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       Maryland State Uniform Financial Assistance Application


Patient Financial Services

6545 North Charles Street

Suite 200

Baltimore, MD 21204
Thank you for inquiring about our Financial Assistance Program.  Everyone is eligible to apply. The Financial Assistance Application you have been given will need to be completed and returned to us.

Please provide any of the following information that applies to your situation:

· 2 recent pay stubs for each family member over 18 years of age, including date of hire

· 2 most recent unemployment insurance pay stubs

· A copy of your most recent income tax returns (Federal and State) with W2’s

· A copy of your Social Security Award Letter 

· A copy of your Medical Assistance denial or spend down letter

· A complete copy of your 2 most recent checking and savings account statements

· A copy of your 2 most recent investment statements (money market, CD, Stocks etc.)

· A letter of hardship, briefly explaining your need for financial assistance

· If you do not have any income, please provide proof of how you are paying your living expenses in the form of a notarized letter of support—cancelled checks and/or receipts may also be required if someone else is paying your bills

The attached “Medical Assistance Screening Check List” also needs to be completed.  This document helps us to determine if you may be eligible for additional programs.

Please make sure you sign and date your application; and return your application to the address shown above.

We have representatives available Monday through Friday, from 8:00 AM to 6:00 PM, to assist you with your application or to answer any questions you may have.  

Please feel free to contact us at (443) 849-2450 (press 1) or at (800) 626-7766 (press 1).  

We look forward to assisting you with your application process.
Sincerely,

The Patient Financial Services Department

	Information About You

	Name   ________________________________________________

	                         First                                          Middle                                              Last

	

	Social Security Number  ​ ______-____-______
	Marital Status:     Single      Married      Separated

	US Citizen:          Yes      No                                        
	Permanent Resident:         Yes       No

	

	Home Address _________________________________________
	Phone _______________

	              ______________________________________________
	

	              ______________________________________________
	_______________

	                  City                                                State                                      Zip code                          
	Country

	Employer Name   ______________________________________
	Phone _______________

	Work Address  ________________________________________
	

	              _____________________________________________
	

	                 City                                                State                                      Zip code                          
	

	Household members:
	

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	____________________________________________​​______      ________        ______________________________________________

	    Name                                                                                              Age                  Relationship

	

	Have you applied for Medical Assistance       Yes      No

	If yes, what was the date you applied? _______________ 

If yes, what was the determination?   _________________________________________________

	

	Do you receive any type of state or county assistance?             Yes      No


	I.  Family Income
	

	List the amount of your monthly income from all sources.  You may be required to supply proof of income, assets, and expenses.  If you have no income, please provide a letter of support from the person providing your housing and meals. 

	
	Monthly Amount

	Employment 
	______________

	Retirement/pension benefits
	______________

	Social security benefits
	______________

	Public assistance benefits
	______________

	Disability benefits
	______________

	Unemployment benefits
	______________

	Veterans benefits
	______________

	Alimony
	______________

	Rental property income
	______________

	Strike benefits
	______________

	Military allotment
	______________

	Farm or self employment
	______________

	Other income source
	______________

	Total                    
	______________

	
	

	II.  Liquid Assets
	Current Balance

	Checking account
	______________

	Savings account
	______________

	Stocks, bonds, CD, or money market
	______________

	Other accounts
	______________

	Total  
	______________

	
	

	III.  Other Assets
	

	If you own any of the following items, please list the type and approximate value.

	Home                                Loan Balance  ________________
	Approximate value  _______________

	Automobile                    
	Make   _________      Year ______
	Approximate value  _______________

	Additional vehicle
	Make   _________      Year ______
	Approximate value  _______________

	Additional vehicle
	Make   _________      Year ______
	Approximate value  _______________

	Other property                       
	Approximate value  _______________

	Total
	                        ______________

	
	

	IV.  Monthly Expenses
	Amount

	Rent or Mortgage
	______________

	Utilities
	______________

	Car payment(s)
	______________

	Credit card(s)
	______________

	Car insurance
	______________

	Health insurance
	______________

	Other medical expenses 
	______________

	Other expenses
	______________

	Total
	_____________

	
	

	Do you have any other unpaid medical bills?              Yes          No
	

	For what service?  ____________________________________________________________________

	If you have arranged a payment plan, what is the monthly payment?  ___________________________

	

	If you request that the hospital extend additional financial assistance, the hospital may request additional information in order to make a supplemental determination.  By signing this form, you certify that the information provided is true and agree to notify the hospital of any changes to the information provided within ten days of the change.

	_____________________________                   _________________                                      

	       Applicant signature                                                                                                                             Date

	_____________________________

	       Relationship to Patient                                                                                                                            


MEDICAL ASSISTANCE ELIGIBILITY SCREENING CHECK LIST
YES               NO

____               _____     Patient is a Maryland resident

____               _____     Patient is a U.S. citizen

                                      *If you are not a citizen; most recent date of arrival in  

                                        the US _____________________________________*                                     
____               ____       Patient has Medicare                                      

____               ____       Patient is over age 65

____               ____       Patient is under age 21

____               ____       Patient is currently pregnant

____               ____       Patient has child or children who are 

                                      under age 21 residing with patient                                  

____                ____      Patient is blind

____                ____      Patient is disabled

                                      (list disabling condition) ____________________

                                      (patient needs to be unable to work for 12 months or longer)                                    

____                ____      Patient has Aids or is HIV+

A ‘yes’ answer to any of the above eligibility criteria may qualify the patient for Medical Assistance.  The Financial Assistance Application will determine if the patient may meet the financial eligibility criteria for Medical Assistance.

………………………………………………………………………

By signing below, I certify that the above information is true and accurate to the best of my knowledge.  I understand that I may be required to supply proof of any of the above information and I may be denied financial assistance if the requested information is not provided.  GBMC reserves the right to refuse assistance to any applicant.  In addition, by signing below, I give GBMC the right to query one of the national credit reporting agencies, in order to confirm information supplied by applicant regarding outstanding debt.

___________________________________                                                         _______________

Signature of Applicant or Agent                                                               Date

· PLEASE NOTE:  ALL INFORMATION ON ALL PAGES MUST BE COMPLETED AND ALL AREAS REQUIRING SIGNATURES MUST BE SIGNED AND DATED OR 

                                        APPLICATION  WILL NOT BE CONSIDERED
Patient Financial Services     6545 North Charles Street   Suite 200    Baltimore, MD    21204

   443-849-2450    800 626-7766


