A\ Summit Healthcare

AGFOCLAT QW

SUMMIT HEALTHCARE FINANCIAL ASSISTANCE APPLICATION
This form cellects information that is net part of the medical record.-PLEASE PRIMT CLEARLY

PATIEMT MAME: WISIT ID:

INSTRUCTICNS: Complete appllcation and attach coples of;

= Tax return and supporting schedules (last two years) = Bank staterments {most recent three months, all accounts)
= Pay 5tubs {most recent three months} =W-2 or unemployment statements

= Snclal Security Benefits {if applfcable) = {In a separate page, describe vour nead for financial

= AHCCCS determination letter assistance

ALL DQCUMENTATION MUST BE SUBMITTED WITH COMPLETED APPLICATIGN FORM NO LATER THAN: DATE

[1¥ES [] WO | have applied for Federal or State medical assistance- AHCCCS and | have attached a copy of my determination
letter. If No-explain reason for no determination letter:

[1¥ES []NO | have a lawsult, settlement, persanal Injury or llabillty cfaim pending.

If yes- Date of accident/injury CLAIM MUREER

Explain your situation

Legal Representative handfing your case: Name Phane

Address

[1¥ES []NO | have the availability of Insurance coverage through my employeror [ ] YES [ ] NO my spouse’s employer.

Explain your situation

PATIENT/RESPONSIBLE PARTY

hame {firct, middle, last} Saeial Seeurity number ' Birth Date (MO0 YY)

malling Address Ciny/State,Zip code

Phiysical Address CltyfStatey/?Ip code

MARITAL STATUS [J5 [ I8A [ 1D [ W | JOTHER
Phone Househmid Size {Patient, s pouse/Dependonts)

Emplayment Slatus [ ] Fulbime [} Part time [ ] Self Employed [ ] Unemployed [ ] Student

Afternate Phone

EMPLSYER WARE Start Date Unernplgyed Start Date (b D0
SPOUSE/PARTNER
Mame (first, middle, last) Sacial Security number Birth Date [RAMS DD YY)

Employment Status [ | Fulltime [ | Part time | ] Selt Employed [] Unemplayed [ ] Student

Fhone

EMPLOYER MAME Start Date ' h Unemployed Date/Length [MM/DDAYY)




@ﬁymmjtﬁﬁalthcam
ASSOCIATION

SUMMIT HEALTHCARE FINANCIAL ASSISTANCE APPLICATION

PATIENT NAME: WISIT ID:
HCOUSEHOLE MEMBERS-Flease list all individuals-include children under age 18 and any fulltime college students.
TOTAL IN HOUSEHOLD [if more than five dependents use a separate page to list}

Full name DOB (MM/DD/YYYY) Relationshlp  Gross Manthly Income Employer
1 i/

2 P |

3 /I

4 A |

5 f___/

BANEK and Investment ACCOUNT(S) List all accauntsfuse another page if needed IDENTIFY TYPE OF ACCOUNT:
Bank Name: [CHECKINGfSAVINGS/INVESTMENTS/SECURITIES)

PROPERTY-provide address or the year-make-madel
Type Datails Estimated Value Unpald Balanca

Frimary Residence

2 Residence/vacation Home

Landfinclude number of Acres

Rental Property

Business/Farm Eguipment .

Fecreational Vehicle

Carf/TruckfVanfsUy

Other

PROVIDE DOCUMENTATION FOR ANY OF THE FOLLOWING SOURCES OF INCOME
Income DeseriptiondSouree MONTHLY Income Ampunt
current Employment
Interest/ Dividends
Pension/Retirement
Rental Property
Disahility
Alimeny/Child Support
Other




@. Summit Healthcare
ASSOCIATION
SUMMIT HEALTHCARE FINANCIAL ASSISTANCE APPLICATION

PATIENT MAME: VISIT [D:

INSURANCE POLICY- Include Type of Plan (HEALTH — LIFE - LONG TERM CARE} Monthly Payment
Include name of Company policy is with

MEDICAL DEBT

List type- H=Hospltal D=Doctar OP=other provider O=other facility

Type Owed To Remaining Balance Monthly Payment
CERTIFICATION:

I certify that ail the information listed is true and correct to the best of my knowledge. | understand that the infermation provided is
1o be used to determing my zhility to pay for services provided by Summit Healtheare and possibly qualify for any financial
assistance program available from Summit. This may include some reduction to the patient balances owed for services rendered.

| hereby grant permission to Summit Healtheare, representatives or its agents to investigate the information contained hergin, and
to ohtaln credit reports necessary to review my application,

| understand that by reviewing the provided information, Summit Healthcare will use the Federal Poverty guidelines to determine
my eligibility for any financial assistance or charitable adjustment to my patient balance,

PATIENT/RESPONSIBLE PARTY DATE {MM/DD/YYYY]

signature

Print riame

SPOUSE/PARTMER DATE {MM/DO/TYTY)

Signature

Print name




@.ﬁ pmmit Heaithcare
ASSDCIATIDN
SUMNIT HEALTHCARE FINANCIAL ASSISTANCE APPLICATION

PATIENT NAME: VISIT [D:

*THIS SECTION WILL BE COMPLETED BY THE FINANCIAL COUNSELOR®

Inltial Interviow Date:
Application taken by: Date racelved:
Contents reviewsad: Date:

PROGOF OF ICOME-DOCUMENT CHECK LIST COMPLETED/ATTACHED TO APPLICATION | | YES

TOTAL FRGES ANNUAL HOUSEHOLD INCOME AS REPORTED ON APPLICATION: 5
OUTSTANDING MEDICAL EXPENSES L1
REMAINING INCOME AFTER MEDICAL EXPENSES 3
TOTAL S FFPL =% EQUATESTO %2 ADJUSTMENT

DESCISION QN ELIGIBIUTY []YES []NC REASON APPLICATION DENIED

DATE
FatientfApplicant Notified of Degision [ ] YES Datef/Time by
Mathed of Notification: [ ] Phone callfspoka direct to Patisnt [ 1Phone callfspoke to Representative Name:
[ 1'Written Natice of Decision mailed o Patient/Representative Date: by




\X Summit Healtheare

ASSOCIA 10N

*THIS SECTION WILL BE COMPLETED BY THE FINANCIAL COUNSELOR*

SUMMIT HEALTHCARE FINANCIAL ASSISTANCE PROGRAM APPLICATICN-DOCUMEMNTS REGUIRED CHECKLIST:

PATIENT NAME: VISIT ID:
¥ N NfA
[1 1] []1 Completed Signed FAP Application
[1 [] []1 Picture identification provided by [ | AZ Driver License [ ] Passport [ ] Other
[1 []1 [] AHCCCS Acceptance/Denial Letter
11111 Tax Returns-Complete with supporting schedules for past 2 yvears. State/Federal
(11[][] w-2form ar 1099 if Self Employed/Cantract Employee
[1[]I []1 Pay5Stubs- last 3 months
[11111] Unemployment Statement
11111 Bank Statements-all accounts for past 3 months
[1 [] [l Social Security Benefit Letter
[111I1] Financial Need Letter fram Patient/Representative
[1 [1[] CreditReport from Agency obtained on date
[11]I1] Visit ID Charge Summary
(] [] [1 Bankruptcy Notice/Filing paperwork Case# date filed
(110111 LienfInjury Claim on file-Date of injury Attorney/Representative contact information
Name
Address
Phone
i11111] Health Insurance cards/insurance coverage verification documents
Insurance caverage through D
GROLUPH
Benefit Summary
[1 1111 GCther




