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FINANCIAL ASSISTANCE APPLICATION

(Please print or type)

This Financial Assistance Application will gather information about you and all other members of your household that will help us make an appropriate determination of your eligibility for financial assistance. In order to accurately assess your situation, please provide us with copies of the most recent IRS 1040 Income Tax Return (including all schedules); W2s; the last three paycheck stubs for all working household members and your most current and complete bank statement.

Applicant name: ___________________________________________________Phone #: _________________________

Address: __________________________________________________________________________________________ 


    


# Street


 


City

State/Zip

Social Security #: ___________________________________ 
Date of Birth: __________________________________ 
Applicant’s Employer/Address/Phone: __________________________________________________________________ 
Years there: _________

Approx. Gross Income: $ _____________________ (weekly, bi-weekly, monthly)

When care was provided: 
1) 
Were you an Illinois resident?  
Yes  or  No

2) 
Involved in an accident? 
Yes  or  No





3) 
Involved in a crime?

Yes  or  No

Spouse’s Name: ____________________________________________________Spouse’s Phone #:_________________


Spouse’s Employer/Address/Phone: ____________________________________________________________________ 

Years there: _________

Approx. Gross Income: $ _____________________ (weekly, bi-weekly, monthly)

If divorced, is former spouse responsible for healthcare costs? 
Yes  or  No

Name on Checking Account(s)

Bank




Current Balance











$














$




Name on Savings Account(s)

Bank




Current Balance











$














$





Additional Income/Assets               Monthly/Balance

             Monthly Income
CD
$____________________              $____________________

$____________________
Credit Union
$____________________              $____________________

$____________________

Stocks/Bonds
$____________________              $____________________

$____________________

HSA 
$____________________              $____________________

$____________________
Additional Assets:  


Vehicle(s)






Other Real Property
Year/Make/Model: 
_______________________     

Address/Value:

________________________

Year/Make/Model:
_______________________

Address/Value:

________________________

For Hospital Use Only
Hospital Balance: _________________
      Collection Balance: ___________________
Total$: ___________________


Approved: _______________________
     Denied: __________________________


Please list name, age, and relationship of all dependents.  (Exclude yourself)

Name


Age 
       Relationship


Name


Age 
       Relationship

1. _________________________________________________

2._________________________________________________
3._________________________________________________

4._________________________________________________
Please give a brief description of your current financial situation.  (This information will remain confidential.)
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

By signing below, you certify on behalf of yourself and your household to Katherine Shaw Bethea Hospital, and authorize KSB Hospital to proceed as follows:
1. The information provided on this Application is true, accurate and complete to the best of my knowledge;

2. KSB Hospital may obtain a personal credit bureau report to verify outstanding financial obligations;

3. KSB Hospital has the right to verify all information provided with this application, including through communications with third parties; and

4. No member of my household carries any insurance that would pay for any portion of any financial obligation we may have to Katherine Shaw Bethea Hospital; or, we have provided all relevant information regarding our insurance to Katherine Shaw Bethea Hospital.

Applicant Signature
Date

Spouse's Signature
Date
From time to time, applicants for financial assistance at Katherine Shaw Bethea Hospital also apply for financial assistance at Northern Illinois Home Medical Supply with regard to medical equipment and supplies.  If you would like Katherine Shaw Bethea Hospital to release the financial information to Northern Illinois Home Medical Supply, then please complete the CONSENT TO RELEASE FINANCIAL ASSISTANCE INFORMATION below.
CONSENT TO RELEASE FINANCIAL ASSISTANCE INFORMATION 


I (We) hereby authorize Katherine Shaw Bethea Hospital to release to Northern Illinois Home Medical Supply the information contained on the attached Financial Assistance Application as well as other information obtained by Katherine Shaw Bethea Hospital in connection with said Financial Assistance Application.
Applicant Signature





Date

Spouse's Signature





Date
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