Montgomery County Emergency Service

Financial Assistance Program Application

Name: Date of Birth: / /

First mi Last Month Day Year
Address: SS Number: - -
Apt./Bldg. Telephone: - -
City/Town: State: -Zip:
Monthly Mortgage/Rent: $ [ 10wn [ ]1Rent
Marital Status: [ 1Single [ ]Married [ ]Divorced [ ]Widowed

Name of Spouse/Partner:

Number of Children/Other Dependents in Household:

Employment: [ JFullTime [ ]Part-time [ ]NotEmployed [ ] Retired
Employer: Telephone: - -
Job Title: Last Worked: / /

Month  Day Year

Monthly Salary: $ Total Family Monthly Income: $

Describe Other Medical Bills:

Indicate Available Documentation: [ ] Recent Pay Stubs

[ ]Federal/State Tax Returns; W-2 Forms

[ ]Unemployment Compensation Statement
[ ] Disability/Social Security Statement

[ ]1Bank Account Statements

[

] Other Outstanding Medical Bills
I acknowledge that this information is correct. | authorize MCES to verify this information to
assess my financial need. | understand that if my financial situation changes, | am required to

notify MCES of the change for the purpose of being reassessed for this program.

Applicant Signature:

Print Name:

Date: / /
Month Day Year




