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Patient Financial Hardship Application

Patient Information 

 Full Name: __________________________________________ 
 Date of Birth: _______________ 
 Address: __________________________________________ 
 Phone Number: ____________________________________ 
 Email: _____________________________________________

Reason for Hardship 
☐ Loss of employment 
☐ Reduction in income 
☐ Medical expenses 
☐ Other: ___________________________________________
Please briefly describe your financial hardship: ______________________________________
______________________________________________________________________________________________________________________________________________________

Household Income & Expenses (Monthly) 
 Total Monthly Household Income: $_________________ 
 Number of Dependents: __________ 
 Rent/Mortgage: $_________________ 
 Utilities: $_________________ 
 Food: $_________________ 
 Medical Expenses: $_________________ 
 Other Expenses: $_________________

Requested Assistance 
☐ Payment plan 
☐ Discounted rate / Hardship adjustment 
☐ Other: ___________________________________________













Certification 
I certify that the information provided above is true and accurate to the best of my knowledge. I understand that falsification of this application may result in revocation of any financial hardship assistance granted.

Signature: ________________________________ Date: ______________



Office Use Only 
 Application Received By: ___________________________ 
 Date Received: _______________ 
 Documentation Provided: 
☐ Pay Stubs ☐ Tax Return ☐ Unemployment Letter ☐ Other ____________ 
 Hardship Status: 
☐ Approved – Assistance Granted 
☐ Denied – Reason: ______________________________ 
☐ Pending – Additional Documentation Needed


Reviewed By: ___________________________ Date: _______________
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Heal Faster. Live Stronger.




