
 

 
609 S.E. Kent, Greenfield, IA 50849 

Adair County Memorial Hospital     Adair County Home Care     Adair County Medical Clinic   Adair County Ambulance  

_______________________________                                                       __________                     ____   

 

 

Uninsured/Underinsured Financial Assistance Program Application 

 
 
 
 
In order to determine charity care in a non-discriminatory manner, the following financial information is needed. This form 
must be returned with proof of income, your last income tax return, your W-2 and a current paycheck stub with year to date 
income. If you or your spouse are currently unemployed, please list the most recent employer and the hourly wage you 
were making.  If you are unwilling to provide this information and proof of income you will not be considered for charity 
care. Please answer each question in as complete of detail as is possible.   All information given is confidential 
 
  
 
 
 Name: __________________________________________________________________________________ 

First    Middle    Last 
 
 Address: _____________________________________________________________________________________ 

Street      City, State   Zip 

 
 Telephone: (Home)            (Work)        
 
  Your social security number:   |___|___|___| - |___|___| - |___|___|___|___|   Date of Birth: |_____|_____|_____| 
 
 Current marital status:      Single            Married                 Divorced        Widowed             Separated 
 
 Your spouse’s name:___________________________________________________________________________ 

First    Middle    Last 
 

 Spouse’s address: _____________________________________________________________________________ 
Street      City, State   Zip 

 
 Spouse’s social security number:    |___|___|___| - |___|___| - |___|___|___|___|   Date of Birth: |_____|_____|_____| 
 
 First names and ages of dependents living with you:          
 

 Your place of employment or occupation:             
 

Address:              
 
Employment status:    Full-time           Part-time           Laid off          Other     
 

        Spouse’s place of employment or occupation:           
 

Address:              
 
Employment status:    Full-time           Part-time           Laid off          Other     

 

 

 

 

 

 

 



 

Income:         Previous Year      Current Monthly    

Wages             

Interest             

Social Security            

SSI-Pension-ADC           

Farm/Business Income            

Child Support            

Dividends            

Alimony             

Other             

Total Income            

 

Expenses Considered for Income Adjustment: 

Medicines            

Medical Insurance           

Durable Medical Equipment          

Physician, Dentist, Eye Doctor          

Other Medical Expenses          

Total Expenses           

 

Total Adjusted Income          
 

Additional Assets/Resources: 
 
 Do you own real estate other than a primary home?  Yes  No     Where?___________________________
 
 I/we own the following motor vehicles: 

Name of Owners                                     Make             Model             Year              Amt. Owed                 
____________________________________________________________________________________________ 

 
____________________________________________________________________________________________ 

 
 List recreational vehicles, boats, campers, snowmobiles, etc.: ___________________________________________ 
 

____________________________________________________________________________________________ 
 
 Where do you bank? ___________________________________________________________________________ 
 

Checking: $______________________    Savings: $____________________   Cash on hand: $________________ 
 

C.D.’s: $_______________________ Stocks/bonds: $________________ Credit Union Balance: $______________ 
 
 
I certify that the statements made on this declaration and any related forms are true to the best of my knowledge.  I 
recognize that any falsification will result in the forfeiture of any arrangements made. I authorize Adair County Health 
System to make investigation as deemed necessary and give permission to verify any information given with any financial 

institution or other party that may hold verification of the information given in this application.  
 
____________________                 ____________________________________________________________________ 
           Date Signed                                                                    Signature 
 
____________________                 ____________________________________________________________________ 
           Date Signed                                                                    Spouse’s Signature 


