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UR MEDICINE
FINANCIAL ASSISTANCE APPLICATION
Application Completed By: Date: / /
Patient Name: Patient Date of Birth: A A
Mailing Address: Phone #: Home: ()

City, State, Zip

Home Address if different from mailing address:

Spouse or 2™ Parent Employer:

Patient or Parent Employer:

Number of members in the family:

Please list all household dependents including minor children under 21 who lives with you (even if they are not applying for
Financial Assistance at this time. Use extra sheet if necessary.)

First and last name Date of Birth Relationship Medical insurance

I/We ([ have / [] have not)

Medicaid
Statement







