[image: ]Financial Assistance Application
224 NW Crane Ave
Madison, Florida 32340

Date of Request: _____________________ Social Security Number: ______________________
Name: ________________________________________________________________________
Last                                                        First                                                  Middle

Address: ______________________________________________________________________
Street                                          City                                        State                                    Zip

Telephone Number: _____________________________________________________________
Occupation: ______________________________ Employer: ____________________________


Family Size
	Name
	Date of Birth
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Income
	List income for family from
	
	Past 12 Months

	Wages
	
	

	Farm of Self-Employment (Net Income)
	
	

	Public Assistance
	
	

	Social Security
	
	

	Unemployment Compensation
	
	

	Strikes Benefits
	
	

	Alimony
	
	

	Child Support
	
	

	Military Family Allotments
	
	

	Pensions
	
	

	Income from Dividends/Interest/Rent
	
	



Total number of people in family:	              ______________________
Total Family Income for the Past 12 Months:  ______________________



Monthly Expenses

House Payments ____________________			 or Rent _______________________
Automobile Payment ________________			 Auto Insurance _________________
Lights ____________________________			 Water/Sewage/Garbage __________
Propane/Natural ____________________			


Assets

Name of Bank __________________________________________________________
Savings Amount ________________________________________________________
Checking Amount _______________________________________________________
Property Owned and Value of ______________________________________________
Value of Home __________________________________________________________
Value of Car ________________________ Year & Model of Car __________________




As provided for in Federal or State Law, I hereby request that Madison County Memorial Hospital make a written determination of my eligibility for uncompensated service.  I understand that the information which I submit concerning my annual income and family size is subject to verification by Madison County Memorial Hospital. I also understand that if the information I submit is determined to be false, such a determination will result in denial, and that I will be liable for charges for service provided.	Initial ________


Additionally, I understand that in accordance with Florida Statutes 817.50, providing false information to defraud a hospital or the purpose of obtaining good or services is a misdemeanor in the second degree.	Initial _______


Also, I acknowledge that I must inform the Financial Counselor of any ER visits while on this program.	 Initial _______




________________			________________________________________________
Date				              	           Signature of Patient of Representative
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