SAMPLE FORMS – DR0025



Patient’s Voluntary Financial Statement
Patient Information
Patient Name (Last, First, MI):  








Date of Birth (mm/dd/yy): 



 Social Security #: 



Street Address: 










City, State: 




   Zip Code:  





Patient Account #: 










Original Date of Service: 









Applicable Dates of Service: 









Others Residing in Household:

Name (Last, First/Relationship to patient)


Date of Birth (mm/dd/yy)

Employment Information for Each Resident of Household:

Name: 




 Monthly Gross (pre-tax) Salary or Wage: 


Name: 




 Monthly Gross (pre-tax) Salary or Wage: 


Name: 




 Monthly Gross (pre-tax) Salary or Wage: 


Please circle your total household income level for the preceding twelve month period:

	$0 - $9,999
	$10,000 - $14,999
	$15,000 - $19,999

	$20,000 - $24,999
	$25,000 - $29,999
	$30,000 - $39,999

	$40,000 - $49,999
	$50,000+
	


Additional Source of Income:

Child Support


   $



Rental Income:  $



Family Support/Maintenance:   $



Food Stamps:
  $



Worker’s Compensation:
   $



Sick Pay:
  $



Unemployment:

   $



Pension:
  $



Social Security:

   $



Other Income:
  $



SSI/SSD:


   $



If no source of income listed, how have you been supporting yourself? 


















Assets:
	Account
	Name of Bank/S & Loan Co.
	Current Balance

	Checking
	
	

	Savings
	
	

	Life Insurance (cash value)
	
	

	401-K, IRA, TSA and other retirement plan
	
	

	Stocks/Bonds (cash value)
	
	

	CD’s
	
	

	Property other than Home (land, rental property, etc.)
	
	

	Cash on hand
	
	

	Other
	
	


Monthly Expenses:
	Expense:
	Outstanding Balance
	Monthly Payment

	Rent or Mortgage
	
	

	Real Estate Taxes
	
	

	Gas/Oil/Wood
	
	

	Electric
	
	

	Water/Sewer
	
	

	Phone
	
	

	Child Care
	
	

	Car Loan
	
	

	Equity Loan
	
	

	Medical (not covered by ins)
	
	

	Dental (not covered by ins)
	
	

	Food
	
	

	Clothing
	
	

	Other (cable, insurance, etc)
	
	

	Total Monthly Expenses
	
	


Other Information you would like to include:
Please list other agencies you have contacted for assistance:
Authorization for Representation:

I, the undersigned, hereby authorize 

(chiropractor’s office)

 to discuss the specifics of my medical and financial file in their efforts to research financial resources on my behalf.
Authorization for Release of Information:
This authorization includes the release of 
(chiropractor’s office)

 of any financial statements, business reports, payroll or benefit information from my past or present employers, assessments or evaluations.

I understand written notification is required by me to revoke this authorization.  I also understand that a photocopy of this authorization has the same effect as the original.  

Patient or Responsible Party Signature: 








Relationship:







 Date:




Please return signed and completed form within 10 days to (chiropractor’s office) in the enclosed postage page envelope.
Important Notice:  Please read the disclaimer when using this website.  All materials provided with white papers; whether for a fee or not, are intended for general informational purposes since the services of a competent professional should be sought for any specific legal needs.  Use of the website and access/use of this form does not create or constitute an attorney-client relationship with any attorney on the website or providing this resource item.
Author:	Attorney Dan A. Riegleman


	N63 W23965 Main Street


	Sussex, Wisconsin 53089


Prepared:  06/01/10
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