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3AABJIEHME HA NOJNTYYEHUE ®UHAHCOBOW NMOAAEPXKU B CACTEME 30 PABOOXPAHEHUSA

[ara 3anpoca: 3anpoc caenaH:

Mmsa nauueHTa:

damunus Nms MHuuman cpegHero umeHmn

Appec:

Ynuua opoa LWraTt MoyToBLIN KOO,

Bvg npepocTtaBneHHon ycnyru/ycnyri, Ha KoTopyto genaetca 3anpoc: ( ) CtaumoHapHass () AMOynatopHass ( ) DTC () AmBynaTopHas
Xvpyprus ( )ED () Ycnyru cneumanucta/AM6ynatopHoe Hanpasnerwve () LeHTpbl RTC/Dubin/MSBIMC BcecTopoHHMI
OHKomnornyecku LeHTp 3anagHoe otaenexHne MSBIMC PagnaumoHHas OHKONoruns () Otpenenune Petrie/PACC/ Roosevelt

Oata(bl) npegocTaBneHns ycnyr:

yTBep)K,quVIe 3aaBuTena:

A noaTeBepXxgalw [OOCTOBEPHOCTb MPUMBEAEHHOW Bbie WHGOPMauMW. A MOHWMAal0, YTO MNPedoCTaBlieHHAs MHOK WMHGOpMaums
noanexut npoeepke W nepecmoTpy (Cuctemom 3apaBoOXpaHeHUA uUeHTpa MayHT-CuMHaw unu ero  ynosiHOMOYEHHbIMU
npeactaButensamun). [lanee, MHOO OyayT NpeanpuHATHI Mepbl, HEOOXoAMMbIE ANs MOA4aYM 3asiBIEHMs Ha nofy4veHue niboro Buaa
nopgaepxkn (Medicaid, Medicare, cTpaxoBka M T.4.), AOCTYNMHOW ANsl onflaTbl MOWUX OONbHUYHBLIX PacxodoB. S BbIMOMHIO Bce
onpaBAaHHO Heo6xoAuMMble OEWCTBUSI ANS MONyYeHWs TakoW MNOAAEPXKKM W NpedocTaBnio nubo onnadvy B agpec 60mnbHULbI
NOMy4YEHHY0 CYMMY Ansi MOKPbITUS GONBbHUYHBLIX pacxodoB. S MOHWMAlD, 4YTO, B Criydae JokasaTenbCTBa HEBEPHOCTU Kakon-nnbo
npeaocTaBfieHHOW MHOK WHgOopMauuu, B OONbHULE MOryT MepecMoTpeTb MOW (DUHAHCOBLIN CTaTyC W NpeanpuHsaTb ntobble
OENCTBUSA, KOTOpbIE cuMTaloTCA LenecoobpasHbiMi. S NoHUMMalo, YTO B MPOLECCE PacCMOTPEHWUSI MOEro 3asiBIEHUsI OT MEHSI He
TpebyeTcsl ocyLleCcTBNEHUE onnaThl, U YTO S MOTY UTHOPUPOBATL BCE CYETA, MOMNyYEHHbIE U3 GONbHULLbI.

Moanuck DaTta Mms neyaTHbIMKM BykBaMm

Kem npuxoanTtecb NaumneHTy

ELIGIBILITY DETERMINATION (For Office Use Only)

Date Application Received: Patient Number:

Family Income:
Current Monthly Income (wkly x 4.333) Annual Income (based on current x 12) Family Size

Income Verified: ( ) Yes ( )No  Type of Verification: () Pay Stubs () Other (specify below)

Family Composition Verified: ()Yes ()No
() The applicant is approved for a Financial Assistance discount under level or F/C allocation .
( ) OPD/DTC visits approved at Category () of the schedules.

() The applicant’s request for Financial Assistance has been denied for the following reason(s).

Date of Determination: Initiated By:
Print Name and Sign
Authorization period Reviewed/Approved By:
Print Name and Sign
Exception to policy reason Approved by

Applications must be filed within 240 days from the point of service. Applications must be completed within 30 days
from the point of application. If this application is denied, please follow the appeal instructions attached hereto.
Denials MUST be appealed with in 30 days of the adverse decision in accordance with Part 10 of the policy.

IF YOUR APPEAL IS UNSUCCESSFUL OR, IF YOU DO NOT AGREE WITH THE DECISION; YOU MAY CONTACT THE NYS
DEPARTMENT OF HEALTH AT 1-800-804-5447



