
FINANCIAL STATEMENT 
 
Today’s Date:______________       Account #:___________________  Date of Service:_________________ 
    Account Balance:___________________  Diagnosis:_______________ 
 
Patient’s Name:_________________________________________________________________________ 
   First    Middle    Last 
 

Responsible Party Section     Date of 
Guarantor’s Name:______________________________________Birth:__________SS#__________________ 
 
Guarantor’s Street Address:___________________________________P.O. Box (if applicable):____________ 
 
Guarantor;’s City, State, Zip Code:_____________________________Guarantor’s Phone #:_______________ 
 
Guarantor’s Employer:________________________________________Occupation:_____________________ 
            
Employer Address:________________________________________Employer Phone #:__________________ 
 
 Spouse Information Section     Date of  
Spouse’s Name:________________________________________Birth___________SS#:_________________ 
 
Spouse’s Employer:__________________________________________Occupation:_____________________ 
 
Employer’s Address:_______________________________________Employer Phone#:__________________ 
 
 Insurance Information Section 
Primary Insurance:______________________________   Policy Number:____________________________ 
 
Other Insurance:________________________________ Policy Number:____________________________ 
  
 Financial Information Section 
Number of Dependents:__________(including you and spouse) Age of Dependents:__________________ 
       Checking   Savings  
Banking Institution:__________________________Balance:_________________Balance:_______________ 
Check one:_____Own home;_____Buying home- ___________Approx. Value; ______Rent- _____How long. 
Other Property owned:___________________________            Approx. Value:__________________ 
 
Guarantor’s Total      Spouse’s Total 
Monthly Income*:___________________________            Monthly Income*:_________________________ 
 
Other Income*:______________________________ Source of Other Income*:___________________ 
 
 **Proof of income must be attached, i.e. copies of check stubs, retirement benefit, etc.** 
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Monthly Expenses 
To Whom Owed     Balance       Monthly Payment 
_________________________  _______________________  ____________________ 
Rent/Mortgage  
_________________________  _______________________  ____________________ 
Auto #1 
_________________________  _______________________  ____________________ 
Auto #2 
_________________________  _______________________  ____________________            
Credit Card #1 
_________________________  _______________________  ____________________ 
Credit Card #2 
_________________________  _______________________  ____________________ 
Medical Bill  
_________________________  _______________________  ____________________ 
Medical Bill 
_________________________  _______________________  ____________________ 
Medical Bill 
_________________________  _______________________  ____________________ 
Medical Bill 
 
Food____________ Utilities ____________ Phone ______________ Water____________ Cable_________ 
 
Heating Fuel __________ Medicine ___________ Child Care ____________ Transportation/Gas__________ 
 
Health Ins (not deducted from check) ____________ Life Ins (not deducted from check) _______________ 
 
Homeowner’s Ins ____________________ Auto Ins ____________________ 
Attach a separate sheet for additional expenses not listed above. 

Authorization 
I/We authorize Halifax Regional Hospital to verify all information contained in this financial statement.   
Everything on this financial statement is correct to the best of my knowledge. 

 
Signature: ___________________________________________  Date: _____________________________ 

 
  DO NOT WRITE BELOW THIS LINE. FOR HOSPITAL USE ONLY. 
Total Monthly Income: $__________   Recommendation for Charity: 
Total Monthly Expenses: $__________  $_______________X 12=$______________________ 
Disposable Monthly Income: $__________ Meets Income Approved:__________ Over Income:___________ 
       Trust (CFS) 100% ______ Medically Indigent 
       Non-Trust   100% ______  20% _____ 
       Non-Trust     75% ______  15% _____   
Patient Financial      Non-Trust     50% ______  
Representative ___________________________ Non-Trust     25% ______     
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