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Financial Assistance Application (Korean)

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

AHZ X%

Service Location

X&E: AHME 2460 CHS AR EE HRSHAR.
Instructions: Complete application and attach copies of:
.23 E= A
= —_

= dEZ MSUDMMSO| R B2 w-2)

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

Unemployment statements (if applicable)
- =0 MM Z ot )

Pay stubs (most recent month)

MR ElE B,

- MBI EEEH, H3, EIXZ0EIEE ER)
Social security, pension, retirement benefits (if applicable)

« 28 HelLIM(ZE AlZtol| chist 22 of E)

Bank statements (most recent month for all accounts)

el MY dets dEsts B2 H0[X|E HESHIAIL.

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

fIAZ A 25 H|(Mondovi)2| Oakridge = ZH E 2|(Albert Lea)2| Minnesota Behavioral HealthOf| A Bt ZI 2 & BH=

MEME Z-5t 0 OH2 S sLte] MFJEH HEsHHA EL|Ct
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 MEEZ W2(E=W-27F HIEE|X| 2 E2, 4506-T

Prior year W-2 (or Form 4506-T if W-2 not filed)
« JHE 22 = Ao SHBMN
Two most recent pay stubs
L NERZEE S AS HolN
Income verification from employer
o MHME B3t Bx} s MOls ShARL
Patient or Responsible Party Completing This Application

OtAI)

=~

riot

XF

rr

2t B0z 2012 4)
Patient Name (First Middle Last)

iy TR
Birth Date (mm-dd-yyyy)

EFN
Address

City State

QWS
ZIP Code

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

MEME 2gsts MYU=s AR EALIL Ot BR) 015

SEXtetol 2HA|(2tAt7t ot ER)

Relationship to the Patient (if not the Patient)

717 A2t ASASA AT A B2E 2% J|F)
Household Annual Income (as reported on income tax filing)

7t R EX RIS ASA AT A E0E 2ATHE

Household Size (patient, spouse, and dependents as reported on income tax filing)

)

Tzt ol HY 0|8 Y £
Phone Medical Insurance Name and Policy Number
& el WESETES OAlZE O XEY 1EF0|E
Employment Status Full time Part time Self employed Employer Name
0 2x Oe 02
Unemployed Student
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M x MEMe)

Financial Assistance Application (Korean) (continued)

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

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

SR
Employment Length

RS =V P (R
Unemployed Date/Length (mm-dd-yyyy)

CHE ALEQ MEA Mo RAIZLZE Z2t7t ASLII
Are you claimed on another tax return?

Oo OOt (o'l B2, Mzl Aol ZH-dstHIR.)

Yes No (If “Yes,” provide tax return.)

BYIIECN BELT U2 ER, BXIE 0|E3tM )
Dependents (If more than 6 dependents, use separate page)

MHoizsz058 ) A AR (2 o0
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)

1.

2.

3.

4,

5.

6.

| A2 A 2EH|(Mondovi)2| Oakridge E= ZH E 2|(Albert Lea)2| Minnesota Behavioral HealthOf| M2t ZI2 & Hh= StXb= CHZ 2| R}

MEE Hde 2t gL

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

BRI X2 XHH0| U= BE 2t AHE AEst= o] AH2E)

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

22 HH
Marital Status

HH 15 521012 )
Name (First Middle Last)

(-] =3
i (RG]

Birth Date (mm-dd-yyyy)

OAlZEH O XEH
Part time Self employed

0O shd O 25
Student Retired

REENIE

Employer Name

g el WESETES
Employment Status Full time
0 =5
Unemployed
= bl
Employment Length

25 EM/7(2he 29
Unemployed Date/Length (mm-dd-yyyy)
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IH Io'l II %_I ﬂ *o'l A-I (7_.”_J_|,k_) (complete fields or place patient label here)

Patient Name (First Middle Last)

Financial Assistance Application (Korean) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

ol M8

Certification Signatures

EOI2 MSE RE HEII L1 Q= oF AMAO|H Hegtets =olgtL|Ct 2212 MSE ™ E 7t Mayo Clinic = 23 7[2H0[ A
M| Sst= AMH[A0 CHet 2212 X|E S3 2 20lst= o AFRE A/UZ OlssH, ol2{gt HEE 2219 MH X 82
DHSH= O 228 HR Mayo Clinic ! 2 &3 S2|4, Hel, 7|#0| 3]5t= A2 s{=retL|Ch 2212 Mayo Clinic X 22
Mayo Clinic 4|2 Al CHEX} EE= CHE|QI0| 2 EA0f| Zot=l HEE ZALSH=E A2 s{=heL|Ct.

| 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.

IR} EE= AHQIQI= EFALK} MH =P (G RETR)
Patient or Respon3|b|e Party Signature Date (mm-dd-yyyy)
>

HOIRl= THARRE AR AR 01z 220/ 4
Responsible Party Printed Name (First Mlddle Last)
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