PRINT Financial Counseling

736 Irving Avenue, Syracuse, NY 13210

[ l CROUSE H EAI.TH Phone (315) 470-7030 Fax (315) 470-2624
Affiliate of %' Northwell Health- i erotse.ore

Financial Assistance Application

Patient’s Name

First Last M Date of Birth
Address
Street City State Zip Code
Phone Household Size
Household Information
(Please include everyone residing in the household including the applying patient)
Name Date of Birth Relationship to Patient
Income
(Please check appropriate box for source of income and enter gross monthly or annual dollar amount)
Parents
Patient Spouse (if patientis a Monthly Income Annual Income
child)

Wages S S

Social Security S S

Pension $ $

Disability S S

Unemployment $ $

Workers Comp S $

VA Benefits S $

Child Support $ $

Alimony $ $

Rental Income S S

Interest Dividends S S

Other Income S S

| certify that the above information is true and accurate to the best of my knowledge.

Date Signature

**Upon submitting a completed application, you may disregard any bills until you
receive notification of a determination on your application**
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