
 

FAP 001 Rev. 01/21 

Financial Assistance Application Form 
 
Patient Name ______________________________________ Date of Service ________________ 
  Last                        First                          MI 
Address _______________________________________________________________________ 
                Number & Street                       City  State  Zip 
Date of Birth _________________________  Marital Status __ Single __ Married __ Divorced 
Primary Phone No. (_____) ____________________  __ Home __ Mobile __ Work __ other 
Email address ________________________________   
Health Insurance ________________________________________________________________ 
                               Insurer's Name      Insurer's Phone No.   
__ no insurance __ Medicare __ Medicaid __ other ____________________________________ 
  

Income Source Total for 3 months prior to 
service 

Total for 12 months prior to 
service 

Wages/self-employment   
Social Security   
Retirement & other income   
Unemployment or Workers 
Compensation 

  

Child Support   
Other   

 
List all family members in your household and their dates of birth and relationship to patient 

Name Date of Birth Relationship to patient 

   

   

   

   

   

 
By signing below, I certify that everything I have stated in this Application and any attachment is 
true. 
 
Responsible Party Signature ________________________________ Date __________________ 
Print Name __________________________________ 
  
 


