((( Samaritan

Health Services

Request for Financial Assistance

In keeping with our mission and core values, Samaritan Health Services is committed to providing
health care for people regardless of their ability to pay.

What is financial assistance?

Samaritan Health Services provides necessary health care at no charge or a reduced charge to those
who meet certain established criteria. If you qualify for financial assistance, some or all of your fees
may be lowered.

Who is eligible for financial assistance?
Financial assistance is generally for people who do not have other financial resources available, such
as insurance, government programs, or regular income.

How do | apply?
To be considered for assistance, complete and return this form within 10 days to Samaritan Health
Services; Patient Financial Services; PO Box 1188; Corvallis, OR 97339-1188. Completion of this
form may enable you to receive free or reduced cost care.

ALL INCOMPLETE APPLICATIONS WILL BE DENIED.

Tol idered for fi ial assist \ I ly the following:

=

Payroll check stubs (last 12 months or most recent check stub showing gross year-to-date
earnings), most recent IRS tax return or bank statement.

If unemployed, statement of benefits or other unemployment compensation records.

If on government program, notice of benefits.

School financial aid award letters

If you are an active duty Veteran please include a copy of your VA ID card.

abkrown

All information relating to the application will remain confidential. Additional information may be
required.

What happens if | am eligible?

You will receive a written notice that will include the level of discount authorized. You will be required
to set up payment arrangements on your remaining balance. If payments on your remaining balance
are not paid, we reserve the right to cancel the discount and assign unpaid balances to our Collection
Agency. Our payment policy is to receive payment in full within a 3-month period. Payment
arrangements that extend beyond 3 months may be sent to our billing service, HeathFirst Receivable
Outsourcing (HRO). Samaritan Health Services’ decision for financial assistance does not affect your
financial obligation to other health care providers not affiliated with Samaritan Health Services.

What if I'm not eligible?

You will receive a letter informing you of the outcome. Payment arrangements are available in
accordance with our policy. If you have any questions please call our customer service
representatives at (800) 640-5339 or (541) 768-4392.

Samaritan Health Services
Building healthier communities together



((( Samaritan

Health Services

Financial Questionnaire

| CONFIDENTAL FINANCIAL INFORMATION |

ALL INCOMPLETE APPLICATIONS WILL BE DENIED.

PATIENT NAME: DATE RECID BY FACILITY:
PATIENT ACCOUNT NUMBER:
RESPONSIBLE PERSON

MARITAL
NAME: SSN: - - BIRTHDATE: / / STATUS:
ADDRESS: PHONE#:
CITY: STATE: ZIP:
FORMER ADDRESS:
CITY: STATE: ZIP:
EMAIL ADDRESS: CELL#

HOW

EMPLOYER: LONG: ADDRESS: PHONE#:
MONTHLY INCOME: GROSS OCCUPATION

(ATTACH VERIFICATION OF GROSS INCOME FOR PREVIOUS 12 MONTHS)

SOURCE AND AMOUNT OF OTHER INCOME: (SOCIAL SECURITY, VA, PENSION, INVESTMENTS, SPOUSAL/CHILD SUPPORT,
SCHOLARSHIPS, DISABILITY, ETC.)

IF UNEMPLOYED, HOW LONG: AMOUNT OF WEEKLY UNEMPLOYMENT BENEFITS:

Household Information d Please indicate ALL people living in your household, including applicant (use additional
paper if needed)

Please list anyone living in your household (including yourself). Income includes gross (pretax) wages, child support income, alimony income,
rental income, unemployment compensation, social security benefits, public/government assistance, etc. (Income also includes rent or living
expenses exchanged for services provided.)

SOURCE OF Insured? (Circle yes or no) If
RELATIONSHIP INCOME OR Monthly/Annual A :
HOUSEHOLD MEMBERS | AGE TO PATIENT EMPLOYER Income Yes, list insurance (i.e.
BlueCross, PHP, etc.)
NAME
Yes or No
Yes or No
Yes or No
Yes or No
Can you be claimed as a dependent on anyoneis taxes? Yes No
Can you claim any of the above household members on your taxes? Yes No

Samaritan Health Services
Building healthier communities together




EXPENSES MONTHLY BALANCE DUE ASSETS 6 VALUE VALUE
Mortgage or Rent Payment Savings
Car Payment Checking
Utilities (Gas, Electric, Water) Money Market
Cable CDs
Phone Investments, Stocks, Bonds
Cell Phone Home (Market Value)
Food Other Property/Real Estate
Child Care Cars/Motorcycles/ATV
Clothing Make/Model
Insurance (Auto, Life, Health) Year
Gas/Transportation Car #2
Recreation Make/Model
Pharmaceuticals/Medications Year
Car #3

Physicians Make/Model

Year
Hospitals Boats/RV/Other
Other Medical IRA, 401k, 403b
Credit Cards

Other Expenses (Describe)

OTHER PERTINENT INFORMATION REGARDING FINANCIAL SITUATION:

If you have little or no income, please write a statement explaining how your monthly living needs are met below. If you receive assistance from
family and/or friends, please have them write a statement as to what help they have given you during the last year.

The above information is true to the best of my knowledge. If Samaritan Health Services or Samaritan Health Physicians seek verification of the
information, | authorize any party contacted to release the requested verification to Samaritan Health Services or Samaritan Health Physicians. |
understand that a copy of my credit report may be requested.

| agree to complete additional financial information forms, if requested to do so.

SIGNATURE OF RESPONSIBLE PERSON DATE

SIGNATURE OF SPOUSE DATE

Samaritan Health Services
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