Bay Area Endoscopy & Surgery Center

5771 49th Street North | St. Petersburg, Florida 33709
Phone: (727) 528-2261 FAX: (727) 526-7071

Charity Care Application

Endoscopy Services

Charity Care Application for Endoscopy Services

1. Patient Information

Full Name
Date of Birth
Phone Number
Email Address

Home Address

2. Household Information

Number of People in Household:

Name Relationship Age Income (if applicable)

3. Employment and Income

Employment Status:

[] Employed [] Retired
[J unemployed [J student
[] self-Employed

Employer Name (if applicable):

Monthly Household Income: $

Other Sources of Income (check all that apply):

[] social Security [] unemployment
[] pisability Benefits [] cnild Support
[] other:
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Bay Area Endoscopy & Surgery Center

5771 49th Street North | St. Petersburg, Florida 33709
Phone: (727) 528-2261 FAX: (727) 526-7071

Charity Care Application

Endoscopy Services

4. Insurance Information

Do you have health insurance?
[J ves [ No

If yes, please provide:

Insurance Provider:

Policy Number:

5. Financial Hardship Statement

Please explain your financial situation and why you are requesting charity care:

6. Medical Information

Referring Provider Name:

Provider Phone Number:

Reason for Endoscopy (brief description):

7. Required Documentation Checklist

Please attach copies of the following:

[] Government-issued ID

|:| Proof of income (last 2-3 pay stubs or tax return)
|:| Bank statements (if available)

[] Referral from healthcare provider

|:| Any additional supporting documents
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Bay Area Endoscopy & Surgery Center

5771 49th Street North | St. Petersburg, Florida 33709
Phone: (727) 528-2261 FAX: (727) 526-7071

Charity Care Application

Endoscopy Services

I 8. Consent and Authorization

| certify that the information provided in this application is true and complete to the best of my knowledge. | understand that providing
false or incomplete information may result in denial of assistance. | authorize the facility to verify the information provided.

Applicant Signature:

Date:

9. Office Use Only
Application Received Date:
Reviewed By:

Eligibility Status:

[] Approved
[] penied
|:| Pending Additional Information

Comments:

Decision Date:

This application form is used to determine eligibility for charity endoscopy services
and will be kept confidential in accordance with applicable privacy laws.
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