G g%’, GOODALL-WITCHER

Healthcare

Application: Financial Assistance

Responsibility of Bill (please print)

Last Name First Name Middle

Street Address City State Zip

Date of Birth Social Security # Phone number
1. Is this application for future or past service?  Future ___ Past____ Date of Services

If future what are your specific needs?

2. Has anyone in your household applied for the County Indigent Health Care Program, Children’s Health (CHIPS), or Medicaid?

Yes No__ Who

When What is the status: Pending Denied Reason

3. Is anyone in your household pregnant? Yes No

4. Has anyone in your household served in the military? Yes No Who?

5. Have you ever filed a workers’ Compensation or motor vehicle accident claim? Yes No Date

6. Is anyone in your household eligible for Social Security benefits? Yes _ No___ Who?

7. 1s anyone in your household covered by health insurance or a health savings account (HAS)? Yes No
Who?

8. Does anyone else claim you on their income tax return? Yes No__ Who?

List all dependents, including your spouse:

Name Age Relationship/ Applying for benefits

MONTHLY INCOME

Do you have an income? Yes No Amount $

Does your spouse have an income? Yes No Amount $

If yes, you must provide recent pay stubs, receipts if self-employed, proof of public assistance payments, Social Security, unemployment, workers’
compensation, child support, alimony, etc. DOCUMENTATION IS REQUIRED.

For office use only:
Date turned in: Approved Date: Denial Date: Reason:

Goodall-Witcher Healthcare Ph# 254-675-8322 ext 7305 101 Posey Ave Clifton, TX 76634
ASSETS




NOTE: Married person should include spouse’s financial information.

Cash on hand/orin banks.  $

(Checking $ Savings $ Credit Union $ )
Automobiles, boats, motor homes, etc............ S
Real estate (Property) $ Mobile Home? If yes, what year: S

All other assets not specified above: please include description and value below

TOTAl ASSEES ... eveeeiee ettt te et et ete st eteees e st setese et eseeeesaesee st seesesesssessaesessasseseeereessesessssrene S

Household Expenses

Monthly Rent Payment $ or Mortgage Payment $ Mortgage Loan Balance $

Property Tax amount not included in payment amount above $ Value of home $§

Do you own property other than the primary residence Yes No If yes, value $

Monthly loan payment $ Paid to For

Medicare Part D deducted from Social Security Check Yes No_ Amount $

Utilities $ Insurance $ Living (gas, food, clothes) $ Other S
Alimony/Child Support $ Health Insurance $ Child Care $ Other S

Assignment of Rights

By signing below | authorize the request of my credit report and/or tax return. | understand that a tax return is needed to process the application
and that more information may be requested before my eligibility can be determined. You may attach the documents and submit this application.

By signing below, | certify that all information | have submitted is true. | understand that any incorrect, incomplete or false information that |
provide or someone else provides for me could cancel my application for financial assistance.

All adult household members who sign below authorize the release of my any medical, financial or employment information which relates directly
to their health care or to their financial assistance eligibility. This information may be released to any health care provider from whom household
members have sought healthcare services or financial assistance. All information provided will remain confidential under the provisions of HIPPA
federal guidelines. Elective procedures may not be considered for assistance.

| agree that | will repay the full assistance award if | receive payment of any kind for the medical service covered by this application, for example
insurance payments, government program payments, award from a lawsuit or any other payment.

If | receive Financial Assistance, | agree to inform Goodall-Witcher Healthcare of any changes which could impact eligibility, including changes to
family size, income, and health insurance coverage. | understand that if my/our medical situation changes so that I/we might be eligible for a
public assistance program, | will need to apply to that program and provide proof of application.

Applicant Signature Date Co-Applicant Signature Date
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