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Financial Assistance Policy
	STATEMENT OF SUPPORT




I, 




, the undersigned, am the 













             (relationship to patient)

of




.  I recognize him/her and, attest that he/she 
                   (patient)

resides/resided with me at the following address 













 from ____/____/____ to ____/____/_____.

                                                                                    
       (Date)                        (Date)

During this time, I provided food, shelter, and basic necessities.  I am no way responsible 

for his/her medical bills.

I can be reached at (____) _____-________ if you have any questions.

Signature






Date
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