
Sauk Prairie Memorial Hospital & Clinics 
Community Care Program Eligibility Application  

 
 

 
Name:________________________ DOB:_______ Spouse:_____________________ DOB:_____  
 
Address:____________________ City:__________________ State:_______ ZIP:_________  
 
Phone____________________ # Family Members_____________# Minors_________________  
 
      Patient     Spouse  
Social Security #  ______________________________ ______________________________ 
 
Employed By:  ______________________________ ______________________________  
 
Business Address:  ______________________________ ______________________________  
 
Business Phone:   ______________________________ ______________________________  
 
Occupation:   ______________________________ ______________________________  
 
Length Employment: ______________________________ ______________________________  
 
Is insurance offered through your or your spouse’s employer? ____ Yes ____ No 
 
If yes reason insurance was not taken_________________________________________ 
 
Dependents (list each by name):  
 
_______________ Age:_____ ________________ Age:_____ _______________ Age:_____  
 
_______________ Age:_____ ________________ Age:_____ _______________ Age:_____  
  
INCOME:  
                                                                      
Represents total household income from all adult sources* before taxes including 
wages, public assistance payments, social security, unemployment or workers’ 
compensation benefits, union strike pay, VA benefits, child support, alimony, 
pension income, insurance or annuity payments, interest, rental income, 
royalties, estate or trust income, tax refunds, compensation for injury claims. 
*A student listed on your income tax form as a dependant is not included in the 
household income. Students, age 24 under, do not need to list income from other 
adult sources within the household.   
 
PROOF OF INCOME IS REQUIRED. Please attach copies of your last two wage 
statements (check stubs) and your most recent income tax return. Notification 
letters indicating monthly benefit amounts are required for Social Security and 
other government program recipients.  
 
SOURCE(S) OF INCOME:         Annual Amount:  
 
______________________________________________________________ $________________  
 
_______________________________________________________________$________________  

Attach proof of income for all Sources of Income listed above 



 
Do you have any medical bills involved in a third party liability? __Y  __N  
 
ASSETS – SAVINGS/LIFE INSURANCE (Patient & Spouse combined)          
 
Type       Financial Institution   Phone #    Account #       Amount  
 
Checking:   ___________________ ___________ ______________ $___________  
 
Savings:    ___________________ ___________ ______________ $___________  
 
Whole Life Insurance: Cash Value $________________CD Value_____________________ 
 
Retirement: ___________________ ___________ ______________ $___________ 
(401K,IRA,Keogh,SarSep)Include bank statements for all accounts listed above 
 
 
ASSETS - AUTO OR TRUCK  
 
Make/Type & Year:___________________________________ Loan Balance: $____________  
 
Make/Type & Year:____________________________________Loan Balance: $____________  
 
ASSETS - PROPERTY:  
 
Home – Location:________________________________________________________________  
 
 Fair Market Value: $___________________ Mortgage Balance: $___________Pymt_____  
  
Other Property – Location:______________________________________________________  
 
 Fair Market Value: $___________________ Mortgage Balance: $___________Pymt_____ 
 

 
Include copy of property taxes for each property owned. 

 
OTHER ASSETS (including boat,atv,camper,trailers,snowmobiles,ect.) 
 
Description            Estimated Value     Loan Balance  
 
_____________________________________ _________________ $______________  
 
_____________________________________ _________________ $______________  
 
 
 
I attest that the above information is accurate to the best of my knowledge and 
truly represents my current financial status. I authorize Sauk Prairie Memorial 
Hospital & Clinics to verify any information given on this financial statement 
and to run a credit report if necessary to process this application. 
   
______________________________________________ ________________________  
Signature of Patient or Responsible Party   Date  
 
______________________________________________ ________________________  
Signature of Patient or Responsible Party   Date  


