RETURN BY: In order to assist our clients in the process of fulfilling our
0\ payment structure guidelines, we have developed a monthly
‘ income and expense worksheet.

\ Please provide our office with the following:

1. Most recent tax filing

)\ Y Y o 1
Pender Community Hospital 2. Current pay stubs (yourself and spouse)
Guarantor: 3. Copies of current monthly bills to match
NAME: your listed expenses.
PHONE:
ADDRESS: CITY ST/zZIP
SPOUSE SSN BIRTHDATE
EMPLOYMENT: ADDRESS:
PHONE: MARITAL STATUS: Single __ Married ____ Divorced_ Widowed
COPY OF MEDICAID APPROVAL OR DENIAL
FAMILY MEMBERS
(List family members for whom you are responsible for support, include self)
NAME AGE RELATIONSHIP
I have applied for Title XIX benefits: Yes:  No: Outcome:
I have applied for Social Security benefits: Yes: __ No: Outcome:
I have applied for Disability benefits: Yes:  No: Outcome:
Currently Employed? Retired Unemployment Not in Labor Force (Please Check one)
MONTHLY EXPENSES
"Check Mark'" each box that has a payment amount listed and include a copy of the bill.
Mortgage/Rent $ COPY OF B||_|_|:| Vehicle Payment(s) $ COPY OF BlLL|:|
Electric $ COPY OF BILLI:l Fuel/Oil $ COPY OF BILLI:l
Water $ COPY OF B||_|_|:| Repairs/Tires/Auto $ COPY OF B|LL|:|
Gas/Propane $ COPY OF BILLI:l Vehicle Insurance $ COPY OF BILL|:|
Telephone $ COPY OF B||_|_|:| Health Insurance $ COPY OF B|LL|:|
Garbage $ COPY OF BILLI:l Disability Insurance ~ $ COPY OF BILL|:|
Cable/Internet $ COPY OF B||_|_|:| Child Care $ COPY OF B|LL|:|
Groceries $ COPY OF BILLI:l Credit Card(s) $ COPY OF BILL(S:l
MONTHLY GROSS INCOME $ TOTAL EXPENSES $

Please return to: Financial Counselor
PO Box 100 Pender, NE 68047
Phone: 402-385-4024 Email: pchfc@pchne.org



