q CRAWFORD

MEMORIAL HOSPITAL

1000 N. Allen St.
e R FINANCIAL ASSISTANCE APPLICATION
Patient name Date of Birth Responsible Party (if different)
Address City Address (if different) City
Home phone Cell phone Victim of recent accident or crime (Yes or No)
Email address # in family (Self,Spouse,Children)

For the Hospital Financial Assistance Program - Complete the below Income, Expense and Asset portion of this application.
For the RHC Financial Assistance Program - only complete the below income portion of the application.

[Source Of Income [Month [ | Expenses [ Month [
$ Housing, taxes & insurance $
Income - salary, social security, other Utilities (Gas,Electric, water,sewer)
Medical/Drug
Food
Second income, spouse income, etc Transportation (car pmt, gas)
Child Care
Loans and credit cards
Other Income - Investments,rentals, etc Other

Other Income - Child support, alimony, etc
Other: Other

Gross Family Income Total $ $

[ASSETS - This information is not required to be completed for the RHC Financial Assistance Program [

s S
Checking account bank name Savings account bank name
Other - CDs, stocks, mutual funds Health savings/Flex spending
Residence - value Vehicles - value

Other
(Do not list IRA or 401(k) assets)

[CERTIFICATION STATEMENT |

| certify that the information in this application is true and correct to the best of my knowledge. | will apply for any state, federal or local
assistance for which | may be eligible to help pay for this hospital bill, this is not required for the RHC Financial Assistance Program. |
understand that the information provided may be verified by the hospital/clinic, and | authorize the hospital/clinic to contact third parties to
verify the accuracy of the information provided in this application. | understand that if | knowingly provide untrue information in this
application, | will be ineligible for financial assistance, any financial assistance provided to me may be reversed, and | will be responsible for
the payment of the hospital/clinic bill.

Signature Relationship Date



Nondiscrimination statement:

Crawford Hospital District complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-618-546-2657.
UWAGA: Jezeli méwisz po polsku, mozesz skorzystaé z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-618-546-

2657.

Notice of Availability of Language Assistance Services

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-618-546-2657 (TTY: 7-1-1).
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-618-546-2657 (TTY: 7-1-1).
UWAGA: Jezeli mowisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-618-546-2657 (TTY: 7-1-1).
AR MREERAEEPX, EALURBEEGESEMES. FHE 1-618-546-2657 (TTY: 7-1-1).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag sa 1-618-
546-2657 (TTY: 7-1-1).

2657-546-618-1 pd L Juail, Ulaa 43 salll 32 lusall chilada @l 53 55 ¢y jall Aall) Caaaii i€ 1) 14l (TTY: 7-1-1).

ATENCAO: Se vocé fala portugués, os servicos de assisténcia linguistica estdo disponiveis gratuitamente. Ligue para 1-618-546-2657 (TTY: 7-1-
1).

YBAT A! SIkmo Bu po3MOBIIIETE YKPATHCHKOIO MOBOIO, BU MOXKETE 3BEPHYTHUCS IO OE3KOIITOBHOI CITy>k0M MOBHOI miaTpuMku. TenedoHyiiTe 3a
HOMepoM 1-618-546-2657 (teneraiin: 7-1-1).

Alariedl: %) di 1l slladl eld, dl MM ASAUdL A ] dHa HdHi Gudnd 8. 1-618-546-2657 (TTY: 7-1-1) UR 51¢ 53,

o &: IS oy e Siaa €, a 3muds fore gua & HIoT TgrdT JaTd U & | BTd BY 1-618-546-2657 (TTY: 7-1-1).

BHUMAHME: Ecnu BbI TOBOPUTE HA PYCCKOM SI3bIKE, BaM JOCTYITHBI O€CIUIaTHBIE YCIIyTH SI3IKOBOM MOMOIIM. 3BOHUTE 110 HOMepY 1-618-546-
2657 (TTY: 7-1-1)

FO: ot 0| & M8t = 87, 72 20 X[ @ MH|AS 0|83t o= UAS LI 1-618-546-2657 (TTY: 7-1-1) 2 THS}SHH A 2.
ATTENTION: Si vous parlez francais, des services d'assistance linguistique sont disponibles gratuitement. Appelez le 1-618-546-2657 (TTY: 7-1-
1).

PAZNJA: Ako govorite srpsko-hrvatski, besplatne usluge jezicke pomo¢i su vam dostupne. Pozovite 1-618-546-2657 (TTY: 7-1-1).

IKILQ: Ti o ba so Yoruba, awon is¢ iranlowo ede, laisi idiyele, wa fun 9. Pe 1-618-546-2657 (TTY: 7-1-1).

ATTENZIONE: Se parli italiano, i servizi di assistenza linguistica sono disponibili gratuitamente. Chiama il 1-618-546-2657 (TTY: 7-1-1).
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