SIU Medicine FQHC Financial Application

Responsible Party Information Are you head of household (HoH)? ( )Yes ( )No

Name (First, Middle, Last) Date of Birth Social Security #
Home Address City State Home Phone # Cell Phone #
Employer’s Name Job Title Date of Employment Employer’s Phone #

Spouse’s Information (If Applicable)
Name (First, Middle, Last) Date of Birth

Employer’s Name Job Title Date of Employment | Employer’s Phone #

List Dependents (If Different From Tax Return, Please Explain)
Name Date of Birth Relationship

Have you applied for Public Aid? YES NO If Public Aid denied you, you must provide a copy of the denial.

Income: You must provide documentation for each item and provide a copy of your federal tax return or paycheck stubs for the last 3 months

Responsible Party Income Spouse’s Income (If Applicable)
Wages (Monthly) $ Wages (Monthly) S
Farm/Self-Employment $ Farm/Self-Employment S
Public Assistance $ Public Assistance S
Social Security/Disability $ Social Security/Disability S
Unemployment/Work comp $ Date of Unemployment | Unemployment/Work comp S Date of Unemployment
Alimony/Child Support $ Alimony/Child Support Received S
Annuities/Dividends/Interest $ Annuities/Dividends/Interest S
Pension $ Pension S
Income From Other Sources $ Income From Other Sources S
TOTAL INCOME FOR PAST $$ TOTAL INCOME FOR PAST 12 SS
12 MONTHS MONTHS

If applicant has no income, he/she is required to provide a dated and signed statement from the person(s)
who provides their financial support.

Assets:

Checking $ Savings $ 401K $ CDs $ IRA'S Mutual Funds/Stocks/Bonds $




REQUIRED DATA: The Federal Government asks us to collect the following information —thank you in
advance for complying.

Please indicate your educationallevel:

Please checkif you are a Veteran: ( )Yes, | amaveteran
Please check one ofthe following: ( ) Not Homeless ( )Homeless
( ) Migrant Worker ( )Other

Please check arace and ethnicity:

Race: ( )Black/African American ( ) White ( )Asian
( ) Native Hawaiian ( ) Other Pacific Islander ( ) American India/Alaska Native
( )Other ( ) Refuseto Answer ()

Ethnicity: ( ) Hispanic/Latino ( ) Not Hispanic ( ) Declines to Answer

REQUIRED DATA: Public Housing Information
Are you currently living in public housing? () Yes ( )No

If yes, please check the type of publichousing dwelling you live in:

( ) Duplex ( )HighRise ( )LowRise
( )Single Dwelling (Section 8)

Please reference current yearsliding fee scale to see where you may qualify.

I understand this information will be used only for determination of financial responsibility for my charges at SIU
Center for Family Medicine and will be kept confidential. My signature authorizes SIU Center for Family Medicine
to verify any information furnished on this form.

To the best of my knowledge, the information provided above is true and correct.

Patient/Signature (ifadult): Date:

Responsible partysignature: Date:

Signature of person completingform, if different from patient:

PLEASE RETURN THIS COMPLETED APPLICATION AND ALL REQUESTED DOCUMENTATION WITHIN 15 DAYS.
IF THE APPROPRIATE DOCUMENTATION IS NOT ATTACHED, YOUR APPLICATION WILL BE RETURNED TOYOU FOR
COMPLETION.
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