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PEKIN HOSPITAL
PATIENT ACCOUNTS

FINANCIAL ASSISTANCE OR UNINSURED DISCOUNT
Name of responsible party  





___  Date of Birth  

____________
Address  





________________________________________________
Guarantor Marital Status:
     Single           Married           Widowed           Separated           Divorced

Employers for all household members (verification of income is required for ALL employed household members).
Employer  




  Phone  ________  Salary  $__________  Hr. ___Wk. ___Mo. ___

Employer  




  Phone  ________  Salary  $__________  Hr. ___Wk. ___Mo. ___

Employer  




  Phone  ________  Salary  $__________  Hr. ___Wk. ___Mo. ___

List all dependents
Name





 Age

Employment Status

Relationship










(full time, part time, etc.)
_______________________________
_____

_______________

__________

_______________________________
_____

_______________

__________

_______________________________
_____

_______________

__________

_______________________________
_____

_______________

__________

_______________________________
_____

_______________

__________

PUBLIC AID
IF YOU ANSWER YES TO ANY OF THE FOLLOWING QUESTIONS YOU MUST APPLY FOR PUBLIC AID IN ORDER TO CONTINUE WITH THIS APPLICATION. IF YOU APPLY AND ARE DENIED YOU MUST PROVIDE PROOF OF DENIAL
· Is the patient disabled and unable to work for more than 1 year?


· Is the patient 65 or older?


· Is the patient 18 or younger?


· Is the patient a custodial parent of a child age 18 or younger?


· Is the patient currently pregnant?


I certify that everything I have stated in this application and on any attachment is correct.  You may keep this application whether or not it is approved.  By signing below, I authorize you to check my credit and employment history and to answer any questions others may ask you about my credit record with you.  I understand that I must update my credit information at your request if my financial condition changes.  The falsification of data may result in the reversal of any financial assistance.  Pekin Hospital reserves the right to conduct a credit check. 

I authorize Pekin Hospital to obtain copies of my tax return and tax records. 

I authorize Pekin Hospital to obtain copies of my banking records through my financial institution. 
Applicant’s Signature  






 Date 





ALL REQUIRED DOCUMENTATION MUST BE SUBMITTED WITHIN 30 DAYS OF RECEIPT OF APPLICATION. 

WITHOUT ALL OF THE REQUIRED INFORMATION LISTED ON THE BACK, YOUR APPLICATION WILL BE DENIED. 
******ATTACH THE FOLLOWING TO THIS APPLICATION******
VERIFICATION OF INCOME

· Most recent tax return; including W2 forms, 1099 forms, and all forms and schedules.  
· If you did not file income tax, send a letter of explanation.
· 3-4 current pay stubs
· Bank statements
· Proof of pension(s) income
· Social security or SSI income
· Unemployment benefits 
· Any other forms of income that you might be receiving.
LETTER OF SURVIVAL
· If you are presently unemployed with no income, send a letter of survival as to how you are meeting your day to day expenses with no income.
If there is a pending liability claim, workman’s compensation claim, insurance claim, erroneous or missing information given, assistance cannot be applied, or may be reversed.

Please contact Patient Accounts if you have any questions about this application.

Pekin Hospital………..309-353-0400
BEFORE SUBMITTING YOUR APPLICATION PLEASE BE SURE THAT:

*THE FRONT OF THE APPLICATION IS COMPLETED IN ITS ENTIRETY

*THE APPLICATION IS SIGNED

*THE ITEMS LISTED ABOVE ARE ATTACHED

IF THE ITEMS LISTED ABOVE ARE NOT ATTACHED YOUR APPLICATION WILL NOT BE PROCESSED. 

For Office Use Only:









Account Number(s):










































PA Rep.
          ___________________________________________________
Date  ____________________



PA Dir.
          ___________________________________________________
Date  ____________________
