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Application for

Financial Assistance

Proof of identification, proof of income and proof of assets must accompany this application.

Please provide copies of all requested documents.  Do not send original documents as they will not be returned.

	Section I:  Personal Information

	1.  Patient Name:  (Last Name, First Name, Initial)
	2.  Social Security Number:
                 _______-______-_______

	3.  Date of Application:
     (Month / Day / Year)


	4.  Initial Date of Service: 

     (Month / Day / Year)
	5. Requested Date of Service:
    (Month / Day / Year)


	6.  Street Address of Patient:

	7.  Telephone Number:
                    (_____) _______-__________

	8.  City, State, Zip Code:

	9.  Family Size:*


	10.  U.S. Citizenship:

       Yes    No   Pending
	11.  Proof of 3-mos. Residency in the State of VA                          _____________
       Yes   No

	12.  Name of Guarantor  (if other than patient)




	Section II:  Assets Criteria


13.  Individual Assets:  








14.  Family Assets: 









15.  Assets Include:

A.  Cash









B.  Savings Accounts 








C.  Checking Accounts 







D.  Certificates of Deposit/I.R.A. 






E. Equity in Real Estate 







    
 


(other than primary residence)

F. Other Assets 








   



(Treasury Bills, negotiable paper, corporate stocks/bonds)  

G.  Total 









* Family size includes:  Self, spouse and any minor children.  A pregnant woman is counted as two family members.
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