www.stmgb.org

St. Mary’s | St. Vincent | St. Nicholas
AFFILIATES OF HOSPITAL SISTERS HEALTH SYSTEM

« www.stvincenthospital.org + www.stnicholashospital.org

CONFIDENTIAL FINANCIAL STATEMENT/
REQUEST FOR COMMUNITY CARE

Please complete both sides of this form. Return the signed form with all required documents to the address below.

Patient Financial Service, P.O. Box 13508, Green Bay WI, 54307

Name: Birthdate: SSN:
(Patient) (month/day/year)
Name: Birthdate: SSN:
(Guarantor) (month/day/year)
Street Address: City: State: Zip:
Home Phone No.: Work Phone No.: Cell Phone No.:

Marital Status:

Number of people living in your home: Number of dependent children

GUARANTOR INCOMEI

Employer Name: Relationship to Guarantor:

Address: Employer Name:

City: State Zip Address:

Date Started: Wage: City: State Zip
(month/year) (per hour) Date Started: Wage:

Hours per week: (month/year) (per hour)

Are you a full-time student? QYES QO NO Hours per week: Are you a full-time student? QYES O NO

Name of School: Name of School:

Social Security/Disability: Social Security/Disability:

Unemployment Comp: Unemployment Comp:

Alimony/Maintenance: Alimony/Maintenance:

Support Payments: Support Payments:

Housing Allowance: Housing Allowance:

Pension: Source: Pension: Source:

Rental Income: Source: Rental Income: Source:

Interest Income: Source: Interest Income: Source:

Other Income: Source: Other Income: Source:

Total Monthly Income $ Total Monthly Income $

If you have no source of income, how have you been supporting yourself?
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Savings $ Checking $ Real Estate Address:

Financial Institution: Mortgage Holder:

Savings $ Checking $ Value: Monthly Payment $
Cash on Hand $ Pension Fund $ Balance:

Annuities § 407K $ Other Real Estate:

Mutual Funds $ Stocks or Bonds $ Mortgage Holder:

IRA/CD $ Value: Monthly Payment $
Life Insurance Cash Value $ Balance:

VEHICLES: .

Make Model Vear Value Rental Property Address:

Monthly Rental Income $

Other assets and values:

QOther (ATV's, boats, snowmobiles, etc.):

IF RENTING
Name of Landlord:

Landlord's address:
Monthly Rent $

List all debt, credit cards, medical bills, loans, cable TV, cell phone, student loans, and all other monthly expenses.

To Whom Owed Total Amount Due Monthly Payment Amount

As a condition to providing Community Care, you are required to submit proof of income and resources.
Please provide the following information or your application will be denied.

 Income tax returns including W-2's for the past year.

e Most recent tax returns, including schedules.

e Paycheck, Unemployment, Social Security, or Compensation statements for the past two (2) consecutive months.
e Statement from checking, savings, and investment accounts for the last two (2) consecutive months.

e Any forms approving or denying unemployment, workers compensation, or financial aid programs.

By signing below | certify that all information is true, correct, and complete. | will inmediately notify the Patient Financial Services Department if my circumstances

change.
If you have any questions, please call one of our Patient Financial Representatives at 920-433-8122 or 1-800-211-2209.
St. Mary's Hospital, www.stmgb.org St. Vincent Hospital, www.stvincenthospital.org St. Nicholas Hospital, www.stnicholashospital.org

Signature: Date:




