
 

CHARITY ASSISTANCE APPLICATION 
 

Please read the directions before completing this application.  If you need assistance completing this form, please ask your provider. 

SECTION A         APPLICANT INFORMATION 
Home Address: 

 

Number Street City Zip Code 

 
     

 

�   Own Home     

 

�   Rent 

 

�   Other - Explain 

 

Mailing Address (if different): 

 

Number Street City Zip Code 

 
     

Telephone Number(s): 

 

Home 

(          ) 

Work 

(          ) 

Message 

(          ) 

 

 

If no permanent address, tell us where you can be reached: 

 

SECTION B    HOUSEHOLD/INCOME INFORMATION 

1. Please list all family members (spouse, children, parents, siblings) living in your household in COLUMN I, their relationship to 

you in COLUMN II, and their date of birth in COLUMN III. 

2. If you or any family member in your household receive earned or unearned income, (include income from employment, self-

employment, tips, commissions, pensions, Social Security, child/spousal support, gifts, disability, VA or unemployment benefits, 

etc.), list the total amount in COLUMN V under Gross Annual Income, and the Source of each income in Column VI. 

COLUMN I II III IV V VI 
Name: Last, First, Middle Initial Relationship Date of Birth Social Security Number Gross Annual Income Source 

 SELF     

      

      

      

      

      
If you need more space to answer, please write on the back of this sheet of paper and check this box.  ¨ 

I CERTIFY I HAVE READ AND UNDERSTAND THIS FORM.  I DECLARE THAT THE INFORMATION I HAVE PROVIDED IS 

TRUE, CORRECT AND COMPLETE.  I AUTHORIZE ST. FRANCIS MEDICAL CENTER TO VERIFY THIS INFORMATION, 

INCLUDING REQUESTING A CREDIT REPORT. 

Signature or Mark of Applicant (or legal guardian) 
 

 

Date 

Signature of Witness to Mark of Applicant (or legal guardian) 

 

 

Date 

STOP!!              THIS COMPLETES YOUR APPLICATION              STOP!! 

FOR PROVIDER USE ONLY 

APPROVED FOR 350% OF THE FEDERAL POVERTY GUIDELINES 

YES_______                       NO________ REASON: 
 

 
 

 

 

 

 

  

SUPERVISOR 

 

 

 DATE 

MANAGER 

 

 

 DATE 

DIRECTOR, PATIENT FINANCIAL SERVICES    

 

 

 DATE 

VICE PRESIDENT, FINANCE OR ADMINISTRATOR 

 

 

 DATE 

PFS/MAAGEN 5/98 




