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Mee Memorial Healthcare System

Charity Care/Financial Assistance Application Form - confidential

Thank you for choosing Mee Memorial Healthcare System. This application is provided to
determine your eligibility for financial assistance. Mee Memorial offers financial assistance to
patients who have a family income that is 400% or less than the Federal Poverty Level and/or
have high medical costs. Financial Assistance is only available for services provided by Mee
Memorial Healthcare System. If you have any questions or need help filling out this

application, please call the Financial Assistance/Charity Care Department at (831) 386-7306.

IMPORTANT INFORMATION REQUIRED WITH APPLICATION

Proof of Income (POI): Please provide a copy of recent pay stubs or recent income tax returns
for all members of the patient family, as listed above. “Recent income tax returns” are tax
returns that document a Patient’s income for the year in which the Patient was first billed or
12 months prior to when the Patient was first billed. “Recent paystubs” are paystubs within a
6-month period before or after the Patient is first billed by the hospital, or in the case of

preservice, when the application is submitted.
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Mee Memorial Healthcare System

In order for your financial assistance application to be processed, you must:
e Provide us information about your family; fill in the number of family members, which
can include:
When patient is 18 years of age or older, family includes:
o Patient
o Spouse
o Registered domestic partner
o Dependent children under 21
o Dependent children of any age if disabled
When patient is under 18 years of age, or is a dependent child of any age, family
includes:
o Patient
o Patient’s parent(s)
o Patient's caretaker relative(s)
o Other dependent children of the parent(s) or caretaker relative under 21 years

of age
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Mee Memorial Healthcare System

o Other child(ren) of the parent(s) or caretaker relative of any age if the child(ren)
is disabled
e Provide us information about your family’s gross monthly income (income before taxes
and deductions). Applications without Proof of Income cannot be processed.
e Attach additional information if needed
e Sign and date the form
An incomplete application will be returned and will delay the application processing time.
Completed applications and required documentation may be returned to the Mee Memorial

Healthcare System’s Financial Counselors by:

Mail: Fax:
Mee Memorial Healthcare System Mee Memorial Healthcare System
Attn: Financial Counselor Attn: Financial Counselor
300 Canal Street Phone: 831-386-7306
King City, CA 93930 Fax: 831-385-7188

Every reasonable effort will be made to process your application promptly and once your

application has been reviewed you will receive a letter confirming the outcome.
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Mee Memorial
Healthcare System

FINANCIAL ASSISTANCE APPLICATION

DATE OF APPLICATION:
Please fill out all information completely. Please print all information.
PLEASE NOTE
» We cannot guarantee that you will qualify for financial assistance, even if you apply.
» Once you send in your application, we may verify the information.

1. FAMILY INFORMATION (Use additional supplemental document if you need to list more family members)

(PLEASE PROVIDE NAMES OF ALL PEOPLE TO BE CONSIDERED FOR FINANCIAL ASSISTANCE)

Last Name First Name Middle Initial Account Number
Last Name First Name Middle Initial Account Number
Last Name First Name Middle Initial Account Number

If the patient is a minor, please list parent(s)/guardian(s) as applicant and co-applicant.

2. APPLICANT (GUARANTOR) INFORMATION

Relationship to Patient: U Self U Spouse/Domestic Partner U Parent A Other

Marital Status: U Single 1 Married A Domestic Partner (1 Divorced U Separated 1 Widow
If you marked “Married”, please complete Section 3.

Last Name First Name Middle Initial U.S. Citizen: O Yes QO No
Date of Birth No. of Dependents Ages of Dependents| Home Phone

(Other than self and co-applicant) ( )
Street Address City State County Zip
Current Employer Street Address City State Position

* If you are not working, how long have you been unemployed?

3. CO-APPLICANT INFORMATION

Relationship to Patient: 1 Spouse U Parent

Last Name First Name Middle Initial U.S. Citizen: 1O Yes A No
Date of Birth No. of Dependents Ages of Dependents | Home Phone

(other than self and co-applicant) ( )
Street Address City State County Zip
Current Employer Street Address City State Position

* If you are not working, how long have you been unemployed?




4. OTHER COVERAGE Check

(ALL ANSWERS PERTAIN TO THE PATIENT) appropriate
answer

1. | Does the patient have health insurance? If yes, provide the following information: O Yes
Health Insurance Name: Insurance Phone Number: 1 No
Subscribers Name: Members/Patients Identification Number:

Effective Date: Group/Employer Name: Group Number:

2. | Is the patient eligible for a state medical assistance program? If yes, provide the following information: O Yes
Name of Program: 1 No
County: Patient Identification Number:

3. | Is the patient being treated for injuries covered by Workers Compensation? O Yes
If yes, please provide the following information: Name of Work Comp Carrier? 1 No
Adjusters Name: Adjusters Phone Number:

Injury Date: Claim/Case Number:

4. | Is the patient being treated for injuries covered by Third Party Liability such as an Auto Insurance 0 Yes
Company? If yes, provide the following: 1 No
Name of Auto Insurance or Attorney:

Auto Insurance or Attorney Phone Number:
Injury Date: Claim/Case Number:

5. | Is the patient a Victim of Crime? If yes, provide the following information: O Yes
Name of Case Worker: Case Workers Phone Number: 1 No
Claim/Case Number:

5. INCOME INFORMATION
Monthly Income Sources Applicant Co-Applicant

Combined Monthly Income
(Applicant + Co Applicant)

Employment Income
Social Security

Disability

Unemployment

Spousal Support

Rental Property Income
Investment Income
Other[s] use these spaces

P |en|en|n|len|en|n|ern|en
o |n|n|n|n || |en|ern
oa|n|ln|ln|n|n|ln|en|en

Total Combined Monthly Income

6. EXPENSEINFORMATION

We use this information to get a more complete picture of your financial situation.
Monthly Household Expense:

Rent/Mortgage $ Medical Expenses $
Insurance Premiums $ Utilities $
Other Debt/Expenses  $ (child support, loans, medications, other)

7. SIGNATURE I

| certify that all information is valid and complete and hereby authorize Mee Memorial Healthcare System to request
and/or verify any of the above information as deemed necessary.
Applicant Date Co-Applicant Date
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Mee Memorial
Healthcare System

SUPPLEMENTAL DOCUMENT

DATE OF APPLICATION:

Please fill out all information completely. Please print all information.

1. FAMILY INFORMATION (Use additional supplemental document if you need to list more family members)

(PLEASE PROVIDE NAMES OF ALL PEOPLE TO BE CONSIDERED FOR FINANCIAL ASSISTANCE)

Last Name First Name Middle Initial Account Number
Last Name First Name Middle Initial Account Number
Last Name First Name Middle Initial Account Number
If the patient is a minor, please list parent(s)/guardian(s) as applicant and co-applicant.




	FINANCIAL ASSISTANCE APPLICATION INSTRUCTIONS  
	No Financial Assistance Application Required 
	Financial Assistance Application Required 
	Extended No Interest Payment Plans 
	IMPORTANT INFORMATION REQUIRED WITH APPLICATION 

	FINANCIAL ASSISTANCE APPLICATION 
	1. FAMILY INFORMATION 
	2. APPLICANT (GUARANTOR) INFORMATION 
	3. CO-APPLICANT INFORMATION 
	4. OTHER COVERAGE 
	5. INCOME INFORMATION 
	5. INSURED PATIENT WITH HIGH MEDICAL COST 
	6. SIGNATURE 

	Blank Page
	Untitled




Accessibility Report





		Filename: 

		FA Application (Final_Clean_12pt)_20250325-UPDATED.pdf









		Report created by: 

		



		Organization: 

		







[Enter personal and organization information through the Preferences > Identity dialog.]



Summary



The checker found no problems in this document.





		Needs manual check: 2



		Passed manually: 0



		Failed manually: 0



		Skipped: 1



		Passed: 29



		Failed: 0







Detailed Report





		Document





		Rule Name		Status		Description



		Accessibility permission flag		Passed		Accessibility permission flag must be set



		Image-only PDF		Passed		Document is not image-only PDF



		Tagged PDF		Passed		Document is tagged PDF



		Logical Reading Order		Needs manual check		Document structure provides a logical reading order



		Primary language		Passed		Text language is specified



		Title		Passed		Document title is showing in title bar



		Bookmarks		Passed		Bookmarks are present in large documents



		Color contrast		Needs manual check		Document has appropriate color contrast



		Page Content





		Rule Name		Status		Description



		Tagged content		Passed		All page content is tagged



		Tagged annotations		Passed		All annotations are tagged



		Tab order		Passed		Tab order is consistent with structure order



		Character encoding		Passed		Reliable character encoding is provided



		Tagged multimedia		Passed		All multimedia objects are tagged



		Screen flicker		Passed		Page will not cause screen flicker



		Scripts		Passed		No inaccessible scripts



		Timed responses		Passed		Page does not require timed responses



		Navigation links		Passed		Navigation links are not repetitive



		Forms





		Rule Name		Status		Description



		Tagged form fields		Passed		All form fields are tagged



		Field descriptions		Passed		All form fields have description



		Alternate Text





		Rule Name		Status		Description



		Figures alternate text		Passed		Figures require alternate text



		Nested alternate text		Passed		Alternate text that will never be read



		Associated with content		Passed		Alternate text must be associated with some content



		Hides annotation		Passed		Alternate text should not hide annotation



		Other elements alternate text		Passed		Other elements that require alternate text



		Tables





		Rule Name		Status		Description



		Rows		Passed		TR must be a child of Table, THead, TBody, or TFoot



		TH and TD		Passed		TH and TD must be children of TR



		Headers		Passed		Tables should have headers



		Regularity		Passed		Tables must contain the same number of columns in each row and rows in each column



		Summary		Skipped		Tables must have a summary



		Lists





		Rule Name		Status		Description



		List items		Passed		LI must be a child of L



		Lbl and LBody		Passed		Lbl and LBody must be children of LI



		Headings





		Rule Name		Status		Description



		Appropriate nesting		Passed		Appropriate nesting










Back to Top

	U: 
	S: 
	 Citizen: Off
	 Citizen_1: Off


	No: 
	 of Dependents: 
	 of Dependents_1: 

	Does the patient have health insurance?: Off
	Health Insurance Name: 
	Insurance Phone Number: 
	Subscribers Name: 
	Members/Patients Identification Number: 
	Effective Date: 
	GroupEmployer Name: 
	Group Number: 
	Name of Program: 
	County_3: 
	Patient Identification Number_2: 
	Name of Work Comp Carrier?: 
	Is the patient being treated for injuries covered by Workers Compensation?: Off
	Adjusters Name: 
	Adjusters Phone Number: 
	Injury Date: 
	Claim/Case Number: 
	Is the patient being treated for injuries covered by Third Party Liability such as an Auto Insurance Company?: Off
	Name of Auto Insurance or Attorney: 
	Auto Insurance or Attorney Phone Number: 
	Injury Date_2: 
	Claim/Case Number_2: 
	Case Workers Phone Number: 
	Name of Case Worker: 
	Claim/Case Number_3: 
	Applicant_1: 
	Co-Applicant_1: 
	Combined Monthly Income (Applicant + Co Applicant)_1: 
	Applicant_2: 
	Co-Applicant_2: 
	Combined Monthly Income (Applicant + Co Applicant)_2: 
	Applicant_3: 
	Co-Applicant_3: 
	Combined Monthly Income (Applicant + Co Applicant)_3: 
	Applicant_4: 
	Co-Applicant_4: 
	Combined Monthly Income (Applicant + Co Applicant)_4: 
	Applicant_5: 
	Co-Applicant_5: 
	Combined Monthly Income (Applicant + Co Applicant)_5: 
	Applicant_6: 
	Co-Applicant_6: 
	Combined Monthly Income (Applicant + Co Applicant)_6: 
	Applicant_7: 
	Co-Applicant_7: 
	Combined Monthly Income (Applicant + Co Applicant)_7: 
	Applicant_8: 
	Co-Applicant_8: 
	Combined Monthly Income (Applicant + Co Applicant)_8: 
	Others_1: 
	Applicant Total Combined Monthly Income: 
	Co-Applicant Total Combined Monthly Income: 
	Total Combined Monthly Income_3: 
	Date: 
	Date_2: 
	Co-Applicant_9: 
	Combined Monthly Income (Applicant + Co Applicant)_9: 
	Is the patient eligible for a state medical assistance program?: Off
	Is the patient a Victim of Crime?: Off
	Applicant_9: 
	Rent / Mortgage: 
	Insurance Premiums: 
	Other Debt / Expenses: 
	Medical expenses: 
	Utilities: 
	DATE OF APPLICATION: 
	Last Name_1: 
	Self: Off
	Spouse/Domestic Partner: Off
	Parent: Off
	Other: Off
	Single: Off
	Married: Off
	Domestic Partner: Off
	Divorced: Off
	Separated: Off
	Widow: Off
	Date of Birth: 
	Ages of Dependents: 
	Home Phone: 
	Street Address: 
	City: 
	State: 
	County: 
	Zip: 
	Current Employer: 
	Street Address_2: 
	City_2: 
	State_2: 
	Position: 
	 If you are not working how long have you been unemployed: 
	Spouse_1: Off
	Parent_1: Off
	Date of Birth_2: 
	Ages of Dependents_2: 
	Home Phone_2: 
	Street Address_3: 
	City_3: 
	State_3: 
	County_2: 
	Zip_2: 
	Current Employer_2: 
	Street Address_4: 
	City_4: 
	State_4: 
	Position_2: 
	 If you are not working how long have you been unemployed_2: 
	First Name_1: 
	Middle Initial_1: 
	Last Name_2: 
	First Name_2: 
	Middle Initial_2: 
	Last Name_3: 
	First Name_3: 
	Middle Initial_3: 
	Last Name_4: 
	First Name_4: 
	Middle Initial_4: 
	Last Name_5: 
	First Name_5: 
	Middle Initial_5: 
	Home Phone code: 
	Home Phone code_2: 
	Account Number_5: 
	Account Number_4: 
	Account Number_6: 
	Last Name_6: 
	First Name_6: 
	Middle Initial_6: 
	Account Number_1: 
	Account Number_2: 
	Account Number_3: 


