MAYO ﬁ%’?ﬁﬁ § Wﬁj Egnj’ﬁ (complete fields or place patient label here)

CLI N IC ) ” ) o Patient Name (First Middle Last)
Financial Assistance Application (Khmer)
Birth Date (mm-dd-yyyy) Room Number (if applicable)
Form content not retained in medical record.
For local storage only. Mayo Clinic Number
SeNHINSY

Service Location

MItANSis U1nmmsjn SEAMUGNUGYHRIS:
Instructions: Complete application ind ?ttach copies of: . L ,; o
¢ AFRIUMINSASIUSUIS USigs (USERIUUUSs W-2 [uddsitdEosmsns)
Tax return from current or prior year (or W-2 if tax not available)
 IWAINUINAMNHSMIENNS (USI0eS)
Unemployment statements (if applicable)
- umnsiziGsosiU)is) (eormwUNs)
Pay stubs (most recent month)
IUUNSHSUHY [ANESSIES HEUNMNSGUSIES (USIOUS)
Social security, pension, retirement benefits (if applicable)
< ITNWAIANGESIE ((EBOEUUNSUEUSINS STRH)
Bank statements (most recent month for all accounts)
WESITESEISTNUSUHEINIT U USHisnSisnwig|muwisufinais s SMNIINISUSUISIUNESY
If the above copies are not available, provide a separate page describing your current financial situation.

Shim:gASEIRUNUASHISITS Oakridge 555 Mondovi, Wisconsin U Albert Lea U3i0M: Minnesota Behavioral
Health ST SSEIBUINMMAN SEMUGNIUSYHRISQAMNIMMEWEHSIMMEQRaNISSEHMY:
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:
. SIBHIUUUS W-2 158 (USERIUUUS 4506-T [UISIOBSCSNASERIUUUS W-2 1S18)))
Prior year W-2 (or Form 4506-T if W-2 not filed)
- UEnSidAmAuSIUNsaSSSas
Two most recent pay stubs
o AN RNSCIASUNUASIINNS
Income verification from employer
HRARH ymAsgueaEidinmmejaiis:
Patient or Responsible Party Completing This Application

Iﬂ{ﬂﬁi;ﬁ‘ﬁ“iﬁ’ﬁ (UGS SIHUN [SEH0) inggﬁﬁo‘Iﬂﬁﬁ (i2-ig-2)
Patient Name (First Middle Last) Birth Date (mm-dd-yyyy)
HUWESs Simts 15 UBHREHUS
Address City State ZIP Code
MAssuesuRiRUSnEMINMMA (OosSiusmumsh) SSIMSSHMYWHMEE

(SUFES HTFYNU () (uasidesiusgmsa)

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

[ENSGANUUSISUURE AN (EoTRucnsSnwsind | SIS (geasd Jyuns sSkgmisipRugsgsizucs
SHARNUMINSIGIEN AT N ) NUAIMNSRAS UM UN SUTCH AT N )
Household Annual Income (as reported on income tax filing) Household Size (patient, spouse, and dependents as reported on income tax filing)

S gIn N SHIUsSIFUmMIMImShUIRIRAUg e

Phone Medical Insurance Name and Policy Number
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MY IES SWtims

(US)

Financial Assistance Application (Khmer) (continued)

(complete fields or place patient label here)

Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Unemployed Date/Length (mm-dd-yyyy)

SAINANIENI NSNS
Employment Status Employer Name
O wmmens Oysiens 0ismigigsan
Full time Part time Self employed
O s O w9ag) 0 SuSins
Unemployed Student Retired
IR MUUNGS/IUNNUMS BRI SNUNIFURNSUNCAGN
Employment Length AN (213 IS STRIULS?

Are you claimed on another tax return?

O ong/oneg

Yes

018 (Uisio "che/ocnd" UBRUQMIUM

ns)

No (If “Yes,” provide tax return.)

HAMSIHRUSH (UUSIOEISEMSIHRUSHMIGSNK 6 18 punUsriincisnwig)s)

Dependents (If more than 6 dependents, use

separate page)

LRUNSEREN (Sugs SR [FE) gRSSH ig‘izgﬁﬁmﬁﬁ (G=EBhEo)
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)
1.
2.
3.
4.
5.
6.

SUM:HASBTRUNUASH]1IST Oakridge £75 Mondovi, Wisconsin U Albert Lea, Minnesota Behavioral Health S STITATsUinmin =y

T;ILUN§§GBW%:‘IILF%‘IHI‘§%

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

Gyuns (icnsigiSgdmnsHsumunsunSEASEsIiHuIRUE S sguchsSsSwiiimin)

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

ISANFMUIAMU
Marital Status

HUNS (swwgs susunu SE)
Name (First Middle Last)

igiasMinis jeism)
Birth Date (mm-dd-yyyy)

SANANIENI NSNS
Employment Status Employer Name
O WMk Oyshiens Oissmigigsan
Full time Part time Self employed
O snseiEn [O waj) 0 SuSiss
Unemployed Student Retired
I UumMIENI ‘H‘IEUU?ITQQ/IUJZINEU@S‘H‘IIWHITZZS (i2-ig-=)
Employment Length Unemployed Date/Length (mm-dd-yyyy)
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ﬁ%’?ﬁﬁ § wméjggnfﬁ (Uﬁ) (complete fields or place patient label here)

. . . L . Patient Name (First Middle Last)
Financial Assistance Application (Khmer) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

BTN

Certification Signatures

SWwNUNASSSIHHUIRUCISNWUMNANS SHSURIMUSIIN:ESRHUAUESMNIUNNSY SWo
ASESISEITSIOIEY] UMAAUBESMMIIUNSERMIUNEAUEULNSYIRURUEN WS SH Mayo Clinic
UHEMOM N2 SR UAIHSINSSUSSHA Mayo Clinic SRESH USINS] SHHEMNNMMNE1STIHHIE)]
oalusASTSMEmMIGITGIEGAUAM NS SWIIINIEIUNSY INHMUINGH1S: SRUMIHSINS
=2UAS™ Mayo Clinic iNE1E S/ Mayo Clinic SRESSAME UmSIsiiHOBIaurmBsISesSiRue SIS
Sise

| 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.

NEUSNUNIHAEE ymas gug sl MIUUTIGS (218w
Patient or Responsible Party Signature Date (mm-dd-yyyy)
>

IL'LLJW2ﬁ7§§§WQMLﬁimHﬁJIﬁIE@Z(@BQS SUSUN U [S50)
Responsible Party Printed Name (First Middle Last)
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