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Arlington Memorial Hospital 500 E Border Street #130
Harris Methodist Hospitals ~ Arlington Texas 76010

Presbyterian Hospitals 682-236-3000 / 800-890-6034
THRFinancialassistance @texashealth.org

:Guarantor Name / (bl au :Date / )4l
:Date of Service / 4wl 7 )1 ‘Patient Name / U yall auil
# Medical Record / # (hall Jadll a8 # Hospital Account / # (&diuall Clus o8
Texas Health
Texas Health ’ . . Texas Health
Arlington Memorial Hospital |:| Harris Methodist Hospital |:|

Southwest Fort Worth Presbyterian Hospital Denton

Texas Health
Harris Methodist Hospital Stephenville

Texas Health
Presbyterian Hospital Kaufman

Texas Health
Behavioral Health Hospital Corinth

Texas Health
Presbyterian Hospital Plano

Texas Health Harris
Specialty Hospital Fort Worth

Texas Health
Harris Methodist Hospital Alliance

Texas Health
Recovery and Wellness Center

Texas Health
Heart & Vascular Hospital Arlington

Texas Health
Harris Methodist Hospital Azle

Texas Health
Seay Behavioral Health Hospital

Texas Health
Outpatient Surgery Center Alliance

Texas Health
Harris Methodist Hospital Cleburne

Texas Health
Springwood Behavioral Health
Hospital

Texas Health
Presbyterian Hospital Allen

Texas Health
Harris Methodist Hospital Fort Worth
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Texas Health
Harris Methodist Hospital
Hurst-Euless-Bedford

Texas Health
Presbyterian Hospital Dallas
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Arlington Memorial Hospital 500 E Border Street #130
Harris Methodist Hospitals ~ Arlington Texas 76010

Presbyterian Hospitals

682-236-3000 / 800-890-6034
THRFinancialassistance @texashealth.org
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APPLICATION FOR FINANCIAL ASSISTANCE — Page 1

M1/ Y sl First / asY) Last/ <l [ G el and
.Patient Name
Gl o &k Clill o8
[ # Gainal  33%al [ # geliaY)
Hospital ‘DOB # Social Security
‘# Account
[ 5] Jumiia [ 3/ [ 5] 3\ [ sl e [ 8]z 5 i
Separated Widowed Divorced Single Married
/Y [ o [ $(p\e 18 ¢ 05) siad Juikal el Ja
No Yes Do you have minor children (under 18)?
/Y [ ax Do they live with you 2/ $J ) (i (3 elas () saids Ja
No Yes
/Y [ ax [ $ il Y ol ey o aa Ja
No Yes Are they your birth/legally adopted children?
/Y [ a2 Patient Employed? / $a&ls s bl Ja
No Yes
/Y [ ax Spouse Employed? / $iida s a5 sl Ja
No Yes
/Y [ pxi [ $ g O el
No Yes Do you have medical insurance?
Iy [ axi  $isie dia Figms dile] el Ja
No Yes Are you on disability? How long?
I [ o2 Are you a veteran? / $4; Suall deadll (ya 2o liie il Ja
No Yes

5218 (54 daa) yall Cuad

FAMILY MEMBERS — (Living in the home) / (JJiall (& crrasiall) - 3 u) 21 3

:Spouse / 8/z 5

| sanll /3] Jakal)
:Age :Child
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:Age :Child
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Arlington Memorial Hospital
Harris Methodist Hospitals
Presbyterian Hospitals
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Expenses
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Mortgage/Rent

Utilities / 4le Cilada

Car Payments / 3_ld) Cay jlas
Food / / A& [elaal) &l yisa
Groceries

Credit Cards / Oy cilita,

™) A iy pas
Other (please specify) / (a3

Texas Health

Resources™

500 E Border Street #130
Arlington Texas 76010

682-236-3000 / 800-890-6034
THRFinancialassistance @texashealth.org
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Public / 4 Sa Sl gaa
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/ ‘;cm;w Olesall
Social Security
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Unemployment / Aay (ilae
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Strike Benefits
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Worker's Compensation

Alimony / Adlaall 4x 5 31| dads

Child Support / JulaY! 4ad

Military / aalua &l 8 (ilas
Allotments
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©¥ P BB

Pensions / 2 &l ilaa
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Income from: CD’s / &uY)
[ 3535 7l el oY) s
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$ Interest / agaY)
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CD’s, IRA’s
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Arlington Memorial Hospital
Harris Methodist Hospitals
Presbyterian Hospitals

\\L/ Resources™

500 E Border Street #130
Arlington Texas 76010

682-236-3000 / 800-890-6034

THRFinancialassistance @texashealth.org
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APPLICATION FOR FINANCIAL ASSISTANCE — Page 2

I3z 530 das g ol J Jaal) dga s
:Spouse’s Employer Name of Employer

| # i) 8 [ # il 8

# Telephone # Telephone

[ ezl dga ) 5ic [ ezl dga ) 5ic

Employer Address Employer Address

EEN-P [ 4k

Occupation Occupation
/Y [ a2 [ (0 97all Adall e 1) el ) Medicaid 2Suaue e J peasll Ul Ulla 385 Ja
No Yes Are you currently applying for Medicaid Benefits?
/Y [ p2i [ 90 saall Baclisa gl yflead aiiall Amdaliall lidiiee JIA (e A g allay Crand Ja
No Yes Have you applied for assistance thru your county hospital/indigent program?
/N?) /Y: Is your physician donating his/her services? [ $dHEa () 50 Lgifanleasy &)—.’3:’ el Ja
/Y [ ans [ Sl sl lidlalfeliinla (ol sagaia o A dgn (5l Gllia Ja
No Yes Are there any potentially liable third-parties responsible for your accident/injury/iliness?
/Y /e’..'\ /?@W&\@m@\ﬁs\ﬁa\mgﬁé}}@u&@dmdg
No Yes Is anyone assisting you with payment of your hospital bills?

Who is assisting you? / ¢ s& (=

How much assistance are you receiving? [ Slalals g—ﬂ‘ 4 grall Ao ?5

[l palal) adiaa) 5 ) gild dand 4l & gra e J geanll cliglal daad 8 05 Ll s 5 AT Glaslaa 5 7 0
List any other information you feel would be helpful to us in determining your eligibility for assistance in paying your
hospital bill.
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$ [ (2aY1 Qi shaf yual Ao Y (553 Gilra ¢ aY) Ao shae s la) i e 3 ka))
Expected earnings and/or funds you will receive during your time off due to your iliness (Sick leave, paid time off,
short/long term disability income).
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Expected length of time you will be unable to work and/or earn wages.
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500 E Border Street #130
Arlington Texas 76010

682-236-3000 / 800-890-6034
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Date
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Relationship
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Home Telephone Number

5218 (54 daa) yall Cuad

. (Texas Health Resources)

dadh (s all 5 dadia S \sjqugeM\ @5}‘
Signature of Person Making Request, If Patient
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