


PATIENT CONTACT INFORMATION: 

First Name: \ Middle Initial: Last Name: 

Please give us a phone number where I Phone#: I Secondary Phone #: 
you can be reached ifwe need to contact 

Home address: Street Apt#: 

City: I State: Zip Code: I County: 

Mailing Street Apt#: 
Address: (if 
different) City: I State: Zip Code: I County:

HOUSEHOLD INFOR
M

ATION: List "SELF" on line I. List the name of spouse or significant other on 
Line 2. List the names of dependent children or others in household on lines 2-5. 

Name: Date of Birth Relationship to Annual Income 

First. Middle Initial. Last Head of 
Household 

I SELF 

2 

3 

4 

5 

By slgmng my name below, I attest that all of these statements� true and that I do not haYe acress to other med/cal 
insurance through the federal government. the state, an employer or on my oH-n. I 

(Signature of guarantor/ 
_/_/_

(Date/ 

BELOW SECTION FOR INTERNAL OFFICE USE ONLY 

INCOME: 

Total value of income: (make s 
rnni,:,c for filPI 
Familv size 
We have received a copy of the 
Medicaid denial letter. o Yes o No Date of letter: _/ 
If Pr3tient has previously applied for 
Med/GIid with the last 6 months, 
we will accept that den/al letter. 

Qualifies for Slidina Fee Scale o Yes o No
% of slide 0 100% o 75% o 50% I o 25%

Approved By: ____________________ _ Date: __J __ / __ _ 

Expires:__} __ / __ _ 

\ 
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