MTN. VIEW FAMILY PRACTICE, P.C.
Patient Financial Statement

SECTION 1
Patient Name: DOB:
Applicant: Telephone #:
Responsible Party: Telephone #:
(If different from Applicant)
Permanent Address:
Street City State Zip
Temporary Address:
Street City State Zip
Household Information: Marital Status:
0 Rent O Married
0 own O Separated
O Live w/friend/relative O Divorced
[0 Unmarried (single or widowed)

Dependents:

Total # of people in your household:
Please list all members of your household:

Age/Date of Birth Relationship

Employment:
Applicant Employer: Telephone:
Address: Length employed:
Occupation: Monthly gross wages:
Spouse Employer: Telephone:
Address: Length employed:
Occupation: Monthly gross wages:

Additional Income:

List all income before taxes, including: additional wages, unemployment, salaries, dividends, interest, social security benefits,
workers compensation benefits, training stipends, child/spousal support, government pensions, private pensions, insurance
and annuity payments, rental income, royalties, estates, trusts and veterans stipends.

Income Type: Amount: Weekly/Biweekly/Monthly/Annually:

Other dependent income:

Has the patient been granted bankruptcy? Yes or No If yes, when:




SECTION 2

Financial Worksheet

Prior to determination being made, the following applicable proof of income must be returned within 10 business days:

Prior Year Federal Tax Return
Current Pay Stubs covering the last 60 days

Current Bank Statement

O 0o oo

Proof of Social Security/Retirement/Pension Income

[0 Unemployment Statements
Income:

Total gross Monthly Income:

(after withholding taxes) S

Expenses: Weekly/Biweekly/Monthly:

Monthly Expenses: Housing S
Food S
Utilities
(gas, water, electric) $
Telephone $
Transportation S
Debts/Creditors S
Insurance
(auto, home, life, medical, disability) $
Clothing S
Miscellaneous $
Total Monthly Expenses S

Are there any other circumstances or situations that may help assist in making a determination?

Consideration of this application is based on the applicant and/or patient following through to obtain
whatever Medicaid or third party benefits he/she needs, as well as providing the requested proof of
income documentation. Failure to provide requested proof of income may result in denial. Application
and eligibility is good for one year from the date of the application.

| hereby certify that the information given is true and correct to the best of my knowledge.

Signature of Applicant: Date:

(Or representative)




