MAYO an dﬁng k}', h6 trq té_i Chinh (complete fields or place patient label here)

CLI N IC Patient Name (First Middle Last)
Financial Assistance Application (Vietnamese)

Birth Date (mm-dd-yyyy) Room Number (if applicable)
Form content not retained in medical record.

For local storage only. Mayo Clinic Number

Dia diém cung cap dich vu
Service Location

Huéng dén: Hoan thanh don ding ky va dinh kém ban sao clia:
Instructions: Complete application and attach copies of:
« T8 khai thué clia nam nay hodc nam trudc (hodc miu W-2 néu khdng ¢ td khai thué)
Tax return from current or prior year (or W-2 if tax not available)
« T8 khai that nghiép (néu cd)
Unemployment statements (if applicable)
« Phiéu lugng (thang gan diy nhat)
Pay stubs (most recent month)
« Phic Igi an sinh xa hdi, lugng huu, phic Igi sau khi nghi huu (néu cé)
Social security, pension, retirement benefits (if applicable)
« Ban sao k& ngan hang (thang gan day nhat cla tat ca cac tai khoan)
Bank statements (most recent month for all accounts)
Néu khong c6 ban sao cac gidy t& néu trén, hay glii mot trang riéng mo ta tinh trang tai chinh hién tai cia quy vi.
If the above copies are not available, provide a separate page describing your current financial situation.

Bénh nhan chi thiam kham tai Oakridge 8 Mondovi, Wisconsin ho3c Albert Lea, Minnesota Behavioral Health chi can hoan thanh don ding
ky va dinh kém ban sao cia mét trong cac tai liéu sau:

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:

« M&u W-2 clia nam trudc (hoic Mau 4506-T néu khdng ndp mau W-2)
Prior year W-2 (or Form 4506-T if W-2 not filed)

« Hai phiéu ludng gan day nhat
Two most recent pay stubs

« Gidy xac minh thu nhap tif chii lao dong
Income verification from employer

Bénh nhéin hoic Bén phu trach hoan thanh don ding ky nay
Patient or Responsible Party Completing This Application

Tén bénh nhan (Ten, Tén dém, Ho) Ngi\iy sinh (dd-mm-yyyy)
Patient Name (First Middle Last) Birth Date (mm-dd-yyyy)
Dia chi Thanh phd Tiéu bang |MazIP
Address City State ZIP Code

Bén phu trach hoan thanh dan ding ky nay (néu khong phai 13 Bénh nhan) (ten, Tandem, Ho) | MGi quan hé v8i Bénh nhén (néu khéng phai la
Responsible Party Completing the Application (if not the Patient) (First Middle Last) Bénh nhén)

Relationship to the Patient (if not the Patient)

Thu nhap hing nim ctia hd gia dinh (nhu dugc khai bao trong t3 S6 lugng thanh vién trong hd gia dinh (bé&nh nhan, vg/chéng va ngudi phu thude
khai thué thu nhap) nhu dudgc khai béo trong td khai thué thu nhap)

Household Annual Income (as reported on income tax filing) Household Size (patient, spouse, and dependents as reported on income tax filing)

Dién thoai S6 hop dong va tén bao hiémy té

Phone Medical Insurance Name and Policy Number
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Pon diang ky hé trg tai chinh igp)

Financial Assistance Application (Vietnamese) (continued)

(complete fields or place

patient label here)

Patient Name (First Middle Last)

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Tinh trang viéc lam
Employment Status

[J Toan thdi gian

[ Bén thdi gian

[ Lam viéc tu do

Full time Part time Self employed
(] Thatnghiép  [J Hoc sinh/Sinh vién (] D nghi huu
Unemployed Student Retired

Tén chd lao dong
Employer Name

Khoang thdgi gian lam viéc
Employment Length

Ngay/Thdi gian that nghiép (dd-mm-yyyy)
Unemployed Date/Length (mm-dd-yyyy)

Are you claimed on another tax return?

L1 cé

Yes

No (If “Yes,” provide tax return.)

Quy vi c6 dugc ké khai trén mot t3 khai thué khac khong?

[J Khéng (Néu “C&”, vui long cung cap tS khai thué.)

Ngudi phu thudc (Néu c6 hon 6 ngudi phu thudc, vui long st dung trang riéng)
Dependents (If more than 6 dependents, use separate page)

Tén dﬁy i (Ten, Tan dém, Ho) Mai quan hé Ngay sinh (dd-mm-yyyy)
Full Name (First Middle Last) Relationship Birth Date (mm-dd-yyyy)
1.
2.
3.
4.
5.
6.

Bénh nhan chi tham kham tai Oakridge & Mondovi, Wisconsin ho3c Albert Lea, Minnesota Behavioral Health khdng can hoan thanh phan vé vg/

chong sau day:

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

Vg/chéng (Diing dé xé4c dinh tat ca tai khoan bénh nhan du diéu kién dudc hd trg tai chinh)
Spouse (Used to identify all patient accounts eligible for financial assistance)

Tinh trang hon nhan
Marital Status

Tén (Tén, Tén dém, Ho)
Name (First Middle Last)

Ngay sinh (dd-mm-yyyy)
Birth Date (mm-dd-yyyy)

Tinh trang viéc lam

Employment Status
[ Toan thaigian [ Ban thdai gian U Lam viéc tu do
Full time Part time Self employed
(I Thatnghiép [ Hoc sinh/Sinh vién (] Da nghi huu
Unemployed Student Retired

Tén chi lao dong
Employer Name

Khoang thdi gian lam viéc
Employment Length

Ngay/Thdi gian that nghiép (dd-mm-yyyy)
Unemployed Date/Length (mm-dd-yyyy)
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an déng k}” h6 tr(j té_i Chinh (tié'p) (complete fields or place patient label here)

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

Birth Date (mm-dd-yyyy)

Mayo Clinic Number

Chit ky chitng nhan

Certification Signatures

T6i chifng nhan ring toan bd théng tin da ké khai déu diing va chinh xac theo hiéu biét tot nhat clia toi. Téi hiéu ring nhitng thdng tin nay sé dudc
diing dé xac dinh kha ning thanh toan cac dich vu (do Mayo Clinic ho3c thuc thé lién két cung cap) ciia tdi va toi cho phép Mayo Clinic cling tat
ca cac phong kham, bénh vién va thuc thé lién két chia sé thdng tin, khi can thiét, dé xem xét yéu cau hd trg tai chinh clia ti. Qua van ban nay,
t6i cho phép Mayo Clinic, tit ca cac thuc thé lién két clia Mayo Clinic va cac dai dién hogc nhan vién ctia Mayo Clinic diéu tra nhitng thdng tin
dudc ké khai trong van ban nay.

| 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.

Chit ky cGia Bénh nhan hodc Bén phu trach Ngay (dd-mm-yyyy)
Patient or Responsible Party Signature Date (mm-dd-yyyy)
>

Tén viét in hoa clia Bén phu trach (rén, Tén dém, Ho)
Responsible Party Printed Name (First Middle Last)
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