@

Tri-City Medical Center

FINANCIAL ASSISTANCE APPLICATION FORM
Provided in Accordance with Cal. Health & Safety Code §127425(e)(5)

Application Date: DateolService:

Patient Name: Account Number:

Street Address: Phone Mumber:

City, State, Z1P: Patient Diate of Birth:
Please call 760-940-5912 for any questions about filling out this form.

1) Was the patient a residentof Califomia at the time ol service? Yes MNo_

2)) Did the patient have medical insurance at the time of service? Yes MNo_

3) Was the patient an active Medicaid recipient at the lime ol service? Yes Ne,

**fyvouanswered vestoquestions 2or 3, please aitachacopy of yourinsurance or Medicaid card to this application.
INCOME:

«  Alladult family members' income must be disclosed, Income includes gross (belforetaxes) wages, rental income, unemploy ment
compensation, social security benefiis, public assistance, dividends and interest, elc.

+  “Family” isdefined as follows: (i) forpersons 18 yearsofage and older, family means spouse, domestic partnerand dependent
children under 21 vearsolage, whether living at home ornot; and (i) for persons under 18 vearsofage, Tamily means parents,
caretakers, relatives, and otherchildren under 21 vearsofage of the parent orcaretaker relative, Ifthe patient isa minor, the " family™
isdefined asthe patient, the patient 's natural or adoptive parentsand the parent s other children{ natural oradoptive) who live inthe
patient’s home.

Family Member's Ase Dateof | Relationship | Source of Income or Income for 3 months Income for 12 months
Name & Birth to Parent Employer Mame priortodate of service priorto date of service

**Please attach additional family member information if applicable.
+  Proofof income must be supplied at the time of application {e.g., three months of pay stubs, most recent tax
return (IRS Form 1040), etc. ).
+  Ifvoureport 30 income. please provide a written statement of how you (or the patient ) are surviving financially.,
including who provides food, shelter, transportation, etc. and how long vou have been without income.

MONTHLY EXPENSES: ASSETS
This information may be used ifyour income is above 200%0f Federal Paverty
Level guidelines lo defermins whether youmay be eligibde fordiscounted care.

Monthly rent'mortgage 5 Checking account b

Utilities ] Savings account 5

Carpayment -1 Business ownership s

Medical expenses s Stocks and bonds s

Insurance premivms {life, home, car, medical) b1 Real estate (excluding primary residence) | 8
5

Clothing, groceries, household gomds

Other debt/expenses (e.g., child support, loans, other) 5

My signature below certifies that everyithing fhave stated on thisapplication iscorrect and subject to review under audit. [
understand thatiftheinformarion I provide isdetermined to be false, financial assistance may be denied and [ maybe responsible
ferpry fow services provided,

Applicant’s Signature Date

Please return completed application to: TRI-CITY MEDICAL CENTER
ATTENTION PATIENT ACCOUNTING/CSR
4002 VISTA WAY
OCEANSIDE CA 92056

4002 Vista Way, Oceanside, CA 92056 | 760.724.8411 | tricitymed.org
Tri-City Medical Center is a California Healthcare District



