Weirton Medical Center

Charity Care Application for Eligibility Determination
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If you are seeking charity care for service already rendered, list dates of service _________________________


_____________________________________________________________________________________________








AUTHORIZATION AND VERIFICATION





I, _____________________________, hereby verify that the information provided for this form is true and correct to the best of my knowledge. I authorize Weirton Medical Center to make any investigation necessary to verify my eligibility for Charity Care with my account including, but not limited to, credit rating inquiry to credit agencies. I understand that falsification of this information may result in a denial of any assistance and my being solely responsible for the full charges for the services provided.  I further understand that my eligibility for Charity Care may be reevaluated for each hospital service.





Date: ____________		Patient or Patient Representative Signature: _______________________________





				Name of Representative: _______________________________________________





				Relationship to Patient:  ________________________________________________











PLEASE RETURN COMPLETED APPLICATION AND ALL REQUESTED DOCUMENTS TO THE FINANCIAL COUNSELOR’S OFFICE IMMEDIATELY.





ANY CHANGES IN YOUR FINANCIAL SITUATION SHOULD BE REPORTED AS THEY MAY AFFECT YOUR ELIGIBILITY.





IF YOU SHOULD HAVE ANY QUESTIONS, PLEASE CONTACT THE FINANCIAL COUNSELORS AT 304-797-6042 MONDAY THRU FRIDAY 8:00AM TO 3:30 PM.











Checking, Savings or Other accounts (IRA, 401K Certificates of Deposit, Mutual Funds and Money Markets)





Type 			Name Of Bank			Account #			Current Balance


___________		_________________________	__________________	__________________


___________		_________________________	__________________	__________________


___________		_________________________	__________________	__________________


___________		_________________________	__________________	__________________


	





Monthly Income Sources				Self			Spouse/Other Family Member





Wages/Self Employment		_____________________________________________________________


Social Security			_____________________________________________________________


Pension, Dividends 			_____________________________________________________________


Unemployment			_____________________________________________________________


Workers Compensation		_____________________________________________________________


Child Support/Alimony		_____________________________________________________________


Food Stamps				_____________________________________________________________


HUD					_____________________________________________________________


Total					_____________________________________________________________











Date of Application:  __________________________	Referred By: ________________________________


Patient Name: ________________________________________________________________________________


Mailing Address: _____________________________________________________________________________


Residence Address: ____________________________________________________________________________


Social Security number: ________________________	Date of Birth: _________________________________


Daytime Phone: ________________________________	Cell Phone: ___________________________________


Marital Status: 	Married 	    Single  	   Divorced  	   Separated   		Widowed


Employed:  Yes ______	No ______			Number Of Dependents: ________________________


Employer: _______________________________		Employer Phone: ______________________________


Address: _________________________________		Position: _____________________________________


If you do not have a job, give the last day, month, and year you worked: _______________________________


Give the reason that you do not have a job: ________________________________________________________


Spouse’s Employer: ________________________		Employer Phone: ______________________________


Address: _________________________________		Position: _____________________________________


If spouse does not have a job, give the last day, month, and year they worked: __________________________


Give the reason spouse does not have a job: _______________________________________________________








