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Please attach an additional page if there is other
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information about your current financial situation you would like us to know (e.g., financial
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hardship, seasonal or temporary income, personal loss).
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You may be required to apply before being considered for financial assistance. We will contact you if needed.)
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Is the patient’s medical care
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need related to a car accident or work injury?
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All adult family members’ income must be disclosed. Sources of income include, for example:
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Unemployment
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Self
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We may ask you to provide proof of income such as pay stubs or last year’s income tax return. We will contact you if w
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Do you personally pay for some or all of your child(ren)’s monthly premium?
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Application for Seattle Children’s Financial Assistance
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Please fill out all information completely. If it does not apply, write “NA.” Attach additional pages if needed.
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Does the patient receive state public services such as TANF, Basic Food or WIC?
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Is the patient currently homeless?
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If we need to contact you for additional information, do you need an interpreter?
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List all family members in your household, including you.
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Have you applied for Medicaid for the patient?
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If you have no income, please explain how you are paying for food and housing:
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