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Do you receive any of the following: Food Stamps  General kusef  HUD/Sec. 8 Housing Assistance

income Information: Please list the amount of income, before taxes, earned by ALL PERSONS in the family unit.
Include the following types of income: wages/salary/self-employment, child support/alimony, interest/dividends, disability

benefits, retirement benefits, Social Security Income, Unemployment benefits, and any other type of income. Do not include
income from loans.
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Person Receiving Employer’s Name or How Often Do You Amount i

Income Source of Income Receive This? }
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If no income is received, how do you provide food and shelter for yourself/family?

{
|

[ﬁrno income is received, how do you provide for other daily living expenses (i.e., help with bills, medications, etc.) for

yourself/family?

‘\l Proof of Income Provided: Please check which type of proof has been provided to verify income
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‘r‘Pay Stubs # Provided: 1040 Plus Schedules/Year: Letter from Employer |
- e ISCHEDULE C IF SELF-EMPLOYED ION LETTERHEAD |
|Letter from Social Services Agency Unemployment Award Letter Food, Shelter and Support Letter

[?ood Stamp Award Letter
|
]Patient Signature: Please have the patient sign the following certification statement.

INOTARIZED

;Patuent | CERTIFY that the information herein is an accurate and complete statement of my financial status. 1
iundersland that if my financial situation changes or | obtain health insurance, my eligibility status will need to be re-evaluated

\l understand it is my responsibility to notify THE CLINIC of any changes in my financial situation. | authorize the release of my,

lfmancral records (including Social Security Number) to pharmaceutical companies and Access Now and/or their agents to
|determine my eligibility for financial assistance for medicines. This review is a check on eligibility only. It is not a guarantee
'thal 1 will receive benefits from any source, and THE CLINIC offers no such guarantees.

!Signa(ure of Patient:

|
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Date:

|Attestation by Screener: The information herein is accurate as reported to me by the patient and/or head of
|household.

Print Name: Date:

1Signature of Screener:
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_** ACCESS NOW AND COMMUNITY PHARMACY USE ONLY**

| s )

iMonthly Gross Income IAnnual Gross Income PROJECTED Poverty Level |
i 0-100% [}  101-200%[] 201% and up |

tApproval Date IApproval Expiration Date Default One Year [Manager/Supervisor |

rom Approval Date i

,Rev:ewed y [Comments: I

{Access Now [} Community Pharmacy [ |





