BE

South Routt
Medical Centex

ELIGIBILITY FORM

Please fill this form out completely or i_t will not be processed. Please print clearly.

Patient Information

First Name Last Name D.O.B

Address: City: State: Zip
Email: . Phaone: { )

Can we leave a message on your phone? ¥ N

S.5.N Marital Status:  Marrled Single Divorced Widowed

Employeer Name/Address:

Household Information and Income

Head of household  Self  Spouse

Name of spouse: D.O.B S.5.N.

Spouse Phone:_(_ '} . Can we leave a message? Y N

Spouse Employer Name/Address:

Number of family members in househotd: Adults/ages: Children/ages:

Amount of monthly household income $

Veteran Income? Y N Amount monthly $

Required Documentation:
Please submit a copy of any of the following income:

+ Two consecutive months of paycheck stubs for alt family members OR
»  Prior year tax return OR
s Signed letter from your employer(s} on company letterhead indicating hours worked and salaries received.

| affirm that the information | have furnished is true and correct. | understand that withholding or falsifying any
information on this form or In its supportive documents may cause dismissal of my family from South Routt Medicai
Center’s sliding fee scale program. :

Signature, Date




