/_a Financial Assistance Application

ROCK |£Serrat Please mail completed application to: 3251 N. Rock Rd.
Derby, KS 67037, fax to 316-500-3580 or email to
rrhbilling@rrhderby.com.

Patient’s Information: Encounter/Statement/Visit/Medical record #

Last Name First Name Middle Initial Social Security Number Date of Birth
Street Address City State Zip
Mailing Address City State Zip

Please check appropriate box: [1Single [ IMarried [ _]Common Law [ ]Separated [ ]Divorced [ ]Widowed
Gender: [ IMale [ ]Female Language: [ |English [ ]Spanish [_]Other

Home Phone Number Work Phone Number

Person Responsible for Paying the Bill:

Last Name First Name Middle Initial Relationship to Patient Social Security Number

Name of Insurance Company (VA, Medicare, Commercial, AFLAC, efc.) Effective Date

Please indicate ALL people living in the household, including applicant. Indicate who you are claiming on your tax
return: (Use additional sheet of paper if needed)

NAME RELATIONSHIP DATE OF BIRTH SOCIAL SECURITY TAX
TO PATENT NUMBER DEPENDENT(Y/N)
Self

ARl R I e

Are services related to a workers' compensation or motor vehicle accident clam? []Yes [ ] No
Is anyone in your household: (Check all that apply)

[] Pregnant Who?

[] Avictim of a crime that caused injury Who?

[] Disabled Who?

[ ] NotaU.S. citizen Who?
If LPR how many years? Immigration status:

[ Eligible for COBRA insurance Who?

Do you have or plan to file a personal injury claim [ ] Yes [_]No to compensate for injuries received?

Do you receive subsidized Housing, Food Stamps or Women's Infants and Children’s Program (WIC) []Yes [INo
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Remove the whole line as we only do past due services


Financial Assistance Application Rock Regional Hospital, LLC.

Monthly Household Income Information:

Patient Spouse/Co-Applicant

Gross Income (before deductions)

Self Employment Income

Unemployment

Social Security/SSI (please specify):

Retirement (Pension, Annuity)

Alimony or Child Support

Interest and Dividends from Investment Accounts
Real Estate Rental Income

Other Income

Total Income

Total Household Income

Monthly Household Expense Information:

Total Total
Mortgage/Rent Groceries
Electricity Car Payment ()
Household Gas Day Care
Water/Sewer Child Support/Alimony
Phone/Cell Phone Student Loans
Cable/Internet Medical Expenses

Total Household Expense

The applicant will supply the following information in order for the application to be processed:

» Demographic information detailing the household makeup and the earnings of employed members of the

household.
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Monthly budget showing expenditures for the household.

2 months of pay stubs for any employed household members.
Latest Federal Income Tax return.
Latest State Income Tax Return.
Latest bank statements.

Letters from federal or state agencies of participation in assistance program.
Documentation of outstanding medical bills for the patient, and/or family that could qualify the patient.
Any other information deemed necessary to determine income and eligibility.




If you have no monthly income, please use the space below to provide an explanation of how you are meeting your
monthly living expenses.



Financial Assistance Application Rock Regional Hospital, LLC.

INFORMATION OBTAINED FROM: RELATIONSHIP TO PATIENT:

| am applying for financial assistance with Rock Regional Hospital Health, Inc. (Rock Regional Hospital) as billing/collection agent for the
affiliated healthcare providers indicated above. | understand that it is the expectation of Rock Regional Hospital that patients use all of their
available financial resources to pay their medical bills before financial assistance will be considered or granted. The information | have
provided in this Application and supporting documents are true and complete. By signing this form, | agree to allow Rock Regional Hospital
to verify my employment and credit history for the purpose of determining eligibility for financial assistance. lalso authorize all organizations
and facilities to release information concerning my credit or financial status to Rock Regional Hospital for this same purpose. | understand
that Rock Regional Hospital may require more specific proof of any information on this FAA and supporting documents will be p rovided
upon request. If any information in this FAA and supporting documents is found to be false, misleading, or incomplete, my application for
assistance will be denied. Rock Regional Hospital reserves the right to re-evaluate and/or reverse any charitable service designation if material
information is not disclosed, or information was misrepresented or deliberately withheld, orif I (or my heirs) make demand for or file a civil
action against a third party for personal injuries or damages (including medical charges/expenses). | understand and agree that any
financial assistance granted by Rock Regional Hospital may not be used by me or my legal representatives in any negotiations, settlements
or lawsuit forthe purpose of enhancing an award of monetary damages. Should this occur, | agree that Rock Regional Hospital has the right to
reverse any charitable service designation and pursue full charges. The undersigned agrees that any hospital that rendered medical
services to the patient named above may file and maintain a hospital lien before or after financial assistance is granted on all potential
recovery Sources.

Applicant’s Signature Date Co-Applicant’s Signature Date

The billing office is available Monday through Friday 8:00am to 4:30pm. Phone: 316-239-7170
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