NORTHWOOD DEACONESSHEALTH CENTER
PATIENT FINANCIAL ASSISTANCE
ELIGIBILITY DETERMINATION FORM

DATE OF REQUEST: PATIENT’SNAME:
NAME: SPOUSE’S NAME:
ADDRESS: PHONE:

FINANCIAL ASSISTANCE REQUESTED BY:
NUMBER OF PERSONSIN THE FAMILY:

FAMILY INCOME LAST 12MONTHS:
(verification through last year’stax return or other official verification required)

FAMILY INCOME PROJECTED NEXT 12MONTHS:
EMPLOYER’SNAME, ADDRESS & PHONE; AND OCCUPATION: SPOUSE’S:

I AM SEEKING FINANCIAL ASSISTANCE FOR SERVICES ALREADY/ NOT YET RENDERED.
FURTHER EXPLANATION:

| understand that the information which | submit is subject to verification by NDHC and subject to
review and deter mination by applicable personnel at NDHC. | certify that the above information istrue
and correct.

Signature of Requester



NORTHWOOD DEACONESSHEATLH CENTER
PATIENT FINANCIAL ASSISTANCE STATEMENT

PATIENT’SNAME:

(for those not meeting income eligibility)

INCOME AND EXPENSES

(A) Net Monthly Income
Self

Spouse

Other

(A) Total

(B) Monthly Expenses
Rent/Mortgage

Food

Utilities

Gasoline

Telephone

Cable

Other

(B) Total

(C) Monthly Insurance
Car

Housing

Medical

Life

Other

(C) Total

(D) Other Monthly Expenses
Clothing

School

Donations

Real estate tax

Income tax

Other

(D) Total

COMMENTS:

(E) Credit Cards

Current  Credit Monthly
Name Balance Line Pmt
(E) Total Monthly Payment
(F) Loans
Current Monthly
Lender Balance Pmt
(F) Total Monthly Payment
(G) Medical
Current Monthly
Name Balance Pmt




	 
	DATE OF REQUEST:       PATIENT’S NAME:
	ADDRESS:         PHONE:
	FAMILY INCOME LAST 12 MONTHS:
	Signature of Requester
	INCOME AND EXPENSES
	Rent/Mortgage _________
	Food   _________
	Clothing   _________



