MAYO  3anBka Ha nonyuenue T sl
¢dunHaHcoBO NnomoLyM

Financial Assistance Application (Russian) Birth Date (mm-dd-yyyy) Room Number (if applicable)

Form content not retained in medical record. Mayo Clinic Number

For local storage only.

MecTononoxeHue okasaHus yanyru
Service Location

MHCprKI.IMVI. 3anonxute 3aABKY U NPUNIOXUTE KON JOKYMEHTOB, YKa3aHHbIX HUXeE.
Instructions: Complete application and attach copies of:

« HanoroBas fieknapauys 3a TekyLmit unu npeablaywmii rog (win dopma W-2, eciv Hanoroas Jeknapauina HefocTynHa)
Tax return from current or prior year (or W-2 if tax not available)
* Bbinuckm o cTatyce 6e3pabotHoro(-i) (ecnu npumeHuMo)
Unemployment statements (if applicable)
« [natexxHble BEAOMOCTM 0 3apaboTHOIA NnaTe (3a nocneaHUi MecaL,)
Pay stubs (most recent month)
« [lokymeHTbI 0 coLmanbHom obecneyeHInu, nocobus, neHcuin (Mpu Hanuuum)
Social security, pension, retirement benefits (if applicable)
« baHKoBCKue BbINUCKM (3& nocneaHNIn MecaL, no Bcem CLIETaM)
Bank statements (most recent month for all accounts)
Ecan BblLLE€YKa3daHHbIE OKYMEHTbI OTCYTCTBYIOT, NPEA0CTABbTE OMNICAHNE BALLIEr0 TEKYLLErO (I)VIHaH(OBOI'O NONOMXEHNA Ha OTAENbHOIA (TpaHuue.
If the above copies are not available, provide a separate page describing your current financial situation.

MaumenTbl, Habnopatowmeca Tonbko B KnuHuke Oakridge in Mondovi (Oyk6puax B MorgoBw), wrat Buckoncun, unn B knunuke Albert Lea, Minnesota Behavioral
Health (KnuHuka noBeaeHueckoro 3n0poBbA MUHHECOTbI), BOMKHDI TONBKO 3aN0SHUTD 3aABKY U MPUIOXKUTD KOMMU OFHOTO U3 CJIEAYIOLNX IOKYMEHTOB:
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:
« Oopma W-2 3a npeablayLmii roa (un dopma 4506-T, ecnu popma W-2 He nogaBanach)
Prior year W-2 (or Form 4506-T if W-2 not filed)
d ﬂBe nocnenHune nnatexxHbie BeoOMoCT 0 3apa60THOI7I nnarte
Two most recent pay stubs
i CnpaBKa 0 ioxoAax ot p360TOAaTEJ'Iﬂ
Income verification from employer

MaymneHT NN OTBETCTBEHHOER NINLLO, 3aNOJIHAIOLLee fJaHHYIO 3aABKY
Patient or Responsible Party Completing This Application

Nma NaLueHTa (Mepsoe Cpepree Gamunus) ﬂaTa poXAeHUA (MM-AJ-TIT)
Patient Name (First Middle Last) Birth Date (mm-dd-yyyy)

Anpec lopoa LWrar [oyToBbIil MHAEKC
Address City State ZIP Code

/ma 0TBETCTBEHHOTO NINLIA, 3aMONHAIOLLETO 3AABKY (EC/M 3TO HE NALWEHT) (Nepeoe Cpeawee Dannnins) Kem npuxopuTca naumenTy (€Cin He naumeHT)
Responsible Party Completing the Application (if not the Patient) (First Middle Last) Relationship to the Patient (if not the Patient)

[0210BOIi COBOKYMHbIIA 10X07 AOMOX03AICTBA (yKa3aHHbIii B Aeknapauun (ocTaB fOMOX03AIICTBA (NaumeHT, Cynpyr(-a) n WKANBEHLbI B COOTBETCTBIAM C ieKNapaLueli
0 10X0/ax) 0 Jloxofax)

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

Tenedo Ha3BaHue 11 HOMep NonMca MeANLIMHCKOro CTPaXxoBaHuA

Phone Medical Insurance Name and Policy Number
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3asiBKa Ha nony4yeHune
(I)MHaHCOBOﬁl MOMOLLUWN (npoponxeHne)

Financial Assistance Application (Russian) (continued)

(complete fields or place patient label here)

Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

ﬂpOﬂ,Oﬂ)KVlTeanO(Tb) (MM-LA-TTTT)
Unemployed Date/Length (mm-dd-yyyy)

(TaTyc 3aHATOCTU lima pabotogatena
Employment Status Employer Name
[ MonwHaa 3auatoctb [ Yactuunad 3anatoctb [ Camo3aHaTblii(-as)
Full time Part time Self employed
[ bespabotHblii(-as) [ Yuawwmitca(-asca) ] Ha nexcun
Unemployed Student Retired
MpOAOMKUTENBHOCTD 3aHATOCTH be3paboTHbiii(-as) ¢ (aata/ Bbl yka3aHbl B Apyroii Hanorosoii Aexknapauun?
Employment Length Are you claimed on another tax return?

(1 Jla [ Her (ecnm «[la» — npenoctaBbTe HaNoroByto AeKnapatiio)

Yes No (If “Yes,” provide tax return.)
MxpuBeHubI (e xanBeHLeB bonee 6, UCNONb3yiiTe OTAENbHYI0 CTPAHNLY)
Dependents (If more than 6 dependents, use separate page)
MonHoe ums (MepBoe Cpentee Gamunusa) Kem npuxoauntca ﬂara pox<peHua (Vm-aa-rrr)
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)

1.

2.

3.

4,

5.

6.

MaupeHTam, Habntogalowmmca Tonbko B knHuke Oakridge in Mondovi (Oykpugx B Monaosw), wrat Buckoncun, unm B knuHnke Albert Lea, Minnesota Behavioral Health

(KJ'IVIHVIKa noBeAeHYeCKoro 310poBbA MI/IHHeCOTbI), CJ'IEB,)I}OIJ.WI% pa3faen o cynpyre 3anoJiHATb HE HYXHO:
Patients seen only at Oakridge in Mondovi, Wisconsin or Albert Lea, Minnesota Behavioral Health do not need to complete the following spouse section:

Cynpyr(-a) (ncnonb3yetca Ana onpefeneHua BCex CYETOB NALNEHTOB, MMEHLLIX NPaBO Ha NoyueHe GUHAHCOBOI MOMOLLY)

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

CemeitHoe NonoXeHue
Marital Status

Nma (Mepoe Cpeptee Damunus)
Name (First Middle Last)

[NlaTa poxpeHua (Mu-AL-rrT)
Birth Date (mm-dd-yyyy)

(raTyC 3aHATOCTH
Employment Status

[ NMonuaa saustoctb [ Yactuuwas sauaroctb [ Camo3aHaTbIfi(-aq)

Full time Part time Self employed
1 be3pabotHblii(-aq) [ Yuawuiica(-asca) [ Ha nencun
Unemployed Student Retired

lima pabotoaatena
Employer Name

npOHOH)KVlTeJ'IbHOCTb 3aHATOCTU
Employment Length

be3paboTHblii(-as) ¢ (naTa/npomoMKUTENbHOCTD) (VMM-A-ITTT)
Unemployed Date/Length (mm-dd-yyyy)
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3aﬂBKa Ha nonyqu“e : (cor.npletc-a fields or place patient label here)
o Patient Name (First Middle Last)
dmuaucosom MOMOLLUWN (npoponxeHne)

Financial Assistance Application (Russian) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Moanucu 3aBepAOWMNX
Certification Signatures

f noaTBep»Aato, 4To BCA YyKa3dHHaA I/IH¢0pMaLlI/1ﬂ BEPHa I, HACKOJIbKO MHE N3BECTHO, COOTBETCTBYET NeiCTBUTENbHOCTY. fl NOHNUMAl0, uTO 3Ta I/IH¢0pMaL|I/Iﬂ 6yneT
CNONb30BATLCA 1A ONpeaeNneHna Moeii cnocobHoCTI onnatuTb ynyru, npegoctaBnsemble Mayo Clinic unn agunupoBaHHoi opraHiu3aLuel, v fato paspeLueHue
Mayo Clinic n Bcem adpunupoBaHHbIM KNMHMKaM, 60NbHULAM 11 OpraHU3aLMAM NepeaBaTh 3Ty HGOPMALNI, TN 3TO HeOOXOANMO ANIA PACCMOTPEHIA Moeli
3aABKWN Ha ¢|/|Hchosym nomoLub. HactoAwwmm s pato pa3peLleHne Ha NpoBepKy I/IH¢0pMaLlI/1I/I, conepmameﬁlca B HACTOALLEM JOKYMEHTE, Mayo (linic, Bcem d)MﬂI/IaﬂaM
Mayo Clinic, a Tak»e npeAcTaBUTENAM WAV areHTaM.

| 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.

MoANMCH NaUMeHTa UaN OTBETCTBEHHOMO INLA Jlata (MM-AZ-FTrT)
Patient or Responsible Party Signature Date (mm-dd-yyyy)
>

Mg 0TBETCTBEHHOTO Ninda neyaTHbIMIU 6yKBaMI/I (MepBoe Cpeptee Damunus)
Responsible Party Printed Name (First Middle Last)
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