
    

              1102 Jefferson Street, Roanoke, VA 24016 

                              Phone (540) 342-0707 

                   FINANCIAL ASSISTANCE APPLICATION 

 
Date: ____________   Account#: __________  Surgeon: ________________________________ 

Patient Name: _____________________________ Social Security#: ______________________ 

Patient Address: _______________________________________________________________ 

Phone#: ___________________   Personal Email:  ____________________________________ 

Patient Annual Income: $_____________________ Source: __________________________ 

Spouse Name: _____________________________ Social Security#: ______________________ 

Annual Income: $_____________________ Source: _____________________________ 

Total Household Income: $______________  Total Number in Household#: ________________ 

Insurance Provider: _____________________________________________________________ 

Other Income/Assets: $__________________________________________________________ 

Social Security/Pension: $______________________ Child Support: $_____________________ 

Checking Account Balance: $____________________ Savings Account Balance: $____________ 

CD=S, IRA=S, Stocks, Bonds, Interest & Investments: ___________________________________ 

Rental Property & Other Real Estate: _______________________________________________ 

Other: ________________________________________________________________________ 

***PLEASE ATTACH A COPY OF COMPLETED FEDERAL TAX RETURN (or) YOUR NON-FILING STATUS 

AND THE LAST THREE MONTHS OF BANK STATEMENTS*** 

 

House Payment/Rent Payment   $_______________ 

Home Owners/Rentor’s Insurance  $_______________ 

Auto Insurance     $_______________ 

Electricity/Gas     $_______________ 

Water      $_______________ 

Phone      $_______________ 

Vehicle Payment     $_______________ 

Cable/Internet     $_______________ 

Food      $_______________ 

Other (Please specify) ____________ _____ $_______________ 

     Total Expenses:   $_______________ 

 

BY SIGNING BELOW, I certify that everything I have stated on this application and on any attachments is 

correct.  You may keep this application whether or not it is approved.  The Falsification or Elimination of 

data may result in a Denial or Reversal of any Financial Assistance. 

 

Signature: ________________________________________  Date: _________________________  



 Thank you for choosing Roanoke Ambulatory Surgery Center for medical needs. 
 

Please return this completed Application along with a copy of your most recent 1040 

Federal Tax Return and your last 3 months bank statements.  If you meet the eligibility 

criteria, your patient responsibility with Roanoke Ambulatory Surgery Center, LLC, may be 

partially or completely written off.  If you are without insurance, this application and 

information will need to be received prior to your surgery for a decision for assistance 

and/or payment arrangements can be made.   

 

All information must be received in order to review and process.  Failure to provide all 

of the required information may result in an automatic denial.   

 

 

*Attach a copy of your most recent 1040 Federal Tax Return 
 

If you Do Not file taxes, Please call the IRS at 1-800-829-1040 (Option 1, Option 2, Option 1, Option 4, Option 2), 

enter your social security number and hold on the line for a representative to request a NOTICE of NON-FILING.  

This will be mailed to your attention and could take several days.  

 

To request a copy of your tax transcripts call the IRS at 1-800-829-1040 (Option 1, Option 2, Option 1, Option 4, 

Option 2), enter your social security number, then Option 3 to follow prompts.  Also, you can register online at 

http://www.irs.gov   Click on TOOLS and Get a Transcript for my tax records , to obtain this information and print 

off or have it emailed to you. 

 

*Attach a copy of the last 3 months of your bank statements  
 

Contact your bank or obtain online the last 3 months of bank statements.  We will accept from the bank the 

statements by email or fax at (540) 342-5800. 

 

 

Any discrepancy in income must be explained and additional information may be required. 

 

Once you have completed the Application and gathered the required information, you can:   

 

• Drop off or Mail the information to the Roanoke Ambulatory Surgery Center at 1102 

Jefferson Street, Roanoke, VA 24016  

• Fax to (540) 342-5800  

• Contact our office at (540) 342-0707 for an email to send it to that day 

http://www.irs.gov/

