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CLINIC Financial Assistance Application (Hindi)

@ Form content not retained in medical record.

For local storage only.

(complete fields or place patient label here)

Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy) Room Number (if applicable)

Mayo Clinic Number

T T R

Service Location

=T 3aea & W B SR Fgifed o ufafeftat dam &1
Instructions: Complete application and attach copies of:
. aﬁﬂﬂ%ﬁ%aﬁwﬁwﬁ;ﬁuﬁﬁ@maﬁwﬁw-z)

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

« RISR! Frsiel gaded (@i arL 8

Unemployment statements (if applicable)

. 34 ufdat @diadE 118 )

Pay stubs (most recent month)

- YIRS R, U=, Yari-ghy dv @fe ar gl

Social security, pension, retirement benefits (if applicable)

. S & fgaur (@Gt @rat & fore Adiaw A8 & faav)

Bank statements (most recent month for all accounts)

gttt Iuas 1 1 dl Ueh S{eRT BITS 5 SO aHIH foxid RUTer &1 aul TRgd Be |

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

Pad Hrstd!, A= # Siiepel a1 sfeaic o, Frgier fogfaare sl 7 & S aTel TRIGH o STdaH G 1 8RT SR

fgfafad ¥ T o ufaal Gay &t gii:

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: o
. ﬁ@?faﬁfw W-2 (@1 afd W-2 1 - fobam a1 81 dl B 4506-T)
Prior year W-2 (or Form 4506-T if W-2 not filed)

L]
Two most recent pay stubs

. FaTadT o 3R T 31T &1 IAU

Income verification from employer

39 3Tde B T HI a1d1 TS 971 ForeR uer

Patient or Responsible Party Completing This Application

TR bl AT e = 77 3w SHH)

Patient Name (First Middle Last)

SR e o)

Birth Date (mm-dd-yyyy)

Yd1 A

Address City

I |RuPre

State ZIP Code

314G I I D aTal [SHER g (e TR 9 §l) gum A weram gem)

Responsible Party Completing the Application (if not the Patient) (First Middle Last)

IV & Iy Jay @fe 73919 8))

Relationship to the Patient (if not the Patient)

I O 3T (ST b 3MTaas BT & aamr a1 @) Uﬁaﬁﬁgﬂwmﬂlﬁ/ﬂﬁ,&ﬁ?w@a@wﬁswwﬁmﬁ
e kio)

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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ﬁﬁ'q’ m % ﬁ'q Gnaaq' (\_)ﬂﬂ') (complete fields or place patient label here)

. . . L .. . Patient Name (First Middle Last)
Financial Assistance Application (Hindi) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

B fofor T SHT &7 ATH 3R UTferT TRenT

Phone Medical Insurance Name and Policy Number

IR IR/ O gl O SiRmeicie] W-ISTR | TedT &

Employment Status Full time Part time Self employed Employer Name
O SRISFIR LM U
Unemployed Student Retired

ISR 1 B fafey Eﬁﬁg@mﬁéﬁw%@&m 7 fp it 3/ 2y Rl WX 3T arar 82

Employment Length Are you claimed on another tax return?

Unemployed Date/Length (mm-dd-yyyy) 0 ET 0 qﬁ' (‘qﬁ HETW” Eh' %ag ﬁ?:f RUNES] W |)

Yes No (If “Yes,” provide tax return.)
i3 @fc 6 T 3ifeieh A3 & <t 31eHT g8 o1 SuaT oY)
Dependents (If more than 6 dependents, use separate page)
GRT ATH @A\ A M Ham) qaYy T @5 o)
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)
1.
2.
3.
4,
5.
6

B Hieid, foRp i T SIBRS a1 sfead oft, fimieT figfderd sy # & o aTdl J-iel o Fmifdhd ufd/de! ard Te &l

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

ufc/get (fa<iia Jeradm & U gt IRIs Widl ol Uga & foid uge)

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

dafees fRufd

Marital Status

AH @9 M A 9H Ham) SHAR -
Name (First Middle Last) Birth Date (mm-dd-yyyy)

AR & G O goidliae O Re@laed W-IR | H3led &1 =M

Employment Status Full time Part time Self employed Employer Name
[ SRISATR L 8MF U
Unemployed Student Retired

ISR B} Hof 3afd oI STa ¥ SRISFIR &/%d falel e o

Employment Length Unemployed Date/Length (mm-dd-yyyy)
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ﬁﬁ'q’ m % m Gnaaq' (\_)ﬂﬂ') (complete fields or place patient label here)

. . . L .. . Patient Name (First Middle Last)
Financial Assistance Application (Hindi) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Certification Signatures

o IO ST/ § b SuRiad gl YeHd 21 oty STHGRT 3 9 3R Tal ¢ | H SHga)/a0erd § 6 39 SHeR]
B IUANT A G- a1 I il YR GRT U B T3 Ja1sfl o o YT o &1 -7 &Fdl [11-A13d B & forg
T ST § SR & Al fgafe SR Tt wweteft aefifen, sreadra Sik Teyraii &l faxiia wemadr weieh 1R orRly IR faaR
IR b [T AT ATIR I SHBR] I B Bl SFAR S/l g1 5 39 [1eqd 9 i) faafas, Al faaHd o auft
Trsielt Tirsf iR ufafAfert a1 woiel &l 39H Ffitd TSR &1 Sifd &R & A adl/ad! €

| 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.

AT A1 fSrIeR ugf ol gdler Ay @re-fea-ad)
Patient or Responsible Party Signature Date (mm-dd-yyyy)
>

%ﬂﬁﬁﬁq&‘fa@ 3eRf ¥ fics 7 9m EUA A Heg TH Ham)

Responsible Party Printed Name (First Middle Last)
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