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Financial Assistance Policy
Patient and/or Responsible Party Attestations
	REQUIRED INFORMATION


	1.  Patient Name:  (Last Name, First Name, M.I.)
	2.  Patient Account #:
	3.  Date of Service:



	4.  Responsible Party: 
	5.  Relationship: 



	Please place initials to the left of the attestation that applies:



	_____ I attest that I am single.

	_____ I attest that I am married.  Spouse’s name is: __________________ Date of Birth: ___/___/___.

	_____ I attest that I am legally divorced.

	_____ I attest that I am a widow / widower.

	_____ I attest that I have been separated from my spouse since:  ____/____/____.

	_____ I attest that I have _____ dependent children who reside with me.

	Please enter the names of dependents below with their respective dates of birth.

              Full Name                                                                                   Date of Birth

	                                                                                                              ____/____/____

	                                                                                                              ____/____/____

	                                                                                                              ____/____/____

	                                                                                                              ____/____/____

	                                                                                                              ____/____/____

	                                                                                                              ____/____/____

	Please continue to place initials to the left of the attestation that applies:



	_____ I attest that I am legally married to my children’s ____father / ____mother.

	_____ I attest that I am legally divorced from my children’s ____father / ____mother.

	_____ I attest that I was never married to my children’s _____father / _____mother.

	_____ I attest that I do not receive child support.

	_____ I attest that I had no income for ___ months immediately preceding my admission.

	_____ I attest that I had no assets at the time of my admission or for ___ months prior.

	_____ I attest that I have no insurance to cover the facility’s services received on:  ____/___/___.

	_____ I attest that I have been a resident of this State since ___/___/___ and intend to remain in this  

          State for the foreseeable future.

	_____ I attest that I was screened and advised of my eligibility for State Medicaid but, I categorically    

          refused to apply.

	_____ I attest that the information given is true and correct to the best of my knowledge.

	


Patient Signature





Date

Witness Signature





Date
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