EDDY COUNTY HEALTH CARE APPLICATION

1. I’::tient!P aciente {List all members of the houschold &t tie time of appiication in Uem 2/Liste fodos miembros en ef articulo 2)
LAST NAME/MAPPELLIDO FIRST NAME/NOMBRE MIDDLE/SEGUNDC NOMBRE

DOB/Fecha de Nacimiento

SSN/No. Seguro Social
MAILING ADDRESS/Direccién de Correspondencia;

Maritial Statue/Estado Civil M D W S

City/Ciudad State/Estado Zip Code/Cédigo Postal - Telephone/teléfono

For referral purpoeses only, indicate the information below/ Por el proposite de referencia unicamennte, mdxqu: la mﬁrmaadn siguiente.
{CHECK ONE X} (PONGA MARCA X}
Resident Alien Status :

U.8. Citizer/ Ciudadano de los Estados Unidos Temporary / Residencia Temporal Permanent/

Residencia Permanente (La Mica) Note/nota:  ** 1fnone of the sbove applies to you provide INS documents
verifying status /si ninguno se aplica ha usted, consige los documentos de la Inmigracion que esta en proceso

2. Residency/Residencia

List physical address/ Liste su residencia fisica:

Do vou/ Usted: Rent/ Renta Ownf Duefio Shared rent with other members/ Comparte con otros
miembros del hogar Suppled free of charge/ Mantanimienio gratis Homeless/ Sin hogar

1ist prior physical residence if less than (1) year at the current address/ Lisie su residencia fisica st menéz"q:; (1) afio
en la residencia ultima:

PEYSICAL ADDRESS /RESIDENCEA FISICA

CIY ATTDAD STATEESTADO

NAME/ NOMBRE MATILING ADDRESS DIRECION DE CORREQ ZIP CODECODIGAL POSTAL

3. List all members in the home/ Liste lodos los miembros def hogar
Fal! Name/Nombre Compleo POBfFecha de nacim.

TELEPBONE! TELEFONQ

S5N/Seguro Social Relationship to Patient

Attach & sepzrate sheet for additional members living within the home/l/unia otre pogira para listar tados miembros del hogar
**Provide Proof/ Traiga comprobacion de lo Siguiente:

4. Yncome/Intoreso (RECEIVED IN THE PAST 12 MONTRS! RECIBIDO EN EL ULTIMQ ANO}
(INDICATE AMOUNT RECEIVED)

(INDICAR CANTIDAD RECIBIDU}
Employer: Gross Amt Received §
Empleador: Cantidad Recibida § .
Employer: Gross Amt Received §
Eripleador: _~ — - — - - -c—-—- - - == - - Cagtidad Recibida$
Unemployment! Desempleo § Welfare(aka TANF) § Food Stamps/ Estampillas de comida
3 SSA/ SSI1 Benefits/ Bengficios de Seguro Social/ Suplementario § VAf Beneficios
Veteranos § Pension/Retirc §

Educational Assislance! dyuda de Educacién §
‘Workmen’s Comp./Compensacion de Trabajod General Assistance/ Asislencia General §

Rental income/Ingreso de renta Grants Interest or Investment ncome/lnversiones de capiiales
Other Income not listed! Otro ingrese no puesto: § ~

£F you sre employcd this year provide curreni check stubs verifying type of of income caraed for all employed. Si usted esnrvo cmplenda en
este ano traiga talones de cheque corriente para poder comprobar el trpo de ingrese quc entra a la casa para el empleado(s).
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. Did the patient/ or kepd of household file & Federal / Stat~ Income Tax Return last year? s Usted completo fermas de immpuestos sobre los
ingreses al pobierno Federal y del Estado? Yes/ 57 Ne {Earned/ or Uncarned lncome! Ingresos Percibidos)
*«1{ you were cxempt from filing provide prool / 5i usted esta exonerado fraige preube. :

5. Other Insurance or Liability/ Seguro de responsabilidad

Reason Tor medical treatment? [ Porgue razdn fue el tretamienio? (CHECK ONEX)

(PONGA MARCA X
Personal injury/Dafio personal Motor vehicle accident/ Accidente de automévil (provide police report/ consige
el reporie de policia) ‘Work Related injwy/ Dafio en el trabajo 1liness/Enfermedad

Preguancy/Embarazo OTHER/Otra razdn Explain/ Explique:

Are thers any liability claims or legal action pending as a result of this hospitalization? ; Hay reclamos legales debido ba
este servicio medico? Yes/Si___No_ :

Explain/ Explique:

6. Medical Coverage/ Cubertura medical '

s there any medical coverage for the family? ;Hay seguro medico para la familia? Yes/Si No
For the patient? ; Para el paciente? Yes/Si No N/A(No aplica)

Name of the Insurance ?(inciude copy of card) ; Nombre de Iz clase de seguro? Hmlwa una copia de su tarjeta}

Does the patient or any other member of the household bave medicaid/medicare? jHay seguro medico para el paciente
o otro miembro del hogar de medicaid/medicare? Yes/Si No :

Medical coverage for the pregaancy related services? ;Seguro medico para el embaraze?Yes/Si No ‘
1f so, name of progremy/ Si tienie cubiertura ponga el programa:
Date of delivery/ Fecha de su parto: Has the patient been referred to apply for EMSA? GEI

pociente ha aplicado para el servicio médico de emergencia? Yes/Si No N/A (Mo aplica)

7. Public Assistance/Ofro tipg de asistencia publica

(CHECK ONEX) (PONGA MARCA X)
Has the patient or anyone else within the housebold recently applied for the following? (& paciente o otro miembro del

hogar han aplicado para lo siguiente? SSISSA(Disability/ Encapacitado) Welfare(aka TANF)
Date Filed/ Fecha de registro: Status/ Situacion:

Person that applied/ Persona que aplico:
Explain if necessary/ Explique la situacién:

8. Assets/Recursos o bienes (GIVE VALUE) {PONGA EL VALOR)

(Provide ALL proof of any investments or other properties owped by the applicant/patient or bousebold uuit 2s follows/ Prucha
de TODOS inversiones o propiedades propio para el aplicante/paciente o el esicblecimiento domésticaz)

Personal Home/ Casa propia (valor de su propiedad) § Escrow Account! Cuenta en custodia dz tercera
persona § (Equity/ Equidad) b Stocks or bonds/ Otras inversiones $ Checking Accounts/ Cuenta
de cheque § Savings Account/ Cuenta de ghorra § Investments/ frversiones §

If the patient is deceased, was there a life insurance? ;Si el paciente fallecic usted recibio compensacion de seguro?
Yes/Si __ No__ Fuli Value/ Valor Completo § (Explain how excess proceeds were spent
on comments of this application/ Explique comp uso los_ganancias de exceso en el comentarios de esta aplicacion)
"8.A Have you sold any property(s) in the past year? ;Usted ha vendido propiedad en el ultimo afio? Yes/Si ___No __
Income from Sale/ Ingresos de venta § :

9. Debts/Deudas

Do you receive other monies from a friend or relative to compensate your monthly expenses? (Usted recibe ofra ayuda
monetaria de un amigo(a) o familiar para compensar sus deudas que paga mensual? Yes/Si____ No__

Amount/ Cantidad $ (Provids prooff Traiga prueba)

ko
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Verified Statement of qualification for Eddy County Health Care/Verificacidn de Elegibilidad para recibir asistencia
por El Cuidado de La Salud del Condado de Eddy.

<

That I am the patient or the person having custody of the patient who has completed this application and verified
statement/ Yo soy el paciente o la persona en cusiodia del paciente verificando Iz decloracion de esta apficacidn.

< That there is no insurance to cover other than what was stated on this application/ Que no existe ningiin tipo de
seguro menos Lo que fue indicado en esta aplicacidn.

< That I will authorize the release of all medical records and/or financial records needed by Eddy County Health

Care that will be utilized in processing my claim/ Que autorizo la relevacion de toda informacion médice/ financiero
para Iz evaluacidn de este reclamo por El Cuidado de La Salud del Condado de Eddy. -

< That I will authorize the cortracted provider(s) and the Health Care Administmtur to make any inquiry of any
persom, firm or corporation to provide pertinent financial and residential isformation as may be requested. I further -
agree to save and hold harmless any person, firm or corporation, including any financial institution or agency from
any kiability whatsoever for the release of information relevaut fo this statement and the investigation of the facts
pertinentto this claim/ Que awtorizo que los proveedores médicos y el Administrador de la oficina del Cuidedo de Salud
pregunte a cualquier persona, firma, corporacidn o institucidn financiera o agencia para proveer informacidn pertinente
a financiero o residencial como sea solicitade. Ademas, yo consiento en dejar libre de responsablidad a cualgquier

persong, finna, corporacion o instifucidn financiera por dar la informacidn relacionada a esta declamcmn ydela
investigacidn de la verdad pertinerfe a este reclamo.,

<That1do not have any uoforeseen resources available for this service(s), bowever, il a lawsnit arises the résources
will be applied to repay for this service(s) to Eddy County Health Care /Que yo ne tengo nesperado recursos
disponsibles para este servicio(s) y de cualquier modo si el procedimionto consiste de un pleito se reembeolsardn los
fondos a la Oficina de EI Cuidado de La Salud del Condado de Eddy, parcial o totalmente para el servicio(s) médico.

< That L, the patient or person applying on behalf declare the above to be true and correct under penalty that any
false statements made knowingly shall constitute a felony/ Que ye, el paciente o la persona en custodia declaro que toda
Io mformacion es cierta y de cualquier informacion falsa pravista deliberadmmente constituye un delit.

Sigoature/ Firma: Date/Fecha:

Name of party cempleting form (il other thas paticat)
Nombre del individue gue completo la aplicacidn (5i no es &l paciente).

STATE OF NEW MEXICO )

) SS.
COUNTY OF EDDY )

The foregoing instrument was acknowledged before me this dzy of ,2008

by

" NOTARY PUBLIC

MY COMMISSION EXPIRES:

L, of
do hereby cenify that 1 have reviewed the above form with
and have expiained all terms contained thercin.

" Signaturc

Title
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EDDY COUNTY HEALTH CARE SERVICES

PROCF OF RESIDENCY

The Indigent Hospital/Health Care Services Request verification of residency for
. Please provide the following information:

(Applicant's Name)

1 verify that this individual has lived In Eddy County for the past

months/years.
1 declare that I am not related to this mdividual.
T hereby state that this person resides at:
located m
(Saeer Address) {City/Town)
The above mentioned mdividual has lived 2t the above address from to
{Month/Y ear) Mont/Yezr)
Signature
Print Name Date
Address Telephone Number
SUBSCRIBED AND SWORN TO before me this day of .20

My Commission Expires:

Notary Public



EDDY COUNTY
INDIGENT HOSPITAL AND COUNTY HBEALTH CARE
101 W. GREENE ST., SUITE 225
CARLSBAD, NM 88220
505-887-9311
FAX 505-887-1039

UNEMPLOYMENT VERIFICATION

To:  EDDY COUNTY INDIGENT HOSPITAL AND COUNTY HEALTE CARE

JL A TV gy WIS N

L

» certify that T am not presently employad. I

have been unezmloved since znd I am/am oot (please
2D

Sigreture of Applicent

Subscribed and Sworn to before me this deyofl
20 . ' -

Notary Public

My Comumission Exphes:




EDDY COUNTY :
INDIGENT HOSPITAL AND COUNTY HEALTH CARE
101 W. GREENE STREET, SUITE 225
CARLSBAD, NM 88220
575-887-9511 EX: 2601 OR 2602
FAX 575-628-3871

EMPLOYMENT VERIFICATION FORM
(To be completed and signed by the employer)

Date

This is to verify that is employed at

Date of Hire was . Hours per week average about . Payis

Per hour. Orison salary of § . Does/Does not receive tips at an average
of

Pay Periods are weekly, biweekly, menthly, semi-monthly, and checks are Received on

. The first check will be received on

Signature of Authorized Personnel Title




m

This
nor

nt certifies
tax

staztem

statea

(T

I am knowincly providing
information is a3
stafezments

true

My Commission Expires:

TAY WRIVER

that I am not recuired to file a federzl
the year of I understand thae
this information that

SERT, .
* I patient is a minoxr child, Signature must be from a parent
guarcian, or custodial representative



