MAYO ﬁ’;ﬁﬂgi% $§§% (complete fields or place patient label here)

CLI N IC Patient Name (First Middle Last)
Financial Assistance Application (Japanese)
Birth Date (mm-dd-yyyy) Room Number (if applicable)
Form content not retained in medical record.
For local storage only. Mayo Clinic Number

B —EXDRM I NBIGFR

Service Location

B HRBEELALUATOELZRMILTLIEE L,

Instructions: Complete application and attach copies of:

 SEFCRBAIFORERSE (RWVIHSIFW-2) - HAFRE EEORBIRT (ZHT555)
Tax return from current or prior year (or W-2 if tax not available) Social security, pension, retirement benefits (if applicable)

- KEAME X2 558) - SRITERMIE TR TOOEDELDA)
Unemployment statements (if applicable) Bank statements (most recent month for all accounts)

- e 5B (BaD A)

Pay stubs (most recent month)
LEREOBELABETETRVERIE EDR—TREOHMBIRRZEB L TIE T,

If the above copies are not available, provide a separate page describing your current financial situation.

T XAV UM E YV RT 1 DOakridge £ 7= 1& = =Y 2 M DBehavioral Health-Albert Lea CD H2 R INT-BE IS FFHEFIC
TZALZXOWVWITNDDELZRIITIHENHDET,
Patients seen only at Oakridge in Mondovi, Wisconsin or Albert Lea, Minnesota Behavioral Health are only required to complete the application and attach copies of one
of the following:
. FIEFEDOW-2 (W2DRH TN TUWRWEEIF T 4 —114506-T)

Prior year W-2 (or Form 4506-T if W-2 not filed)
- E)r2[05 D6 5 ERHE

Two most recent pay stubs
- EREHDSOIXAGEERSE

Income verification from employer

ARBEEZHRATIBEII3IBLE

Patient or Responsible Party Completing This Application

BER (Foal SRLA—L BEFOIE $FAHE.8.9
Patient Name (First Middle Last) Birth Date (mm-dd-yyyy)

Ez i Al BEES

Address City State ZIP Code
RFFEEICFEATIEEE (BETRWVGS) (Fosi SRLx—L BEF0/E BELOBEFR(EETEVEGSR)

Responsible Party Completing the Application (if not the Patient) (First Middle Last) Relationship to the Patient (if not the Patient)

HHEFUN FrSHEBSIICHRE LT%E) HEA (BE. EEE HEREA S FIERBESRICRE LA
Household Annual Income (as reported on income tax filing) Household Size (patient, spouse, and dependents as reported on income tax filing)

EEES ERRROLINE L MRIRES

Phone Medical Insurance Name and Policy Number

ERRR O7ILE1L ON—r21L DOHEHEZE ERE4
Employment Status Full time Part time Self employed Employer Name
O #E O %% O EFRE
Unemployed Student Retired

©2025 Mayo Foundation for Medical Education and Research Page 10f3 MC4244-15JArev0325



ﬁiﬁﬂgi% $ %ﬁ% (I‘):IE 3 ) (complete fields or place patient label here)

Patient Name (First Middle Last)
Financial Assistance Application (Japanese) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

FE FARAfE IRBRBFHA/HARE (. 8. ) ROEEREZICEEHINTVLEIN?

Employment Length Unemployed Date/Length (mm-dd-yyyy) Are you claimed on another tax return?

O (&L
Yes

O WV (MFVIDEEIF EERGEEZRH L TR
TLY)

No (If “Yes,” provide tax return.)

HREFRIE KRERGED AU LDZEIF FIDOR—JZ2EALTEETW

Dependents (If more than 6 dependents, use separate page)

K% (Fogsi SRz —L BFOIE et 3 ] = NENERES)
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)

1.

2.

3.

4,

5.

6.

D4 AV MNE > RT 1 DOakridge £ 721 = Y 2PN DBehavioral Health-Albert Lea TD HE2 R SN B E I AT DEEEER
ZERATIVEIIHDFEA

Patients seen only at Oakridge in Mondovi, Wisconsin or Albert Lea, Minnesota Behavioral Health do not need to complete the following spouse section:

FRfBE (AN EONREBITNTOEET DUV ERET BOICERAINET)

Spouse (Used to identify all patient accounts eligible for financial assistance)

BRI

Marital Status

FHl (Fo®l. SRLR— L EFOIE) $FAHE.8.9
Name (First Middle Last) Birth Date (mm-dd-yyyy)
ERRRR O7IWE14L ON—h21L OBE# ERE%
Employment Status Full time Part time Self employed Employer Name

O f#E O %4 O EFRE

Unemployed Student Retired

FE FAHAR IREEFFHA/HAR (5.8 %)
Employment Length Unemployed Date/Length (mm-dd-yyyy)
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ﬁiﬁﬂgi% $ %ﬁ% (T(ﬁ_, :’é_ ) (complete fields or place patient label here)

Patient Name (First Middle Last)

Financial Assistance Application (Japanese) (continued)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

SRIEIERR

Certification Signatures

FNF FLDHBBED.EEHINTVBRIRTDBERNERN DIEHE TH B Z & Z1FRaE L £, FAIE Mayo Clinic £ 7= (X BEERI{K
DRI 2 —ERICHTBFADZIAVEEI Z SR T BT-DICCDIBHRAMFERA TN Z E ZIBEE L TH D Mayo Clinicd KO
IRTOEEY ) Zy I EmR S LOHED D ER LR ENZIEZRNTAOICBEBICS L TEREZHEIBZL
Z5FA] L £ 9, #A & Mayo Clinic. Mayo Clinic D SR TDEEI ) Zyv I LU RB LISRIEBAIC.CZICEEFN 3158 %
HAEBEIT B Z52FT,

| certify that all information listed is true and correct to the best of my knowledge. | understand that the information is to be used to ascertain my ability to pay for services
provided by Mayo Clinic or an affiliated entity and | give permission to Mayo Clinic and all affiliated clinics, hospitals and entities to share the information as necessary to

consider my financial assistance request. | hereby grant permission to Mayo Clinic, all Mayo Clinic affiliates and representatives or agents to investigate the information
contained herein.

BEFIFEIEDESL Bt a.8.9
Patient or Responsible Party Signature Date (mm-dd-yyyy)
>

BYHEDGE] (Fofl SRLZ—L EFOIETHEETEALTKESIL)
Responsible Party Printed Name (First Middle Last)
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