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

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: Single Married Common Law Separated Divorced Widowed 

Gender: Male 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, etc.) 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 RELATIO NS HIP 
TO PATIE N T 

DATE OF BIRTH SOCIA L SECURIT Y 
NUMBER 

TAX 
DEPENDE NT(Y/ N) 

1. Self 

2. 

3. 

4. 

5. 

6. 

Are services related to a workers’ compensation or motor vehicle accident claim? 
Is anyone in your household: (Check all that apply) 

Yes No 

Pregnant Who? 
A victim of a crime that caused injury Who?  
Disabled Who? 
Not a U.S. citizen Who? 
If  LPR how many years? Immigration status:   
Eligible for COBRA insurance Who? 

Do you have or plan to f ile 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 No 

Financial Assistance Application
 RFinock Regional Hospital, LLC. 

Financial Assistance Application
Please mail completed application to: 3251 N. Rock Rd. 
Derby, KS 67037, fax to 316-500-3580 or email to 
rrhbilling@rrhderby.com. 

ghaskins
Highlight
Remove the whole line as we only do past due services



Monthly Household Income Information: 
Patient Spouse/Co -App lican t 

Gross Income (before deductions) 

Self Employmen t Income 

Unemployment 

Social Security/SSI (please specify): 

Retiremen t (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 (s) 

Household Gas Day Care 

Water/Sewer Child Support/Alimon y 

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.

➢ 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.

Financial Assistance Application Rock Regional Hospital, LLC. 



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



INFO R M A T IO N OBTA IN E D FRO M: RELA TIO NS H IP TO PATIE N T:   
I am app lying f o r fi nancia l assist anc e wit h Roc k Reg iona l Hos pit al Hea lt h, Inc. (Roc k Regiona l Hos p it al) as b il li ng/c ol lectio n agent fo r t he 
affi li at ed healt hc a re providers ind ic at ed abov e. I underst and t hat  it i s t he ex pect at ion of Rock Reg ional  Hos p it al t hat patient s us e al l of t hei r 
available f inancial resources to pay their medical bills before f inancial assistance will be considered or granted. The information I have 

provided in th is A pp lic at ion and s uppo rting doc umen ts a re true and c omp let e. By signin g t his f orm, I ag ree t o a llow Roc k Regional Hos pit a l 
to v e rify my emp loy ment and c redit hist o ry f or t he purpos e of dete rmin ing e ligib ilit y fo r fi nancia l ass ist anc e. I a ls o  aut hor ize all o rganizat ions  
and f aci lit ie s t o re leas e inf o rmat ion c onc e rning my c redit o r fi nanc ial st at us t o  Rock Reg ional Hos pit a l f or t h is s ame  pu rpos e. I unde rst and 
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 info rma tion in t his FA A and s uppo rting doc ument s is f ound t o be fa ls e, mislead ing, o r inc omp let e, my app lic at ion fo r  
as sist anc e  will  be denied. Rock  Reg iona l Hos pit a l res erves t he right t o re -ev aluat e and/ or rev e rs e any c ha rit able s erv ic e designation if ma t eria l  
inf o rma tio n i s not d isc los ed, o r inf o rmat ion was misrep res ent ed o r del ibe rat ely  wit hheld, o r if  I (o r my  hei rs ) mak e demand  f o r or  fil e  a c ivi l 
action against a third party for personal injuries or damages (including medical charges/expenses). I understand and agree  that any 
financ ial as sist anc e grant ed by Roc k Regiona l Hos pit al may  not be us ed  by me  or my  legal rep res ent ati v es in any negot iations, sett lement s 
or  laws uit  fo r t he pu rpos e of enhanc ing an award of mone t a ry damages. S hould  t his  occ u r, I agree  that  Rock Reg ional  Hos p it al has t he r ight t o 
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 f ile and maintain a hospital lien before or after f inancial 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 

Financial Assistance Application Rock Regional Hospital, LLC. 
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