
Medical Financial Assistance Application - Kaiser Foundation Hospital

Applicant Name(s): _________________________________ Medical Record #(s):______________________

Number of Family Members in Household: __________ Phone #: ____________________________________

Do you own any rental property:        Yes        No                   Applied for Medi-cal:      Yes  No

Type of Assistance Applied for:     Pharmacy Medications                  Registration Co-Pays

      Other Describe________________________________________________

Applicant/Guardian

_________________________________________
Last Name, First Name, Middle Initial

_________________________________________
Social Security Number Date of Birth

_________________________________________
Current Street Address Apt #

________________________________________
City      State Zip

Monthly Income

Salary / Wages $_____________

Alimony / Child Support $_____________

Pension $_____________

Social Security / SSI / SDI $_____________

Other _________________ $______________
   
 Monthly Gross $______________

Current Assets

_____________________________$___________
Checking Account Name         Balance

_____________________________$___________
Savings Account Name         Balance

_____________________________$___________
Other Assets (CD’s, IRA’s, Mutual Funds)    Balance

Spouse

_________________________________________
Last Name, First Name, Middle Initial

_________________________________________
Social Security Number Date of Birth

_________________________________________
Current Street Address Apt #

_________________________________________
City      State Zip

Monthly Income

Salary / Wages $______________

Alimony / Child Support $______________

Pension $______________

Social Security / SSI / SDI $______________

Other _________________ $______________

Monthly Gross $______________

Current Assets

_____________________________$___________
Checking Account Name         Balance

_____________________________$___________
Savings Account Name         Balance

_____________________________$___________
Other Assets (CD’s, IRA’s, Mutual Funds)    Balance



Financial Obligations (Lenders Name) Monthly Payment
Mortgage/Rent

Auto loan

Credit Card

Credit Card

Credit Card

Alimony

Other

Other Monthly Expenses (Example:  Food, Utilities, Gas, Phone)

Financial Agreement and Credit Report Authorization
You warrant the truth of the information submitted on this application and hereby authorize our employees and agents to investigate and
verity any information provided to us by you. You also acknowledge receipt of a copy of this agreement and promise to pay all amounts
owed, by the applicant, that are not covered under its terms. If this is a joint application, you agree that such liability is joint.
Applications will be processed within 10 working days of date of receipt. Incomplete applications will result in a return of
all documents and a delay in Medical Financial Assistance. Applicant/Guardian will be notified, by mail, whether
application is approved or denied.

__________________________________________________           ____________________________________________________
Signature of Applicant/Guardian                                       Date                              Signature of Spouse                                                                Date

For Kaiser’s Use Only

_______________________________________
        Signature of Administrative Services Coordinator

Applicant 1 Approved      Yes         No      Amount Approved $________________      Approved From ________________ To_________________

Applicant 2 Approved      Yes         No      Amount Approved $________________      Approved From ________________ To_________________

      Applicant(s) Denied       Date:______________________________    Reason: _______________________________________________________

Approved for the following:
  Rx Meds     Reg Copays      Inpt Copays     DME Charges

  Patient has Medi-cal


