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sumner county hospital district no. 1
application for financial assistance 
PATIENT INFORMATION: Name:_________________________________________ Age/DOB:________________________
Address:__________________________________City:_________________________State:___________Zip:_________________

SSN:___________________________Phone:_____________________________Cell:_____________________________________

Marital Status: (Circle One) Married   Single     Divorced   Widowed   Legally Separated  Domestic Partner

# of Dependents:______________________ Ages of Dependents: ____________________________________________________

Employer Name:______________________________________Address/Phone:________________________________________

Title/Position:________________________________________ Length of Employment: _________________________________

Secondary Employer: _________________________________ Address/Phone:________________________________________

RESPONSIBLE PARTY INFORMATION: _______ Check if same as patient 
Name:__________________________________________________ Age/DOB:_________________

Address:__________________________________City:_________________________State:___________Zip:_________________

SSN:___________________________Phone:_____________________________Cell:_____________________________________

Marital Status: (Circle One) Married   Single     Divorced   Widowed   Legally Separated  Domestic Partner

# of Dependents:______________________ Ages of Dependents: ____________________________________________________

Employer Name:______________________________________Address/Phone:________________________________________

Title/Position:________________________________________ Length of Employment: _________________________________

Secondary Employer: _________________________________ Address/Phone:________________________________________

SPOUSE INFORMATION: 
Name:__________________________________________________ Age/DOB:_________________

Address:__________________________________City:_________________________State:___________Zip:_________________

SSN:___________________________Phone:_____________________________Cell:_____________________________________

Marital Status: (Circle One) Married   Single     Divorced   Widowed   Legally Separated  Domestic Partner

# of Dependents:______________________ Ages of Dependents: ____________________________________________________

Employer Name:______________________________________Address/Phone:________________________________________

Title/Position:________________________________________ Length of Employment: _________________________________

Secondary Employer: _________________________________ Address/Phone:________________________________________

FINANCIAL STATEMENT

GROSS MONTHLY INCOME: (documentation required)

	SOURCE
	SELF
	SPOUSE
	DEPENDENT
	TOTAL

	Employment Wages
	
	
	
	

	Self-Employment
	
	
	
	

	Unemployment
	
	
	
	

	Work Comp
	
	
	
	

	Child Support
	
	
	
	

	Alimony
	
	
	
	

	ADC/Food Stamps
	
	
	
	

	Social Security Income
	
	
	
	

	Disability
	
	
	
	

	Pensions/Requirement
	
	
	
	

	Other Income
	
	
	
	


TOTAL $_____________________________

For Medically Indigent Only:

ASSETS: 

Residence: Own______ Rent_____ (If Owned) Estimated Value $_______________________ Unpaid_________________________

Real Estate: Business/Farm/Rental Property      Estimated Value$ _______________________ Unpaid _________________________

VEHICLES:
#1 Make/Model/Year _________________________ Unpaid Balance $_________________

#2 Make/Model/Year _________________________ Unpaid Balance $_________________
#3 Make/Model/Year _________________________ Unpaid Balance $_________________
#4 Make/Model/Year _________________________ Unpaid Balance $_________________

FINANCIAL/BANKING

Name_____________________________________ Account Type_______________________ Balance $______________________

Name_____________________________________ Account Type_______________________ Balance $______________________

Name_____________________________________ Account Type_______________________ Balance $______________________

OTHER ASSETS (i.e. boat, motor home, motorcycle, antiques, equipment) Value $________________________________________

REQUIRED DOCUMENTATION

Identification/Address (one of the following)
Driver’s License, Birth Certificate, SS Card                                        
Income (all of the following)

Last year Tax Return

Last 3 months of pay stubs for all employers

Proof of Child Support/Alimony Income: 

Most current complete bank statement (checking, savings, CD, money market)

Social Security benefit letter verifying benefit amount

Insurance

Insurance Cards

If this application is incomplete a letter will be sent to the applicant detailing what information is missing. The applicant will have 14 days to provide required information before application is denied due to incomplete status.  

Completed applications must be returned within 30 days of receipt. 

Do you have a Health Savings Account or Flexible Spending Account for health expenses? __________________________________

If yes, please state the current value of the account: __________________________________________________________________

Are there any other circumstances that may help us make a decision?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I, the undersigned, certify that the above information is true and correct to the best of my knowledge.  I understand that the information submitted is subject to verification.  I authorize Sumner County Hospital District Number 1 to request a credit report in order to verify the information provided in this application.  I understand that falsification of information submitted may jeopardize my consideration for this program.  Furthermore, to qualify for this program, I understand that I must apply for any and all assistance that may be available from outside sources to help pay my hospital bills prior to completing this application.

Signature: __________________________________________
Date: _______________

(Patient/Responsible Party)

Signature: __________________________________________
Date: _______________

(Spouse/Other Responsible Party):

All documentation must be provided within 30 days.  If any question does not apply to you, mark “n/a” next to that line.

To consider an account for financial assistance your medical condition at the time of service MUST be urgent or emergent.

If you have questions, please contact: Deb Webster or Lynn Knowles at 620-845-6492

Please send Application and all relevant documentation to: 

Deb Webster/Lynn Knowles Billing
Sumner County Hospital

601 S Osage

Caldwell Ks 67022

HOSPITAL USE ONLY

Reviewed by: _________________________________________  Date________________________________________

Approved _________  Denied ___________

Discount Percentage ___________________  Write off amount _________________  Remaining Balance ______________________
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