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WREHEERER, HE 10 RAERUTHRREBRHF—FHFE:

[Please complete and sign application form and return within 10 days including copies of the following:]

Pz uk B [Required Verifications]
O & —NHKSWAIEY [Past One month Proof of Gross Income]
O &P H A ST IR P ) e BRATRIK B, RGP i o WAk B l]) - [Past Two months Complete

Bank Statements for all bank accounts, with all pages included (explanation for recurring deposits)]

O HIEMRBIE (1040 Kis LFfIR C. E s F) sR=/HiHita®R (AEFPNHE/ZIEFFAN) [Recent Tax Returns
(1040 form with Schedule C, E or F) or Three Months Profit and Loss Statements (for self-employed/dependents)]

s A, iERAEPL S A4EL [Provide the following, If applicable]

O HAEMZET RO W2 [Recent W2 for Seasonal Income]
O bR &4 4ik [Unemployment Benefit/ Denial letter]

O JLEEFFWNNEFE FR[Child Support Income/Alimony]

O TN - 5 g R “¥ Bif5"# 4> [No Income — Complete Letter of Financial Support portion of the

application]

#B#/5 B [Patient Information]

BE RS, [Patient Name]

it 2 1 9] [Date of Birth]

2B/ EIN (ATik) [Social Security/EIN Number
(optional)]

¥ 511 [Mobile Phone]

HoAth H11% [Other Phone]

JHAS HbhE [Mailing Address]

i [City]

M [State] HS B i 1)
[ZIP code]

L7~ Hb kil [Email Address)

AN JE R ? - [Of what state are you a resident?]

WKL (aTik) [Marital status (optional)] o .5 [Single] o C.4% [Married] o & 5 [Divorced] o HAth [Other]

R B IRRALE ? [Do you file a Federal Tax
Return?] o 4 [Yes] o 75 [No]

WER RIS, AH4? [If no, why?]

ERES e LA N AIRBLR 8] 328697 A2 [Can you

be claimed as dependent on someone else's tax return?]

o #& [Yes] o 75 [No]

o IR 32 HE 7R NAERE 32 R 45 E 5 A 297 4K 2 [Did you or your dependents have health insurance coverage at
the time of service?] o /& [Yes] o 7 [No] GE#IELRK: REEIF) [(Provide Insurance card copy)]

BERA YA E R R ?  (Afk) [Are you a documented resident of the United States? (optional)]

o & [Yes] o 75 [No] o A& [Prefer Not to Answer]
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RIEE B KA H R K, BF/EARAN
1E W IR 5 FE i 7t [Household Members,
including yourself based on your recent
Tax Returns]

HAE R
[Date of Birth]

5B XK [Relationship to
Patient]

RBERBLR
& G/

[Claimed on Tax

Return (Yes/No)]

B K BERR B BT\ IE B [Income Verification for all household members]

HWA KR [Monthly FH 49T ? HEWN BL | Ak [Monthly FH LY ? HEEA (Bi
Income Source] [Who Hi) [Gross Income Source] [Who Aiif) [Gross
receives Monthly receives Monthly
this?] Income (before this?] Income (before
taxes)] taxes)]
2R BTGRP [Social T A% [Worker's

Security/Disability]

Compensation]

7+ ¥4 [Pension] )k [Unemployment]

HE T [Self- T L ARFRRIWETR O

Employment] [Child
Support/Alimony]

AR B) [Public Ho= KON [Rental

Assistance] Land Income]

HoAth [Other]

FENME - (UM B B S [Letter of Financial Support - Should only be completed by the person providing

support]
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O  FAEFERME 50% UL ERAEESRH, (HRTEHYISATEIT K. [| provide more than 50% support for the
patient's living expenses, but | am unable to help with medical bills.]

O EEBFRGER, RASALREPIESLR, IF EARNLAKIHEE KR . A ser, 553

A (Hi55) [By signing this letter, | verify that the above
statement is correct and that | will in no way be held liable for the patient's bills. If you have questions,
please contact me at (Phone Number)]
B Eh#E k4 [Name of person providing support] 58 # XK [Relationship to
Patient]
B’Eh#E K4 [Signature of person providing support] H#H [Date]

St \F1 & 43 #% 52 [VERIFICATION OF INCOME AND IDENTIFICATION]

WA, WIRPTA, AHERDFIRE BRI, M, ROAEREEFEZE. R FRME B DR
H R, POk 1 ST 24 AE Trinity Health SCEXHLAA SR BE RIS . [I certify that the information listed in this
application is true and complete to the best of my knowledge. | understand that the information provided is

subject to verification. | will be responsible for repayment of any services provided at Trinity Health affiliates if
the above information is provided under false pretenses.]

B FH 4 [Signature of Patient]:
H #i[Date]:

ok E RPN 4 (tni&E D [Or Signature of Legal Guardian (If Applicable)]:

H i [Date]:

5 E#FH K & [Relationship to Patient]:
H i [Date]:

BRHIERITFE LiRbhl, SAEREZE 312-871-3350, EET MyChart (BT ME) EAESCH: -
https://mychart.trinity-health.org/MyChart TN R EHEAE R, HERA—Z2RHELF 9 RETHF 5 8 (EE
ZREEFTE]D $RFT 800-494-5797 B RBRATHIZE F IR%E H:0». [Please mail your application to the address
above, fax at 312-871-3350 and or upload documents through MyChart (Patient Portal) -

https://mychart.trinity-health.org/MyChart If you have any questions, please contact our Customer
Service Center at 800-494-5797 Monday through Friday 9 a.m. -5 p.m. ET.]




