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APPLICATION FOR FINANCIAL ASSISTANCE 

Responsible Party: __________________________________________________________________________

All Patients included:  ______________________________	___________________________________

			______________________________	___________________________________

Address: ___________________________________________________________________________________

Phone Number: ____________________________________ 

Contact Person: ___________________________________________________________


Date of Application: _____________________________________________

Charges made by Franklin County Memorial Hospital and Pool Medical Clinic 8 months prior to qualification date. 

I, _____________________________________________________, request consideration for Financial Assistance applicable to the above charges. I have provided the information requested to allow the representative to determine eligibility for Assistance as defined in the hospital policy. I understand the Federal Poverty Guideline matrix. 

Signed: ___________________________________________________         Date: _______________________

Proof of household finance: 
_____ Tax Return and ____ Assets (i.e. Automobile, land, house, etc.) Please provide a list. 

_____ Applied for Medicaid. Please attach approval or denial. 
If eligible for the following, please provide proof: Supplemental Nutrition Assistance Program, the Nutrition Assistance Program for Women, Infants and Children, or Temporary Assistance for Needy Families.


Eligibility Determined _____________________________________             Approved ______ Denied _____	

Reviewer Signature: _________________________________________________________________________

Routed to applicant and accounts receivable clerk on __________________________________________

                                                                                                                                                      Revised March 2025, October 2026
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