
UNIFORM APPLICATION
PATIENT APPLICATION

Section I: PATIENT/APPLICANT Experiencing Homelessness

Today's Date: Effective Date: End Date:

First Name Middle Initial Last Name
Address City
Zip Code County Phone Number

List 
Househould 

Members 

Relationship to 
Patient

Date of Birth
Health First 
CO/CHP+ 
Number

Household Member 
Approved for:

1.  PATIENT/APPLICANT Hosp Disc Care/Charity Care
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.

Section II: Calculating Income
Income Source Monthly Income Annualized Total

1. Gross Employment Income $0.00 $0.00

2. Unearned Income $0.00 $0.00

3. Self-Employment Income $0.00 $0.00

4. Total Income (Lines 1 + 2 + 3) $0.00 $0.00

5. Deductions (See Worksheet 3) $0.00

6. Grand Total Annual Income $0.00

FPG Percentage: 0 Household Size 1

Facility Monthly Max.: $0 Physician Monthly Max.: $0



PENALTY CLAUSE,CONFIRMATION STATEMENT AND AUTHORIZATION FOR RELEASE OF INFORMATION

I authorize the provider to use any information contained in the application to verify my eligibility for assistance under Hospital 
Discounted Care, and to obtain records pertaining to eligibility from a bank or other financial institution as defined in section 

15-15-201(4), C.R.S., or from any insurance company.

YOU HAVE 30 CALENDAR DAYS TO APPEAL YOUR ELIGIBILITY DETERMINATION FOR HOSPITAL DISCOUNTED CARE
(Ask your eligibility technician for more information on the appeal process)

 
Print Patient/Guardian Name Patient/Guardian Signature and Date

Patient was contacted by      phone      email      other: and documentation of contact is attached in lieu of signature.

Miriam Cano
Print Eligibility Technician Name Eligibility Technician Signature and Date

RGH & Clinics 719-657-4122
Print Hospital Name Hospital Phone Number

Version 3
Application Notes


