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Samuel Simmonds Memorial Hospital offers a financial assistance program for patients in financial need.  Patients that do not qualify for assistance through Medicaid may qualify for charity care based on Federal Poverty Guidelines.  Our financial assistance program, based on a sliding scale, offers assistance to our patients at all income levels.

All you need to do is complete the following information and gather your most recent tax return.  You must submit both this signed form and your tax return to be considered.  You may fax it to 907-852-2016, Attn: Brianne Bucatcat or mail it in with your statement and it will be routed to the appropriate person.  You may also stop by the hospital and ask for Brianne in Patient Accounts.

You will be required to apply for Medicaid.

This program will only help to cover all expenses except pharmacy related expenses.  Pharmacy is NOT covered under this program.  For further assistance, you may contact Brianne at 907-852-9354.

Applicant’s Name (Please Print): _________________________________________________________________

Social Security #: ____________________ D.O.B. ____________  Phone Number: ________________________

Mailing Address: _____________________________________________________________________________

City: _______________________________________________________ State: ______  Zip Code: ___________

Current Employer: ____________________________________________________________________________

Spouse’s Employer: ____________________________________________________________________________


Please list each family member whom you are financially responsible for:

Name: _________________________________________________ D.O.B. _______________________________

Name: _________________________________________________ D.O.B. _______________________________

Name: _________________________________________________ D.O.B. _______________________________

Name: _________________________________________________ D.O.B. _______________________________

Name: _________________________________________________ D.O.B. _______________________________


CERTIFICATION:

By signing this document, I affirm that the answers on this application and other submitted information are true, and I understand that it is unlawful to knowingly submit false information to obtain government benefits.

Applicant Signature: ___________________________________________ Date: __________________________
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