
 first name  middle initial last name social security number

 marital status date of birth male / female

current address 
 street  city state  zip date from / to

prior address(es) for past year (if applicable) 
 street city state zip date from / to

 street city state zip date from / to

 home phone  cell phone email address

employment status: employed                 unemployed                 retired                  disabled  
 occupation                                              employer employer’s phone 
 
mailing address (if different from above) 
 street city state zip  

how did you first hear about sansum clinic’s patient assistance program?    

Spouse & Family Information
spouse information (if applicable)

family information (if applicable) please include information for all who live in your household. please place an “x” in column d if individual is a dependent.

Through the generous contributions of people in our community, Sansum Clinic is able to provide the highest level of care for 
all who need it, regardless of their ability to pay.  Thank you for your thorough completion of this application so that we may 
determine how best to support you.

 first name  middle initial last name social security number

 street  city state  zip

 home phone  cell phone email address

 employment status: employed            unemployed            retired    disabled  
 occupation                                              employer employer’s phone

 
  

name age relationship d name age relationship d

Applicant Information
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       i have no insurance coverage, including medi-cal or medicare.

please list any other supplemental policies you carry which pay for medical services (such as aflac, cancer policies, private policies, etc.) 

has your annual income and/or expenses changed significantly from last year?                   yes (please explain below)                   no

significant changes in income and/or expenses:

Financial Information

Income of All Family Members Living in the Home Expenses of All Family Members Living in the Home

monthly income yearly income

wages

alimony / child support

unemployment 

state disability

workers’ compensation

social security income

public assistance

interest / dividends

rental income

other

total income

monthly expenses yearly expenses

mortgage / rent

food

gas

utilities

credit card(s)

loan payment(s)

insurance

property taxes

alimony / child support

other

total expenses

Insurance Information

program date of application
status of application

 comments
approved denied* pending

medi-cal

medicare

m.i.a. (medically indigent adult)

tsac / maddy

bcctp (breast & cervical cancer treatment program)

every woman counts

ccs  (california child services)

ssi / ssdi / sdi (please cirlce one)

other

*if application was denied, please provide copy of denial

have you applied for financial assistance through any of these public programs?
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Return Completed form with supporting documentation to: Sansum Clinic,
Attn: Charity Care Coordinator, PO Box 62106, Santa Barbara, CA 93160

56-4806 (Rev. 5/21/13)

Financial Information, Continued

assets value

banks

checking

savings

investments

stocks

notes

other

debts, credit cards, mortgage, etc.

payable to whom balance

description value

real property description & value 
(homes/rentals)

auto description & value 
(make, model, year)

medical expenses amount

estimated cost of care

estimated insurance coverage

unexpected expenses other than medical (description & amount)

i hereby submit the above statement for the purpose of sansum clinic to evaluate my financial status and determine my eligibility for 
various financial assistance programs, and do hereby authorize sansum clinic to verify this information as necessary, which may include 
employment and/or income verification, and appropriate documents.  i attest that the above information and all income documentation 
provided are complete and accurate as shown.  i realize that should, at any time, any of this information prove to be false, all patient assis-
tance grants awarded may be reversed, and i will accept responsibility for full and immediate payment of any and all outstanding balances.  
by applying for financial assistance, i also agree to accept payment responsibility for any amount due from me as a result of any partial 
patient assistance grant, which may be awarded.

signature printed name date

please submit a copy of the following information with your application for all household members: 
•	 current w-2 and copy of most recent federal tax return
•	 statement of social security benefits
•	 statement of pension benefits
•	 statement of short and/or long term disability benefits

•	 statement of alimony and/or child support received
•	 unemployment compensation benefit letter
•	 bank statements for previous 3 months
•	 pay stubs for previous 3 months
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