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Dear Mr./Ms.

Enclosed is an application for the UAMS Health Financial Assistance Program. This program is available to
Arkansas residents (and Texarkana, TX residents) who meet certain income requirements. To apply for this
program, please complete the enclosed application and provide the following documentation:

e Proof of income from all sources for all adult members in your household for the past 2 months,
including either pay stubs or verification of self-employment income.

e Proof of Arkansas residency.

e Medicaid approval letter, denial letter or the validation ID from the Medicaid application

If you have any questions about the application or need help completing the application, you can contact us at
one of the telephone numbers below. We will notify you when the application is received by our office. You
will also receive notification indicating approval or denial of financial assistance within 30 days of receipt.

If the application packet is not complete, we will notify you in writing of the items missing. You will have 15
days to provide the necessary information. Failure to provide the required information may result in a denial for
financial assistance.

If any of the provided information is found to be false or untrue, the application will be denied and any
discount received will be withdrawn. The application will also be denied if you fail to cooperate with the

Medicaid application process.

The application can be mailed to the address at the top of this letter, emailed to OFCFinancialCounseling@
uams.edu or delivered to our office or any UAMS Health clinic. The date the application is returned will be
used to determine the effective date of the discount if assistance is approved.

Sincerely,

Office of Financial Clearance
UAMS Health

(501) 686-7400 (local)

(855) 841-8307 (toll-free)


http://www.uams.edu/
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FINANCIAL ASSISTANCE CHECKLIST

1. Application
(L) Answer all the questions completely
() Sign and date the application

2. Complete Medicaid application at www.access.arkansas.qov
() Proof of application by providing application T number
or
() Approval letter from Medicaid
or
() Denial letter from Medicaid

3. Proof of income for all adults that live in your house (18 years old and older). Please includeall
sources of income.

(1) A copy of your completed signed Federal Tax Return with all schedules for the latest filed year.
() Pay stubs from the last 2 months. (Wages, tips and salaries before deduction)

(1) Social Security benefit letter

() Other proof of income

(L) Assets: bank account statements for the past 3 months or other asset documentation

() If no income, complete the Patient/Provider Statement.

4. Proof of your identity and where you live with one of the following.
() A copy of your Arkansas driver’s license or photo ID card
or
() A copy of your visa, passport, or other photo ID card (proof of identity) and a lease agreement, a
utility bill or completed Arkansas Residency Application Declaration form (proof of where you
live).


http://www.uams.edu/
http://www.access.arkansas.gov/

UAMS Health Financial Assistance Application

Patient Name Social Security #

Date of Birth Address

City State Zip Code

HOUSEHOLD MEMBERS:
Name Age Employer Relationship to Patient

Nooakwd -~

INCOME: List Gross Income for Household

Last 12 months
Wages
Farm/Self Employed
Social Security
Pensions
Unemployment
Child Support
Alimony
Workers’ Compensation
Public Assistance
Other (describe)

P P P P PP P PP AP

ASSETS: Bank accounts, real estate, rental property, stocks etc.

Savings (provide statements for the last 3 months) $

Checking (provide statements for the last 3 months) $

Other (describe): $

Do you have health insurance or disability income insurance? Yes No

If yes, please list: Payor Name Policy #
Have you applied for Arkansas Medicaid? Yes No

| certify that this information is true and complete. | authorize any credit investigation deemed necessary to verify this
information.

Signature Date

FOR IN OFFICE USE ONLY: MRN (__)new (__)renewal
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PATIENT / PROVIDER STATEMENT

(Only complete if the patient has no income)

PATIENT STATEMENT

| am not employed and receive no household income from any source.

Print Patient Name:

Patient Signature: Date

PROVIDER STATEMENT

| provide basic monthly living expenses for the person above. These expenses may include food,
shelter, medication, utilities, and transportation.

Print Provider Name:

Telephone Number:

Address:

City/State/Zip Code:

Provider Signature: Date:
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Arkansas Residency Application Declaration
(Only complete if you have no document to prove residency)

I cannot provide Arkansas state residency verification documentation.

| hereby declare that the above information is true and accurate. | understand that this
declaration form is used to help verify that | meet Arkansas state residency requirements for the
UAMS Health Charity. | understand that a false or misleading declaration by me may result in
Charity adjustments for which | would not otherwise have qualified, and may subject me to civil

and criminal penalties.

Print Name:

Telephone Number:

Address:

City/State/Zip Code:

Signature: Date:



http://www.uams.edu/

Notice of Nondiscrimination

The University of Arkansas for Medical Sciences complies with applicable Federal civil rights laws and does
not discriminate on the basis of race, color, national origin, age, disability, gender, gender identity or sexual
orientation. UAMS does not exclude people or treat them differently because of race, color, national origin,
age, disability, gender, gender identity or sexual orientation. UAMS:

Provides free aids and services for people with disabilities to communicate effectively with us, such as:

o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other formats)

Provides free language services to people whose primary language is not English, such as:

e Qualified interpreters
o Information written in other languages

If you need these services, call 501-686-7000. If you are deaf or hearing-impaired, please call 1-800-285-
1131 or 711 to reach UAMS at 501-686-7000.

If you believe that UAMS has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, gender, gender identity or sexual orientation, you can file a
grievance with:

Patient Relations Coordinator
4301 W. Markham Street, #728
Little Rock, AR 72205

Phone: 501-296-1039

Fax: 501-686-8175
patientrelations@uams.edu

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, the UAMS
patient relations coordinator is available to help you.

You can also file a complaint with:
U.S. Department of Health and Human Services, Office for Civil Rights, electronically through the Office for
Civil Rights Complaint Portal, available at https://ocrportal.nhhs.gov/ocr/portal/lobby.jsf, or by mail:

U.S. Department of Health and Human Services

200 Independence Avenue SW Room

509F, HHH Building

Washington, D.C. 20201

Phone: 1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hitps://www.hhs.gov/ocr/complaints/index.html.

ATTENTION: Language assistance services, free of charge, are available to you. Call 501-686-7000.

Espafiol (Spanish)
ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia linglistica. Llame al 1-
501-686-7000.


mailto:patientrelations@uams.edu
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
https://www.hhs.gov/ocr/complaints/index.html

