
保密经济援助申请 
[CONFIDENTIAL APPLICATION FOR FINANCIAL ASSISTANCE] 

适用于由 Trinity Health 机构和医生提供的医院和专业服务 

[For Hospital and Professional services provided by facilities and physicians of Trinity Health] 

个人保密信息 

 
Guarantor Name Smarttext 
Guarantor Address Smarttext 
 
Date Smarttext:  October 08, 2021 
 
保证人：Guarantor smarttext 
 案例编号：smarttext 
案例所涉患者： 
- smarttext patient name(s) 
 
 
尊敬的patient name smarttext： 
 
感谢您选择RHM smarttext作为您的医疗服务提供者。请填写随附的申请表，并按以下地址寄回，以完成对您的
经济援助的评估。 
 
如有任何疑问，请在美国东部时间周一至周五上午 9:00 - 下午 5:00 致电 800-494-5797 联系我们的客户服务中
心。 
 
谨此致意！ 
 
Trinity Health Enterprise Patient Financial Services 
代表 RHM smarttext 
20555 Victor Parkway 
Livonia, MI 48152 
 







保密经济援助申请 
[CONFIDENTIAL APPLICATION FOR FINANCIAL ASSISTANCE] 

适用于由 Trinity Health 机构和医生提供的医院和专业服务 

[For Hospital and Professional services provided by facilities and physicians of Trinity Health] 

 

☐ 我为患者提供 50% 以上的生活费用，但我无法帮助支付医疗账单。[I provide more than 50% support for the 
patient's living expenses, but I am unable to help with medical bills.]  

☐ 通过签署此信函，本人确认上述声明正确无误，并且本人绝不承担患者的账单费用。如有疑问，请与我联

系： _________________________________ （电话号码） [By signing this letter, I verify that the above 

statement is correct and that I will in no way be held liable for the patient's bills. If you have questions, 

please contact me at _________________________________ (Phone Number)] 

资助者姓名 [Name of person providing support] 与患者的关系 [Relationship to 
Patient] 
 

资助者签名  [Signature of person providing support] 日期 [Date] 
 

 

收入和身份核实 [VERIFICATION OF INCOME AND IDENTIFICATION] 

我确认，据我所知，本申请表中所列的信息均真实和完整。我理解，提供的信息需要核实。如果上述信息以虚假

借口提供，我将负责偿付在 Trinity Health 关联机构提供的任何服务。 [I certify that the information listed in this 
application is true and complete to the best of my knowledge. I understand that the information provided is 
subject to verification. I will be responsible for repayment of any services provided at Trinity Health affiliates if 
the above information is provided under false pretenses.] 
 
患者签名 [Signature of Patient]：____________________________________________ 
日期[Date]： ________________________________ 
 
或法定监护人签名（如适用） [Or Signature of Legal Guardian (If Applicable)]：
____________________________________ 
日期 [Date]： _______________________________ 
 
与患者的关系 [Relationship to Patient]：__________________________________________ 
日期 [Date]： _______________________________ 
 
请将申请表邮寄至上述地址，或传真至 312-871-3350，或通过 MyChart（患者门户网站）上传文件 - 
https://mychart.trinity-health.org/MyChart 如果您有任何疑问，请在周一至周五上午 9 点至下午 5 点（美国
东部时间）拨打 800-494-5797 联系我们的客户服务中心。 [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.] 
 


