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BOONE COUNTY HEALTH CENTER 
                              
AND MEDICAL CLINICS                                                      
723 West Fairview Street





P.O. Box 151






Albion, NE  68620







PATIENT FINANCIAL ASSISTANCE APPLICATION
Responsible Party Information

	Name


	Birth Date
	Social Security No

	Home Address


	Phone No.

	Name of Spouse (give address if different)


	Spouse Birth Date


Responsible Party Employment

	Occupation


	How long in Present Employment?



	Employer’s Name


	Address
	Phone No.



	Present Monthly Income

Salary or Wages $_____________   Other (state source) $____________    Total $______________________


Spouse’s Employment
	Occupation


	How long in Present Employment?



	Spouse’s Present Employer’s Name


	Address
	Phone No.

	Present Monthly Income

Salary or Wages $_____________   Other (state source) $____________    Total $______________________


Dependents

	Name
	Relationship
	Age

	
	
	

	
	
	

	
	
	

	Present Monthly Income

Salary or Wages $_____________   Other (state source) $____________    Total $______________________


	Applied for Medicaid:                                      Date:                         Caseworker:


	Medicaid Approved or Denied:



ASSETS

	Cash
	$

	Checking Account (show location)
	
	$

	Savings Account (show location)
	
	$

	Real Estate owned: (TOTAL CURRENT VALUE)
	$

	Address or legal description
	Date Acquired
	Cost
	

	
	
	
	

	
	
	
	

	
	
	
	

	Vehicles: (TOTAL CURRENT VALUE)
	$

	Year
	Make/Model
	Date Acquired
	Cost
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Household Furniture and goods
	$

	Other Person Property (Itemized)
	$

	Health Savings Acct (show location)
	
	$

	TOTAL ASSETS
	$


LIABILITIES
	Bills Owed:
	

	Purpose of Loan
	Date of Loan
	Original Amount
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Current Mortgage Balance
	$

	Other Medical Bills
	$

	Other Debts (itemized with current balance)
	$

	
	

	TOTAL LIABILITIES
	$


The information provided in this application is a true and complete assessment of my financial position. I hereby authorize Boone County Health Center (BCHC) to verify any information contained herein. I hereby authorize BCHC to access my credit report. Any false or misleading statements will void my application for assistance.
___________________________

________________________________________________

Date





Signature of Responsible Party







________________________________________________







Signature of Spouse or Significant Other

PLEASE ATTACH:
1. Copy of last two years tax forms 

If you have not filed income tax in the last 2 years please provide date you last filed:_____________________
2. Copy of Current Bank Statement

3. Copy of one month of current pay stub(s)

4. Copy of current HSA Statement, (if applicable)
5. Medicaid Determination Letter. If you need assistance, call East Central District Health Department at 402-562-8962
Patient Financial Assistance Application Form - 5-2018

