MAYO @LA SA;‘ ; !; d g A i.’”= (complete fields or place patient label here)

CLI N IC . . . - . Patient Name (First Middle Last)
Financial Assistance Application (Arabic)
Birth Date (mm-dd-yyyy) Room Number (if applicable)
Form content not retained in medical record.
For local storage only. Mayo Clinic Number
424l &8 e

Service Location

AN Clatiial e B 4 381 s callal) Sl zcilagdast)
Instructions: Complete application and attach copies of:
(15 sia eyl ) EY1 O 13 W 3 50 ) Galad) Lol i lall V3] g 1 81
Tax return from current or prior year (or W-2 if tax not available)
(Can 5 o) Al e b 54
Unemployment statements (if applicable)
(e A0 Aalall) cal i) ild .
Pay stubs (most recent month)
(S 5 o)) 2@l Glaiaiia g ¢gaclall Gilaall 5 ¢ claia¥) Gladall Glatiu .
Social security, pension, retirement benefits (if applicable)
(Qlhleall paaal jes AT o) 4 jadl clibual) cild g3
Bank statements (most recent month for all accounts)
‘;\AJ\ &Ld\ ﬂM)C)&'MA:\ﬁ‘)JHJSS@); cay\.oi'é‘))s&d\ Clariall ‘)3).1(.\39 d\;@

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

Cra Sy 5 AN g3 (A 930 50 Ade A aall Oakridge pUsdl Aail) o) 8 W) Aphall agileadd o585 Y Gl o el e
Al ol viasall aa e g (3l ) 5 cllall JlaSiiad Jai 4 ghadl daall B guurize cilabymy L) & plf dipaa

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:

(Lt W-2 3 503 OSs al 13) 4506-T z2 503 sf) Gaibaall alall o 2 5
Prior year W-2 (or Form 4506-T if W-2 not filed)
Crogd DAY Gl )l dapd
Two most recent pay stubs
deadl dga e Hila Jao il gl
Income verification from employer
allalf 138 JlaSiad o6 Jgpal) Gadddl gl G sl ciliby

Patient or Responsible Party Completing This Application

(a5 see) A0al) oyl (Al ansl-Tass ) a1 Y1 ans¥l) iy yall aal
Birth Date (mm-dd-yyyy) Patient Name (First Middle Last)

@aodl el ANl Aadl) O siall

ZIP Code State City Address

Relationship to the Patient (if not the Patient) (All) ?u\_lauj;‘y\ H‘X\_Jj\j\ anYl)
Responsible Party Completing the Application (if not the Patient) (First Middle Last)

5 LS il o315 g0 ol g3l ey pall)bpmsd) 2l aae [(Jaall s peall JlEY) 8 205 o8 L)l (g il J2)
(dﬁﬂ\ :\_\.Um ale Lé -{)\j ) Household Annual Income (as reported on income tax filing)

Household Size (patient, spouse, and dependents as reported on income tax filing)
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(eu) MLA 8&] ) !c djm ‘ i“: (complete fields or place patient label here)

Patient Name (First Middle Last)
Financial Assistance Application (Arabic) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Calill dadd 53 8 5 5 (adall (paalil) g el o8
Medical Insurance Name and Policy Number Phone
Jaal) dga and Lk ) AL
Employer Name Employment Status
Jatie Jae [ o el O BRI N
Self employed Part time Full time
ac |8t [ a0 Jaadl e Jhle [
Retired Student Unemployed
¢ Al gm A ez pae il da| sl Ul tdesll (e Jhle s gl 3e
Are you claimed on another tax return? Ao a g1 e Employment Length
(Ao 53 g
. Unemployed Date/Length (mm-dd-yyyy)
e [
Yes

(el ) AY) e 4 (38 )] anrdla) il ) Y O

No (If “Yes,” provide tax return.)

(liadic dadin axdiul ((pllad g (e ST aaall (IS Jla 3 ¢ glladd) Galdiy)

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

R P T oyl dlal) (el s 3 a1 ) JalSD) ana)
Birth Date (mm-dd-yyyy) Relationship Full Name (First Middle Last)
N
2
3
A4
5
.6

Ll e b e oSy s Y g1 A 50 90 i A ) Oakridige sl Aadill claluall 8 V) ddall agilerss (il W cpdll (a5l
Aas 5l 7l Ganadall U sl QLS cplllae e Jas S phal) dineall U guasiva Clalins

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

(il B3 lusa e J pumal (ol pall sl Cilln cen yoad) sl 13 o35 Aag 30 i g3

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

FISIR TN

Marital Status

Birth Date (mm-dd-yyyy) Name (First Middle Last)

Jaall dga o ik ) A
Employer Name Employment Status
Jete Jae [ el O d.«tse\}qg
Self employed Part time Full time
e liia ] Qb0 dedl e dhle O
Retired Student Unemployed
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(complete fields or place patient label here)

(@u) A‘.'ALA °&b"""‘ u"; dm "Tdh Patient Name (First Middle Last)

Financial Assistance Application (Arabic) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Cada gl 5ae
Employment Length

(i e Bl Ul deall e Jhale

Unemployed Date/Length (mm-dd-yyyy)

38 gall g ) BY) clad sl

Certification Signatures

B On S Ja e ardidiv cllaslaall 038 o ol dde aa o 28835 dapaia Gl 138 853 5l e sheall aaen ol il
Led Aol Cilgadl 5 cldinnall y ol anan 5 GlilS gila il 5 oled dali dga ) GlilS gile (e dasiall Clandll CalISH ads e
aen s LIS bl IV 1AV 13 o g el e Baelise e Jgeanll bl 8 jlaill 5 g juiall Cus e slaall 038 Jaliis (Y
il 138 8301 5l Cla sleall daia e o ailly @S 5 5l Lgaliaa 5 Ld daylill Cilgal)

| 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.

i et g Nl Cllal) 138 JLeSiul e g guall (sl 5l Gy el wd i
Date (mm-dd-yyyy) Patient or Responsible Party Signature
<4

(ALl aasl-Tans ) w1 5Y) Y l) Aaiial 5 89y J g el ) ol
Responsible Party Printed Name (First Middle Last)
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