[image: ]Financial Assistance – Application Form
		If you need any help with this form, please call 712-336-8700 x1174


Applicant Name                                                                                                	             Social Security #

Date of Birth  				Phone #  			Cell Phone # 
					
Address

City / State / Zip                                                                                                                                                                                                                                                    


Spouse’s Name							Spouse’s Social Security # 
													
Spouse’s Date of Birth  		


Family / Dependent Information:

Dependents				         Age			     Relation to Patient

	                              






Family Size:				Dependents Claimed on Tax Return:             

Marital Status:		Single	            Married	        Divorced            Widow  	Other

Residence Status:	 Own your home         	        Live with Family
			Rent your home 		        Live with Friends


Employment Information - Applicant:

Employer’s Name

Employer’s Address

Employer’s Phone Number		Occupation		        Length of Employment
Employment Information – Spouse:

Employer’s Name

Employer’s Address

Employer’s Phone Number		Occupation		        Length of Employment	


Financial Information:
	(Please check boxes for items that apply and give the amounts received during the 
	past 12 months)

Income:	

           		Your wages 							$		       .00
	                                       				 
 		Spouse’s wages						$		       .00
						
		Farm or Self-Employment Income				$		       .00

		Public Assistance						$		       .00

		Social Security / Disability					$		       .00

		Unemployment / Worker’s Compensation Benefits		$		       .00

		Alimony / Child Support					$		       .00

		Pensions / Annuities						$		       .00

     		Dividends / Interest / Rent					$		       .00

		Income from Family or Friends				$		       .00

		Income from Other Sources					$		       .00

Expenses:

		Your child support payments 					$		       .00

		Your spouse’s child support payments 			$		       .00


Total Adjusted Gross Income: 						$		       .00
	(Represents the sum of above income items less expense items)
Financial Information (Continued):
	(Please check boxes for items that apply and give the amounts as of the most recent 
	month end statement)

Assets:		 

		Cash on Hand							$		       .00

		Checking Accounts/Cash on Hand				$		       .00

		 Savings Accounts 						$		       .00

		Investments / CDs / 401K / IPERS / IRA 			$		       .00

		Home Assessed Value (From property tax statement) 	$		       .00

		Vehicle  Yr               Model             Make                    		$		       .00

                           Vehicle  Yr               Model             Make                                     $                                .00

Liabilities:	

		Medical Bill 							$		       .00

		Medical Bill 							$		       .00

		Credit Card 							$		       .00

		Credit Card 							$		       .00

		Credit Card 							$		       .00

		Home Loan 							$		       .00

		Home Equity Loan						$		       .00

		Vehicle Loan 							$		       .00

		Vehicle Loan 							$		       .00



Total Net Assets: 								$		       .00
(Represents the sum of above asset items less liability items)
Please complete the following questions:

· Were you offered health insurance from your current employer?		Yes	No
· Were you denied health insurance by your current employer?            	Yes	No
· Have you been recently terminated and eligible for COBRA benefits? 	Yes	No
· Have you applied for Dickinson County General Relief? 			Yes	No
· Have you applied for other government assistance programs?      		Yes	No
· Have you applied for Iowa Care or Medicaid through the 
Iowa Department of Human Services? 					Yes	No




Copies of the following forms must be returned with your application (if applicable):

· Most recent Fedaral tax returns (Form 1040)
· Most recent W-2 / 1099 forms
· Two most recent pay stubs – applicant and spouse
· Written income verification from current employer if paid in cash
· Most recent bank statements – all accounts
· Most recent property tax statement – assessed home value
· Most recent loan / credit card statements
· Denial or acceptance letter from Dickinson County General Relief
· Denial or acceptance letter from Iowa Department of Human Services








Copies of the requested forms must be turned in with this application or mailed to the above address within thirty (30) days.  Applications without copies of the required forms and signatures will not be considered.
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Applicant Name 							      
(Please Print)

Spouse’s Name							      
(Please Print)



Authorization/Release of Information:


 I/We hereby certify that I/We are of legal age and that the foregoing statements are true and complete and are made for the purpose of determing my/our eligibility for financial assistance.  I/We agree that this statement shall remain the property of Lakes Regional Healthcare, whether or not the application is accepted.  I/We agree to provide the necessary verification of my/our income and authorize Lakes Regional Healthcare to make all inquiries that you deem necessary to verify the accuracy of the statements made herein, and to determine my/our credit worthiness, including, but not limited to, procuring consumer reports from reporting agencies, and credit information from banks and other financial institutions and extenders of credit, present and former employer’s, merchants, landlords and other creditors.  If approved for County General Relief assistance, I/We agree to provide a copy of the approved application to Lakes Regional Healthcare.  I/We further agree that Lakes Regional Healthcare will be provided payment from County General Relief in the pro-rata share of medical expenses approved by County General Relief.  I also understand that false information will result in denial of the Financial Assistance application and that I will owe the charges for the services provided.








Applicant Signature								Date



Spouse Signature        								Date
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