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Dear Patient / Guarantor,

We are presently reviewing your account. To review this account for Financial
Assistance we are requesting the following documents:

A.
B.

C.

A completed Financial Assessment Application.

Copy of your last year’s tax return and your most recent statement for all
checking and savings accounts.

Copy of your most recent four-week period of pay stub(s), unemployment
check(s), Social Security Benefit Statement(s), and/or Pension/Retirement
Benefit Statement for household.

Letter of Support; if you are receiving financial, housing, food/clothing and/or
other support from family, friends, and/or an organization other than your spouse.

. If you receive government subsidized housing, SNAP (food stamps), or any

member of your immediate family has SoonerCare/Medicaid, please provide
proof of these documents as well.

These items are necessary to document your financial conditions and for us to process
your request for assistance.

Please return the requested items as soon as possible. You may call (918) 494-6500 if
you have any questions. You will be contacted if any additional information is needed
and also to inform you of the decision made. Thank you for choosing Saint Francis
Health System for your healthcare needs.

Return to:

Attn: Financial Counseling
Saint Francis Health System
6161 S Yale Ave

Tulsa, OK 74136

Sincerely,
Saint Francis Health System
Patient Financial Services
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ARE YOU A CITIZEN OF THE UNITED STATES
[JYes [INo

RESIDENT OF OKLAHOMA
[JYes [INo

HAVE YOU APPLIED FOR MEDICAL ASSISTANCE (MEDICAID)
[JYes [INo

IF YES, INDICATE MONTH | YEAR

ARE YOU OR YOUR SPOUSE SELF-EMPLOYED

DID YOU FILE A FEDERAL TAX RETURN

STATE TAX RETURN

DO YOU HAVE THIRD-PARTY INSURANCE COVERAGE
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DATE LAST CHECK RECEIVED

DATE LAST CHECK RECEIVED
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IS THIS HOSPITAL SERVICE / PHYSICIAN SERVICE A RESULT OF A PERSONAL INJURY/ACCIDENT CASE FROM WHICH
YOU EXPECT TO RECEIVE A SETTLEMENT
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IF YES, EXPECTED AMOUNT

| hereby acknowledge that | have read this document. It has been provided in printed format or explained to me in my native language
and was understood. | certify that all information regarding income and assets are true. | understand that the information which | submit
concerning my income, assets, liabilities, and family size is subject to verification. | hereby authorize the release of any necessary
information from individuals, universities or colleges, businesses, public or private organizations to determine my eligibility. | assign and
transfer to Saint Francis Health System all my rights to benefits, monies, and sums payable to me for hospitalization, sickness, or
accident liability coverage. | understand that failure to disclose information and/or payments will result in denial of the application.

PATIENT - SIGNATURE
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