BRIDGES\ Application for Medical Expense Relief
MEDICAL CENTER

Social Security #: Date of Birth:
Name:
First Middle Last
Address:
Street/Route Apt.# City/State Zip
Phone: Home Work:

FAMILY INFORMATION: Please enter your name and age below in addition to the
names, ages, and elationship of all family members living with you. If a family member
is over 18, please indicate if student.

Name Age Relationship

EMPLOYMENT INFORMATION:
Employer: Position:

HEALTH CARE COVERAGE: Please indicate the names of all health insurance companies
covering services provided (ex. Medicare, Private Health Insurance, etc.)
Insurance Subscriber Policy/Group

Was Medical Assistance denied? If no, your number is
If yes, why? (Please supply copy of denial notice)

ACCOUNT/ADMISSION NUMBER(S):

Patient: Date of Service:

Account/Admission Number:

Medical Bills Elsewhere: Total:

RESIDENCE:
Own Home Mortgage with Monthly  $
Rent--Landlord is Monthly  $

Other Monthly  §




7 INCOME: Please list total GROSS income for family. Please supply proof of income, and copy of most
recent income tax return.

Gross Gross
Inome for Income
Last 3 for Last 3
Months Months
WGBS, .. ettt e et e e $ $
Farm or Self-employment............cccocoivi i e, $ $
PUDIIC ASSISIANCE... ... cieiiiiiiiteee et e e $ $
S0cial SECUMIY. ...t et e e $ $
Unemployment Complensation............ccc.cooveviieeinnns $ $
Workmen's Compensation............covvivevevivinecennennn, $ $
AlIMONY. ... et e e $ $
Child SUPPOIt... ..ot e e $ $
Military Family Allotments.............ccoooovviiieeeeeieeinne, $ $
oo ] 1o T $ $
Income from Dividends, Intrest, Rent......................... $ $
L {0 $ $
.......................................................................... X4 X4
Total ANNUAl INCOME......vviieiie i $ $
8 ASSETS: Description Net Value
Real estate other than home:
Vehicles ( List year, make and model)
Recreational Vehicles
(Ex. Boat, camper, snowmobile, motorcycle, ect.)
Stocks, bonds, life insurance, prepaid burial, ect.
Other:
9 CREDIT ACCOUNTS:
Checking - Bank Account# Balance
Savings-Bank Account# Balance
COD's Bank Account# Balance
Name Balance Monthy $
Name Balance Monthy $
Visa Balance Monthy $
MasterCard Balance Monthy $

| understand that all information that | submit is subject to verification and hereby authorize
the release of the above-required information to Bridges Medical Center. | certify that the
above information is correct and understand that determination of false information will
result in denial of financial arrangements, and | will be liable to pay in full the total of all
charges owed.

Signature: Date:
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