
 
 

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  $   $  
 
 

 

 $      $  
 

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) 

 
 

 

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

 
 
 
 

Signature Relationship Date 
 
 
 

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

CERTIFICATION STATEMENT 



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. 
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-618-546-2657. 
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń 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). 
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. Llame al 1-618-546-2657 (TTY: 7-1-1). 
UWAGA: Jeżeli mówisz po polsku, możesz skorzystać z bezpłatnej pomocy językowej. Zadzwoń pod numer 1-618-546-2657 (TTY: 7-1-1). 
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 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 بالرقم اتصل .مجانًا اللغویة المساعدة خدمات لك تتوفر العربیة،  اللغة تتحدث كنت إذا :تنبیھ  (TTY: 7-1-1). 
ATENÇÃO: Se você fala português, os serviços de assistência linguística estão disponíveis gratuitamente. Ligue para 1-618-546-2657 (TTY: 7-1-
1). 
УВАГА! Якщо ви розмовляєте українською мовою, ви можете звернутися до безкоштовної служби мовної підтримки. Телефонуйте за 
номером 1-618-546-2657 (телетайп: 7-1-1). 
સાવધાની: જો તમ ેગુજરાતી બોલતા હોવ, તો ભાષા સહાયતા સેવાઓ તમન ેમફતમાં ઉપલબ્ધ છે. 1-618-546-2657 (TTY: 7-1-1) પર કૉલ કરો. 
�ान दें: यिद आप िहंदी बोलते हैं, तो आपके िलए मु� में भाषा सहायता सेवाएं उपल� हैं। कॉल करें  1-618-546-2657 (TTY: 7-1-1). 
ВНИМАНИЕ: Если вы говорите на русском языке, вам доступны бесплатные услуги языковой помощи. Звоните по номеру 1-618-546-
2657 (TTY: 7-1-1) 
주의: 한국어를 사용하시는 경우, 무료 언어 지원 서비스를 이용하실 수 있습니다. 1-618-546-2657 (TTY: 7-1-1) 로 전화하십시오. 
ATTENTION: Si vous parlez français, des services d'assistance linguistique sont disponibles gratuitement. Appelez le 1-618-546-2657 (TTY: 7-1-
1). 
PAŽNJA: Ako govorite srpsko-hrvatski, besplatne usluge jezičke pomoći su vam dostupne. Pozovite 1-618-546-2657 (TTY: 7-1-1). 
IKILỌ: Ti o ba sọ Yoruba, awọn iṣẹ iranlọwọ ede, laisi idiyele, wa fun ọ. 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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