
Financial Assistance Application 

Please return to: 

Patient Resource Advocate 

c/o Margaret Mary Health 

PO Box 226 

321 Mitchell Ave. 

Batesville, IN 47006 

Patient Name(s) __ _ _ _ _ _ _ _ _ __ _ _ _ _ _ _ _ _ __ _ _ _ _______ _ 

Account Number(s) _ _ _ _ _ _ _ __ __ _ _ _ _ _ _ _ __ _ _ _ ________ _ 

SECTION 1 - GUARANTOR INFORMATION (Individual responsible for the bill) 

Guarantor Name ______________ Date of Birth _____ SSN ______ _ 

Address 
- - - - - - -- -- - - - - --

ily _ __ _ _ _ __ Zip Code __ _ _ _ __ 

Home Phone (�_�) _ _ _ _ __ Cell Phone (� __ ), __ _ _ __ Work Phone <�-�-- - --

Employer Name __ _ _ _ _ _ _ ____ Employer Phone t__J __ __ _ 

Employer Address _______________________ _ 

A SEPARATE FINANCIAL ASSISTANCE APPLICATION IS NOT REQUIRED FOR ALL INDIVIDUAL MMH 
ACCOUNTS. FINANCIAL ASSISTANCE WILL BE PROVIDED ON ALL ACCOUNTS WITH ABOVE 
GUARANTOR LISTED ON THE ACCOUNT. 

PLEASE INCLUDE COPIES OF ANY CURRENT PATIENT STATEMENTS FOR INDIVIDUALS LISTED IN 
SECTION 2 OF THIS APPLICATION. 

SECTION 2 - HOUSEHOLD rNFORMATTO (Include all individuals living in the household who are listed on 
the most recent tax filing) 

Name Date of Birth Relationship 






