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Wythe County Community Hospital is committed to providing quality health care to all, regardless of their ability to
pay. WCCH’s Charity Care Policy is designed to allow for a discount of all or a part of the charges-that exceed a
patient’s reasonable ability to pay. WCCH will consider all income, equity in major assets, federal poverty
guidelines, and other factors to determine the amount, in the sole judgement of WCCH, a patient is reasonably able
to pay. Any amount exceeding that level will be forgiven. All patients who are able, will be expected to pay for.
their own health care services to avoid shifting the burden for their care to other patients and the general public.

PATIENT NAME Date of Birth Soc. Sec.#

Employer How long Hourly wage Hours per week
HEAD OF HOUSEHOLD Date of Birth Soc. Sec. #

Address Phone

Employer N How long Hourly wage Hours per week

Previous Employe.r‘ _ How long Hourl){ wage Hours per week
SPOUSE i ____Phone

Employer How long Hourly wage Hours per week

Previous Employer How long Hourly wage Hours per week
NUMBER OF PEOPLE WHO LIVE IN HOUSEHOLD Number of adults (overage 18)_

Patient Account # Date of Service Amount

¥ % H_AMOUNT YOU RECEIVE FROM: INCLUDE VERIFICATION OF TOTAL HOUSEHOLD INCOME
FOR THE LAST 3 MONTHS. ENCLOSE CHECK STUBS OR A LETTER FROM YOUR EMPLOYER

Wages: -
Sigagion If you have any questions about this form, please contact our
e - Patient Counselors at:
Disability:
) Pamela Nale wythe

Public Assistarice: ; . | Patient Financial Counselor Gmml), 7 ‘ '
Alimony: Hospital "
Child Support: 600 West Ridge Road

o e Tel: 276-228-0245 s Sorlis
Social Security: Fax: 276-228-0379 ‘

' Email: pamela.nale@Ipnt.net Mon - F ra
Other: 10 M\A._B‘..’)q:m
Total Family Income
(All membecs of household) $ Per moath Year

09-12-02 See back of form for additional questions__p-



[image: image2.jpg]DO YOU OWN ANY REAL ESTATE OR ANY PART INTEREST IN REAL ESTATE?

If Yes: Address of owned property

Value of all Real Estate $

Total owed on mortgages $

Name of Bank or Mortgage Co.

If No: Name of landlord:

Monthly rent payment $

LIST ALL CAliS, TRUCKS, MOTORCYCLES, AND MOTORIZED VEHICLES IN HOUSEHOLD

Year Make and Model Amount still owed

TOTAL AMOUNT IN BANK ACCOUNTS § Banks

HAVE YOU BEEN TREATED AT WYTHE COUNTY COMMUNITY HOSPITAL IN THE LAST TWELVE MONTHS?

(Please list)

Date - Date
Date Date
Date Date -

I understand that this form will be used to evaluate my ability to pay my hospital bill. Iagree to cooperate with Wythe County
Community Hospital in pursuing reimbursement from any available insurance or other medical payment programs and in
verifying the information on this form. 1 also understand that all or part of my indebtedness to Wythe County Community
Hospital may be reduced if I qualify under the current Wythe County Community Hospital charity care guidelines. -

Assignment of Benefits—I hereby assign to Wythe County Community Hospital, to such extent necessary to satisfy my :
outstanding indebtedness to Wythe County Community Hospital or any of it’s affiliates, all sums payable to me pursuant to any
health benefit, plan, policy or insurance (including but not limited to health, liability, uninsured or underinsured motorists, of
medical payments insurance) and/or pursuant to any scttlement or judgment arising out of or related to any incident which caused

- or causes my admission or medical treatment. This Assignment is given in consideration of medical services rendered to date, in

consideration of Wythe County Community Hospital considering reduction of my indebtedness under the Wythe County
Community Hospital Charity Care Program and in consideration of future care which may be rendered to me or members of my
household.

1 hereby certify that the information contained on this questionnaire is torrect and accurate and I hereby authorize any and all ’
parties to release any information necessary to confirm any information on this questionnaire including the amount of my assets
and income. I further authorize and agree that Wythe County Community Hospital or its affiliates may obtain personal

credit reports with respect to me. If any information I have given proves to be untrue, I understand that the hospital may re-
evaluate my financial status and take whatever action becomes appropriate.

Name

(Please print) (Signature) (Date)
Name .

ii’lcasc print) (Signature) ) (Date)
Witness : Date

Approved by:





