¥inancial Aid Form

O Approved
0 Rejected

Answer all questions completely and to the best of your kuowledge in order to prevent
delaying this charity application. Include a copy of your W-2; {ax return and/er 2 current
pay stubs and self-employed patients need to provide a copy of their income fax returns
and for Medicare patients please provide a copy of your secial security check or bank

statement.

DBate of Application:

PATIENT INFORMATION
Patient Namey e N _
LAST HRST MIUHLE IRITIAL
Social Security Number:
Address: e
STEEST ' ' ‘ iy STATEZRLODE

Phone Namber:

Respousible party or spouse naie: |
) LAST

Social Secarity Number: L D e Lo T e
Address: & I \ !
STREET . Ty _ STATEZT CODE
Phone Number:
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EMPLOYMENT INFORMATION

R L

i. Are yom presently employed? Patient 0t Part Time 0 Full Time
Spouse G Part Time O Full Time
2. Patient Employmenti:
Present
Employer _
Address of Present Employer .
Employer Phone Number Length of Time Employed_ ~yrs mos
Spouse Employment:
Present Employer
Address of Present Em;ﬂoyer . _ . _ _
Employer Plione Number _ _ Length of Time Employed YIS TOos
3. Patient Past Employment (Ta be smsw’ eﬂanly ;5’ mcﬁ;#ﬁyed) e S
Where Last Buployed
Address of Last Bmployer___ e A '
Employer Phone Number____ _ Date Last Employed _
4. Spouse Past Employment
Where Last Bmployed
Addressof LastEmployer_ - ° e
Employer Phone Number _ . Date Last Employed
§. Name of Nearest Relative Not Living With You:
Address - ~ Phone Number__
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Vesification of Information: T hereby authorize The Fauquier Hospital, Inc. (hereinafier "Hospital™) to verify
any information contained herein. Further, I authorize my present or past employers o release to the Hospital
any information that the Hospital requests related to my dates of employment and wages or salary. Ialso
authorize any courts in the United Statés to felease to the Hospital informstion concerning any child support that
1 am receiving or paying, the amount of the payments ordered to be made o or from me, 2nd the duration of the
same. ’

1. Number of Dependents (who you’re responsible for) In Your Hounsehold Including yourseif and their
ages:

2. Do you ewu? 1 Real Estate Amount of Payment
& Automobile Amount of Payment

3. List Your Monthiy Payments: Rent:
FPhone:
Electric:
Credit Card(s): .

4, Income:
Gross Family Tocome '
Public Assistance {Food Stamps, ele) -+ ¢ = - = .~ _
Social Securty '
Unemploymeiit
Worker’s Compensation
Stike Benefits
Veteran’s Benefits
Alimony pr Child Support
Military Allotments
Support From Someons not Living in Household
Governraent Perision '
Privite Pénsion
Inceme fom Rectal Property
Amouat of Savings Account
Argoumt 1 Checking Acoount

5. Do you have other accounts with The Fanquier Hospital, Jne.? ©¥es ONo

[ HEREBY CERTIFY that the information provided sbove is true and accurate to the best of my knowledge and
that fhis information is mutetial, 1 understaid the Hospital 5ill bérelying ofi the sathe and the Hospital will

suffer damages if the information is false.” Moreovez, I understand that if this information Is false the Hospital —-
may proceed with legal action against me. :

SIGMATURE OF APPLICANT
FOR BOSFITAL USE ONLY
" Application tzken by: _ Patient Accoont #{3
Approved by; Date .
Information Verified by: ’ _ Date: _
Remarks: . *
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