
 Tel:  207-907-3552    
207-907-3553    
207-907-1851    

Name:
 First  Middle  Last

I have attached a copy of my State of Maine issued Driver's License or Photo ID Card.

    Social Security#:   Date of Birth:

    Address:  

    City/State:

    Telephone Number: Alternate Number:

Occupation (Self): Occupation (Spouse):

    Employer:  Employer:

    Date Hired: If unemployed, last date worked 

Household Information       *****  Include Spouse  and  Children *****

          Note:  Children must be 18 or younger.  If over 18, they must apply on their own**

Asset Worksheet - Proof may be requested
Equity Value  is Current Value Less Loan Balance

Savings and CD Account Balances
Checking Account Balances
Stocks/Bonds (Net Market Value)
IRA, 401K, 403B or similar Funds
Primary Home $
Real Estate/Camp/Time Share
Vehicle/Motorcycle $_________  Make/Year ___ $_________  Make/Year ___ 
Vehicle/Motorcycle $_________  Make/Year ___ $_________  Make/Year ___ 
RV/Camper/Boat/ATV/Snowmobile, etc. $_________  Make/Year ___ $_________  Make/Year ___ 
Medical Spending Accounts $
Other Assets_______________________

For Office Use Only Revised April 2010

ST. JOSEPH HEALTHCARE
BANGOR, ME 04401

REQUEST FOR DETERMINATION OF ELIGIBILITY FOR BENEVOLENCE AND COST SHARE PROGRAMS

I hereby request that St. Joseph Healthcare make a written determination of my eligibility.

 
Relationship: Date of Birth:   First Name            Middle Initial           Last Name

$

□ ST.JOSEPH HOSPITAL 
□ ST. JOSEPH AMBULATORY CARE, INC.

□ ALTERNATIVE HEALTH SERVICES

Equity Value
$
$
$
$

$

RI.018 Exhibit B  --  Request or Determination

Continue on Next Page



Applicant Spouse/Other For Office Use Only
Wages and Salaries $ $
Self Employment, net $ $
Social Security $ $
Retirement Income $ $
Veterans Benefits $ $
Unemployment Compensation $ $
Workers Compensation $ $
MVA/Liability Settlements $ $
Foster Care Income $ $
Strike Benefits $ $
Training Stipends $ $
Pensions/Annuities $ $
Public Assistance inc Supp Sec $ $
Alimony and Child Support $ $
Net Rental Income $ $
Interest and Dividend Income $ $
Gambling and Lottery Winnings $ $
Other:______________ $ $

Total Income $ $

Monthly Yearly For Office Use Only
Rent/Mortgage $ $
Taxes $ $
Insurances (house/auto/life/med) $ $
Utilities $ $
Car Loan(s) $ $
Bank Loan(s) $ $
Credit Cards $ $
Medical Expenses/Medications $ $
Other Monthly Living Expenses $ $

Total Expenses $ $

Signature of Applicant:  ________________________________________ Date: ________________

Monthly Household Income

I understand the information that I submit is subject to verification, which may include a credit history 
investigation by St. Joseph Healthcare.  I certify that the information provided on the application is true and 
correct.

Household Expenses

If No Income  --  Please explain how you manage to pay for food/shelter: 


