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	Financial Assistance Application

RETURN TO:

Roswell Park Comprehensive Cancer Center
Financial Counseling Department

Elm & Carlton Streets  Buffalo, New York 14263
716-845-4782   Fax: 716-845-8488


	Name of Patient
	Medical Record #

	Address
	Rent  _____

Own  _____

	Home Phone
	Cell Phone

	Employer’s Name
	Spouse’s Employer’s Name


	Household Information:  List ALL other members of your household.

	Name
	Relation to Patient
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	Total Number of Household Members (including the patient):_________________


	Household Monthly Income:  Provide monthly gross income for yourself and other household members.  
Please attach copies of your proof of income (pay stubs, Award letters or statement for Social Security, Disability, Pension, Unemployment and Worker’s Comp). Tax return and/or bank statements may be requested if necessary.  

	Monthly Gross Income
	Self
	Spouse and/or Other Household Members

	Gross Wages/self-employment income
	
	

	Social Security
	
	

	Pension/IRA Withdrawals
	
	

	Disability Income
	
	

	Unemployment Income
	
	

	Workers’ Compensation
	
	

	Alimony and Child Support
	
	

	Other Income (Rents, Dividends/Interest)
	
	

	Total Household Monthly Gross Income
	
	


I affirm that the above information is complete, true, and correct to the best of my knowledge.  I understand that all information provided is subject to verification.  If at any time Roswell Park determines that the information I provided is false or misleading or if I do not fully cooperate, Roswell Park may revoke and reverse any discounts applied.  
Signature of Patient/Guarantor______________________________________   Date: ____________________

Once you have submitted a completed application and supporting documentation, you may disregard our bills until you have received a written determination.

