‘PATHOLOGY
LABORATORIES

A Sonic Healthcare Company

Financial Assistance Application

Directions for completing application

Please complete all of the fields on this application and sign the application where indicated. Please provide all types of
gross family income as indicated below. Proof of your income should also be provided. Types of proof include wage
verification (pay stubs 1 year prior to the date of service you are requesting assistance for), unemployment information,
Social Security award letters, self-employment records, disability or worker's compensation, alimony, child support,
pensions, income tax returns, etc. If you have questions, please contact us at 866.755.8855.

Please note all information provided is confidential and is only used for the purpose of determining your
discount

If your family income after January 11, 2019 is If you do not have insurance and your family income
within the income ranges below, you may be after January 11, 2019 is within the ranges below, you may
eligible to receive free care for necessary medical be eligible for discounted care.
services even if you have insurance.
Family Size Annual Income
Family Size Annual Income 1 $49.960
1 $24,980 2 $67.640
2 $33,820
3 $42,660 3 $85,320
4 $51,500 4 $103,000
5 $60,340 5 $120,680
6 $69,180 6 $138,360
7 $78,020 7 $156,040
8 _ $86,860 8 $173,720
For each additional person add: | $8,840 For each additional person add: | $17,680

Today’s Date: Account #

Patient Name: Last 4Digits of Patient Social Security #

Patient address:

City: State: Zip code:

Home Phone # Cell Phone #

Please provide your email address if you would like to receive communication regarding this application via email:

Patient date of birth: / / Marital Status:

Gender:

What county do you live in?

Have you been a resident of that county for the past 6 months?

Are you a citizen of the United States?

Were you an Ohio resident at the time of your service?
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Please provide the following information for you and all of the people in your immediate family that live in your home. For
the purposes of this application, “family” is defined as the patient, patient’s spouse and natural or adopted children under
the age of 18 who live in the patient’s home. If patient is under 18, please include parent’s income.
Gross Income
3 Months Prior to Gross Income 12

Relationship Date Months Prior to Current Gross Type of
Name Age to Patient of Service Date of Service Monthly Income Income
Total persons in family: Total family
income:

If there is no income, please explain how patient is supporting self:

Patient/Guarantor employer for the last 12 months:

Name of employer: Date hired: Date Ended:
Name of employer: Date hired: Date Ended:

Spouse’s employer for the last 12 months:

Name of employer: Date hired: Date Ended:
Name of employer: Date hired: Date Ended:
Have you applied for Medicaid? Yes No If yes, what were the results?

If no, you were denied by Medicaid why?
Have you applied for Social Security disability assistance? Yes No

If yes, what were the results? Approved Denied If approved effective date:
Do you have health insurance other than Medicaid? Yes No

How much do you have in your checking, savings accounts, 401k, IRA, etc.?
In the chart below please provide any expenses you may have.

*Please provide a copy of your bank statements

Housing: Car: Electric/Gas: Medical:

Food: Other:

Do you have auto insurance if service is auto related? Yes No

If yes, please list information below:

Name of Insurance: Policy # Group#
Address of Insurance: Phone #

| understand any financial assistance provided may be reversed if it is determined this information is not correct.
“Providing false information to induce another to extend credit or to bestow any other valuable benefit may be a violation
of the Ohio Revised Code Section 2921.13.”

By signing below, | state the information on this application is true to the best of my knowledge.

Signature of patient/guarantor Date/Time
Signature of spouse Date/Time
Signature of staff member (if applicable) Date/Time

Mail the completed application to: Pathology Laboratories, P.O. Box 691, Toledo, OH 43697.
If you have questions, please contact us at 866.755.8855.
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