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 Kossuth Regional Health Center 
Financial Assistance Application 

 
 

We are required by law to keep information about you confidential.  The information below will only be used for the purpose of 
confirming your need for financial assistance.  Financial assistance is based on Federal Poverty Income Levels.  Incomplete 
forms will not be processed.  Income verification such as previous Income Tax Return or three months of paycheck stubs 
must be submitted for this form to be considered complete. An approval or denial from Medicaid must also be provided.  
Information must be submitted for the individual applying and any other adults living within the same household.  
 
 Applicant:   
 

 Spouse/Significant Other:  

 SSN (optional):                                             Birth date:   
 

 SSN (optional):                                                                Birth date:  

 Street Address:    City, State:  
 

 Phone/Cell Phone:   
 
 

Household Gross Monthly Income: (Include all income from Salary/Wages, Child Support, Alimony, Social Security, Veteran’s Benefits, Retirement/Pensions, 
Workman’s Comp/Unemployment, Interest Earnings, Dividends, or Other Income) 

 
                            Source                                         Monthly Total                                        Source                                               Monthly Total 
  
     _______________________________        _________________                  __________________________                    _________________ 
 
     _______________________________        _________________                  __________________________                    _________________ 
 
  If Income is $0.00 (zero) explain:   
 
 Resources:   

 Checking Account Balance:  $ ___________ 
 
 Savings Account Balance:   $ ____________ 
 
 Investments:                         $                         . 

 
 Other Property Values (optional): (2nd home, boat, RV, snowmobile, etc.) 

 $                              Description:                                                                        . 
 $                              Description:                                                                        . 

 $                              Description:                                                                        . 

 $                              Description:                                                                        . 

  
 Total Number of Dependents and Adults in the household: ___________ 
  
 Dependents:                         Name                                         Date of Birth                                                        Name                                     Date of Birth 
 
         1. _____________________________________    ______________                  3. _____________________________________   ______________ 
 
         2. _____________________________________    ______________                  4. _____________________________________    ______________ 
 
 Other Adults in the Household: 
 
                                               Name                                      Date of Birth                                                       Name                                         Date of Birth 
 
         1. _____________________________________    ______________                  2. _____________________________________    ______________ 
 
 
 CLIENT AFFIRMATION:  I affirm that the statements made herein are true and correct to the best of my knowledge.  I understand that any false statements 
or misstatements of material fact could result in disqualification for financial assistance.  I understand that I must provide verification of income.  

 
 I affirm I have been a resident of Kossuth Regional Health Center market area for at least one year and that the preceding information is true and correct to 
the best of my knowledge. I understand that the information, which I submit, is subject to verification by Kossuth Regional Health Center. 
 
 Patient Signature:  ___________________________________________   Date:  ____________________________ 

 
 Please return your application with: 

1) Copies of last year’s income tax return; and/or correspondence from employer or governmental agency, copies of bank statements, 
W-2 statements, or current payroll check stubs for the last three months. 

2) Your approval or denial from Medicaid, or a completed Medicaid application 
 

*Not required for sliding fee 
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Medicaid Decision: _____________________________________ 
 

 Applicant is Eligible 

Percentage of Financial Assistance Granted: _________________ 
 
Dollar Amount of Financial Assistance _____________________  

Additional Assistance Amount  ___________________________  

Additional Assistance Amount ____________________________  

Additional Assistance Amount ____________________________  

Additional Assistance Amount ____________________________  

Additional Assistance Amount ____________________________  

 

Type of Service: Attach detail w/Dates of Service 
 

 Applicant is Ineligible 

Reason for ineligibility: _________________________________  

 
 
Notice of determination  
sent to patient  _________________________________________  
                                                              Date 
 
Signed _______________________________________________  
                                       Patient Financial Services Director 
 
Signed _______________________________________________  
                                                         Chief Financial Officer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Income Recap 

Income Tax  
Gross Income   $ _________________________  

Wages $ _________________________  

 $ _________________________  

Social Security $ _________________________  

 $ _________________________  

Unemployment $ _________________________  

Child Support $ _________________________  

Other $ _________________________  

Total Income $ _________________________  

Notes: 
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English 
ATTENTION: Language assistance services are available to you free of charge. 
Call 1-515-295-2451 (TTY: 1-641-428-7763). 
Español (Spanish) 
ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
繁體中文 (Chinese) 
注意：如果您使用繁體中文，您可以免費獲得語言援助服務。 
Tiếng Việt (Vietnamese) 
CHÚ Ý: Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn. 
Bosnian 
Pažnja: Ako govorite Bosanski, besplatne uluge prevodjenja su Vam na raspolaganju. 
Srpsko-hrvatski (Serbo-Croatian) 
OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su vam besplatno. 
Deutsch (German) 
ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfügung. 
 (Arabic)ةیبرعلا 
 ملحوظة: إذا كنت تتحدث اذكر اللغة، فإن خدمات المساعدة اللغویة تتوافر لك بالمجان.
ພາສາລາວ (Lao, Laotian) 
ໂປດຊາບ: ຖ ◌້  າວ ◌່  າ ທ ◌່  ານເວ ◌ົ ◌້  າພາສາ ລາວ, ການບໍ  ລິ  ການຊ່ ວຍເຫືຼ ອດ້ ານພາສາ, ໂດຍບໍ່  ເສັ ຽຄ່ າ, ແມ ◌່  ນມ 
◌ີ  ພ ◌້  ອມໃຫ ◌້  ທ ◌່  ານ. 

한국어 (Korean) 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 
ि◌हंदी (Hindi) 
�ान द�: य�द आप �हदी बोलते ह �तो आपके ि◌◌लए मु� म� भाषा सहायता सेवाएं उपल� ह। 
Français (French) 
ATTENTION: Si vous parlez français, des services d'aide linguistique vous sont proposés gratuitement. 
Deitsch (Pennsylvania Dutch) 
Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass dihr 
helft mit  
die englisch Schprooch. 
ภาษาไทย (Thai) 
เรยีน: ถา◌้คุณพดูภาษาไทยคุณสามารถใชบร้กิารชว่ยเหลอืทางภาษาไดฟ้ร ี
Tagalog (Tagalog – Filipino) 
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang 
bayad. 
unD (Karen) 
LALE: Ñe kwōj kōnono Kajin Ṃajōḷ, kwomaroñ bōk jerbal in jipañ ilo kajin ṇe aṃ ejjeḷọk wōṇāān. 
Русский (Russian) 
ВНИМАНИЕ: Если вы говорите на русском языке, то вам доступны бесплатные услуги перевода. 
 
 


	Income Recap

