua Ha pebeHKa S
Child Support
MpoAyKTbl S
Groceries
BbinnaTtbl 3a aBTOMO6UAb S
Vehicle Payment
O6wwme cyeTa S
General Bills
Bcero exxemecayHbIX pacxooB S
[0MOX035MCTBA
Total Monthly Household Expenses
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|. PaspeweHune

Authorization

HacToawmm A paspeluato nepeaatb MHPOPMaUMIO, coaepKallytocs B 3Tom 3aaske, Henry Ford Health (HFH)
C UeNbio NMPUHATMA peLleHns 0 MOem npase Ha NosyvyeHre GUHAHCOBOWM MOMOLLM B COOTBETCTBUM C
npasunamu n npoueaypamm HFH. A gato HFH npaBo npoBecTn Bce HeobxoanMble NPOBEPKU 3TOM
MHbOPMALMM, BKAKOYAA, NTOMUMO NPOYEro, Nosy4eHMe OTYETOB M3 KpeaUTHbIX 610pOo, NPOBEPKY CBEAEHM
0 TPYAOYCTPOWCTBE N/UAN AOX0AE M NONYYEHNE APYTUX NOATBEPNKAAMOLLMX AOKYMEHTOB. Bce cBegeHmn u
noATBepKAaloLMe NCTOYHUKM A0X043 AOKYMEHTbI, NPeAoCTaB/eHHble MHOIO B 3TOM 3aABKe, ABNAIOTCA
[OCTOBEPHbIMU, TOYHBIMM U NOAHBIMW. ECIM B KAKON-NTMB0O MOMEHT BbIACHUTCA, YTO NPeaoCTaBAeHHan
MHO0 MHPOPMaLUA ABNAETCA HEAOCTOBEPHOWN UM HETOYHOM, BCA GUHAHCOBAA NOMOLLb B MOW aapec
byaeT NnpeKkpalleHa U A NPUMY OTBETCTBEHHOCTb MO MOJIHOMY U HE3aMeA/IUTENIbHOMY BO3MELLEHUIO BCEX
y*Ke NOoNyYeHHbIX cpeacTs. A TakKe 06A3y0Cb NPUHATL OTBETCTBEHHOCTb 3@ BbINAATY BCEX CYMM,
NPUYUTAIOLLMXCA NOC/Ee pacyeTa BCEX CKMAO0K HA YaCTUYHYO GMHAHCOBYHO MOMOLLb.

| 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.

Nms n pammama (nonHocTblo):
Print Name:

Kem npuxoautca naumeHTy:
Relationship to Patient:

Moanuce:
Signature:

[aTa:
Date:

Y6eauntech, 4To Bbl 3aNOJHUAN 3TOT AOKYMEHT U NPeaoCTaBUAN BCE AOKYMEHTbI, Heobxoaumble ans 06paboTku
BALLEro 3anpoca, Npexae 4Yem noaasaTb 3asBKY.

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

[ 3anonHeHbl Bce cTpaHMLLbl 3aABKM, BKAOYAA MOANNUCH U AATY.
Completed all pages of application, including signature and date.

L1 MpunosxeHbl Bbinuckm ¢ gaHHbIMM O Balueil 3apaboTHOI naaTe 1 Hanorax (bopma W-2) u/mam npounx goxogax
(dopma 1099) 3a nocneaHuit rog,
Attached your most recent year Wage and Tax Statements (Form W-2) and or Miscellaneous Income
(Form 1099).
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| MpunoxeHbl N1aTeXKHble KBUTAHUMK 32 NocaeaHmne 2 MmecAla, NoATeepKaatoLwme 40X04bl KAaXKA0ro YaeHa
[OMOX03AMCTBa C Hayana roaa.
Attached last 2 months of pay stubs with year-to-date earnings for each member of the household.

] Npunoxera Bawa aeknapauums no deaepansHOMY NOLOXOAHOMY HANOTy 3a NOCAeAHUM rog, (popma 1040).
Attached your Federal Income Tax return for the most recent year (form 1040).

] Npunosxera konua BaLlero BOAUTENLCKOMO YA0CTOBEPEHNA MU MAEHTUDUKALMOHHOI KapTbl WTaTa MuUdmraH.
Attached a copy of your Michigan driver’s license or Michigan state identification card.

] Mpunoxersl Bawwm 6aHKOBCKME BbIMUCKM MO YEKOBbIM/CHEpPEraTeibHbIM CHeTaM 3a NOCAEAHME ABa MECALLa.
Attached your last two months of recent bank statements: checking/savings.

] Npunoxero noaTeepskaeHMe Npoumnx 4OXOA0B (HaNPUMEp, OT PEHTbI U T. N.)
Attached proof of other income (or example: rental income, etc.)

] MpUNoXKeHbl KOMUKU KapT MeAULIMHCKOro CTpaxoBaHMA (eC/1M y Bac eCTb CTPaxoBKa).
Attached copies of medical insurance cards if you have coverage.

L] Npunosxera konua nucbma ¢ 0Tkasom B pernctpaumm 8 cucteme Medicaid, ecam Bbl Nogasany COOTBETCTBYIOLLYIO
3aBKY W MONYYMUIM OTKA3.
Attached a copy of the Medicaid denial letter if you applied and were denied.

O6paTnte BHUMAHME, YTO AN1A Aa/IbHENLLEN OLEHKN BaLLEN 3a8BKU MOXKET NOTPeboBaTbCA 3anaBAEHUE O
HeobxoAMMOCTN NMYHON GUHAHCOBOM NOMOLLM.
Please note, a statement of personal financial need may be required to further evaluate your application.

Bepcusa ot 14.08.2024. 3anBKa Ha npegocTaBaeHne GUHAHCOBOM Ctp.8u38
nomouwm nauneHtam HFH Russian



