MAYO m\j %%ﬂb $ i% (complete fields or place patient label here)

CLI N IC Patient Name (First Middle Last)
Financial Assistance Application (Chinese)
Birth Date (mm-dd-yyyy) Room Number (if applicable)
Form content not retained in medical record.
For local storage only. Mayo Clinic Number
RSB =
Service Location

WBA AT BRIERHM LT MBS EN 4
Instructions: Complete application and attach copies of:

- AEEH E—FENAHBRIRET NRTERBATHPIRE, BIRM W2 &I8)

Tax return from current or prior year (or W-2 if tax not available)

« KAV ESBA (AM&A)
Unemployment statements (if applicable)
- THRE &E—1A)
Pay stubs (most recent month)

- HZREE FESBRUKEFN QER)

Social security, pension, retirement benefits (if applicable)
« IRITXI MR (FRB K &E— 1 A BIS Ik 8)
Bank statements (most recent month for all accounts)
MRTERM LIRS NS, 155 M — D1 LUFARHBRE HRN M S K R

If the above copies are not available, provide a separate page describing your current financial situation.

{RTERLHTER 2 )N Mondovi BY Oakridge 2Pt BAIE 7315/ Albert Lea {T AR ORLIZIVEE, AFIET HRIGR, HM L
U TE—XHREENH:

Patients seen only at Oakridge in Mondovi, Wisconsin or Albert Lea, Minnesota Behavioral Health are only required to complete the application and attach copies of one
of the following:

- E—FERW-2 RAE (BERERE W-2 &, METRH 4506-T &RAK)
Prior year W-2 (or Form 4506-T if W-2 not filed)

- ORTANIRE
Two most recent pay stubs

- EFRMAIUNIEA

Income verification from employer

B RIERMNBENHTIES

Patient or Responsible Party Completing This Application

BEUZ wFpas HR) HERHA (B89
Patient Name (First Middle Last) Birth Date (mm-dd-yyyy)

it dph VA HREL 4w bE)

Address City State ZIP Code
EEBRIERNTEES (BIEBEERAN) @z hEs nw) 5FBENXR (BEBELXAN)
Responsible Party Completing the Application (if not the Patient) (First Middle Last) Relationship to the Patient (if not the Patient)
KEEFUIN GNFRSH R IRFR A FHERAIUN) KEAE (B FREMFESHPIRRPIERNZETA)
Household Annual Income (as reported on income tax filing) Household Size (patient, spouse, and dependents as reported on income tax filing)

BB Efr REQZFFMRRE S

Phone Medical Insurance Name and Policy Number
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M4 SSIRBAFRIRER ¢z 1)

Financial Assistance Application (Chinese) (continued)

(complete fields or place patient label here)
Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

TR O £ 0 3RER OB8e J& E 2 #R
Employment Status Full time Part time Self employed Employer Name

0O Rk O %% O BAK

Unemployed Student Retired
kAT KA HER/BIK (5-8-9) Hithpati ik E R B HEHNHBRKRRA?
Employment Length Unemployed Date/Length (mm-dd-yyyy) Are you claimed on another tax return?
O O& WRE", BRHEAEXAHBIRKR,)
Yes No (If “Yes,” provide tax return.)

BIEFA EZTEFABED 6 A, BR1THNNEEAES)

Dependents (If more than 6 dependents, use separate page)

28 (&F hiEg BE)
Full Name (First Middle Last)

xH HEBE a9

Relationship Birth Date (mm-dd-yyyy)

5.

6.

IRTERETERE M Mondovi BY Oakridge 12FE(BAE 753K M Albert Lea 1T ARERFPOFIZHVEE, THRIES U T SEBEMEXNRNEA:

Patients seen only at Oakridge in Mondovi, Wisconsin or Albert Lea, Minnesota Behavioral Health do not need to complete the following spouse section:

Eef® (A FiRBIFME R &M SR BRI B E )

Spouse (Used to identify all patient accounts eligible for financial assistance)

SEIRIAT

Marital Status

WR (gF hiEg #K)

Name (First Middle Last)

HEBE 5-8-9)

Birth Date (mm-dd-yyyy)

AL RIS O £ O R OB8e J& E 2 FR
Employment Status Full time Part time Self employed Employer Name
0O Rk O %% 0O BK
Unemployed Student Retired
kBT Sl HHEA/BY K (5-B-4)
Employment Length Unemployed Date/Length (mm-dd-yyyy)
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M4 SSIRBAFRIRER ¢z 1)

Financial Assistance Application (Chinese) (continued)

INEE R

Certification Signatures

(complete fields or place patient label here)

Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

N AFFUEIERR, B F A AFRR], ABRIBERFFMAESPRE 5 BI9E &R A ANIRR, DRFHRENEESRBTHRESRA
BB R EMMAEST EFRSE M BAAF R AR SS 22 BRYEET1. [FIRY, X ANREWMEETr ElIfR R E AR A M B 12FR .
R SEATE AR AN SSHRBYFRIBRIIE R, Al RIER BHE ERE R AN IERNEETT E R HFrE S

NRERKRIAEN, WERBFPARAESHNEREITZE.

| certify that all information listed is true and correct to the best of my knowledge. | understand that the information is to be used to ascertain my ability to pay for services
provided by Mayo Clinic or an affiliated entity and | give permission to Mayo Clinic and all affiliated clinics, hospitals and entities to share the information as necessary to
consider my financial assistance request. | hereby grant permission to Mayo Clinic, all Mayo Clinic affiliates and representatives or agents to investigate the information

contained herein.

BEAREHLER

Patient or Responsible Party Signature

>

BEf -5
Date (mm-dd-yyyy)

RESFENRMAHR (=% hias K

Responsible Party Printed Name (First Middle Last)
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