
 
 

 

Signature________________________________________________________________________ Date ________________________

eturn application to:

Yes No

Yes No

Yes No 

Yes No 

Was the patient(s) an Ohio resident at the time of his/her service?

Was the patient(s) an active Medicaid recipient at the time of his/her service?

If yes, Medicaid recipient ID number(s):

Did the patient(s) have health insurance (other than Medicaid) at the time of his/her service?If yes, 
provide name of insurance:

Applicant Name 
Last First MI

Street Address

City State Zip Phone

Date(s) of

Service

Account

Number(s)

INCOME from (all family members) 

Check all that apply LIQUID ASSETS (all family members)

Check all that apply

Wages

Social Security

Veterans Benefits

SSI - Disability

Railroad Benefits

Self-Employment Income

Retirement/Pension Benefits

Child Support or Alimony 

Unemployment Compensation

Rent

Dividends/Interest/Royalties

Military Family

Estates/Trusts

IRA/401K/401B Annuity Payments

Workers Compensation

Residential Foster Care

Other:

Cash

Savings Accounts

Checking Accounts

Stocks/Bonds/Certificates of Deposit

Trust Fund Balance

Other:

Relationship 

to Applicant

Total Gross Income

Source of Income
(e.g. Employment, SSI, Child Support, 

Alimony)

3 months before the 

oldest date of service

12 months before the 

oldest date of service

If you report $0 or minimal income, provide a brief explanation below on how you are meeting basic living needs, including who 

provides shelter, food, transportation, utilities, clothing and how long you have been supported by this person(s) and/or agency(s). 

PFA USE ONLY:   FAMILY SIZE_______   HCAP OR UCC  %_______    HCAP/OS or UCC/OS % ________    __________-___________ IP/OP or OP
Revised 5/4/2023


