FINANCIAL ASSISTANCE APPLICATION

Patient Name: _______________________________________Phone# _________________
UCF defines a family household member as anyone including self, spouse, or partner; any dependent children under 18 years of age; and anyone within the residence; that the head of household provides support for. Please list all members of your family you wish to include in your household size.
UCF uses monthly gross income to project annual gross income. Annual gross income is used to determine eligibility for discounted services. Approved proof of income sources include: most recent tax returns, paycheck stubs for one month, bank statements (with a history of credits and debits), statement of income determinations from federal, state or local government (such as SSI letter), UCF’s No Proof of Income Worksheet, UCF’s Migrant Eligibility Application with paycheck stubs for one month, UCF’s Public Housing Eligibility Application with proof of income, or UCF’s Homeless Eligibility Application with No Proof of Income Worksheet. 
Family Household Income Table
	
Family Household Member Name
	
Age
	Relationship to Applicant
	
Monthly Income

	

	
	
self
	
$

	

	
	
	
$

	

	
	
	
$

	

	
	
	
$

	

	
	
	
$

	

	
	
	
$

	

	
	
	
$

	

	
	
	
$

	
Total Family Household Income
	
$







FINANCIAL ASSISTANCE APPLICATION, cont.
I certify that the information given on this form and the provided income documentation is complete, true and correct. If I do not qualify for financial assistance, I agree to pay the outstanding balance in full. I agree and understand that any remaining balance not paid through financial assistance will be my responsibility and paid in full. I understand that financial assistance may not apply to all of the services provided at UCF. If account balances are not paid, I agree to pay the resulting collection charges, legal fees, and understand that access to UCF services may be terminated. I understand that the financial assistance may expire on or before the date indicated below and I will be required to reapply. If there is a change in income, I will submit a new Financial Assistance Application.
Signature: _________________________________________________ Date: _____________
______________________________________________________________________________
To be completed by UCF staff only
Employee Verifying Eligibility: _______________________________________________
	You have qualified for the following discount

	
Category 1
	
Category 2
	
Category 3
	
Category 4
	
Category 5
	No Proof of Income



Financial Assistance Approved Until: _______________________________
______________________________________________________________________________

Thank you for choosing UCF as your healthcare provider. Based on the category indicated on the face of this document, please see below for discount detail. If you do not already have medical insurance, you may qualify. If interested in enrollment assistance, please contact UCF’s enrollment assistance coordinator at 702-888-6300

	
	Service Type

	
	Medical
	Psychiatry
	Behavioral Health

	
Category 1
	Nominal Charge
	$0
	$0
	$0

	
	Discount
	
	
	

	
Category 2
	Nominal Charge
	$35
	$35
	$35

	
	Discount
	
	
	

	
Category 3
	Nominal Charge
	$45
	$45
	$45

	
	Discount
	
	
	

	
Category 4
	Nominal Charge
	$75
	$75
	$75

	
	Discount
	
	
	

	
Category 5
	Nominal Charge
	$75
	$75
	$75

	
	Discount
	
	
	



If you choose not to provide income within three (3) business days, we are unable to offer you discounted services. Payment plans may be arranged with the billing department.

