
Name of Applicant:

Mailing Address: City: State: Zip:

City: State: Zip:

Employment Status: Spouse/Significant Other:

Employed By:  _______________________________________ Employed By:  ____________________________________

Address: ____________________________________ Address:  ________________________________________

Phone:  _____________________________________ Phone:  __________________________________________

How are you paid?    Weekly ____      Biweekly ____ How are you paid?    Weekly ____      Biweekly ____

Are You Disabled?    Yes ____    No ____ If yes, what is your disability? ___________________________________

Martial Status (please circle):      Married         Single         Divorced         Widowed         Legally Separated

Sex: Ethnic Group:
Require an   
Interpreter?

Self:

Pregnant?

INSURANCE:    ____ Workers' Comp     ____ Healthy Kids Gold     ____ Healthy Kids Silver     ____ Medicare      ____ Other

PRIMARY INSURANCE: __________________________________ SUBSCRIBER'S NAME: _______________________

CERTIFICATE #: ________________________________________ SUBSCRIBER'S S.S. #: ________________________

GROUP #: _____________________________________________ SUBSCRIBER'S DATE OF BIRTH: _______________

EFFECTIVE DATES: _____________________________________ RELATION TO CLIENT: ______________________

I hereby authorize release of medical information necessary to file a claim with my insurance company and assign benefits otherwise payable

to me, to the physician or group indicated on the claim.

I understand I am financially responsible for any balance not covered by my insurance carrier.  At the end of sixty (60) days, billing is my 

responsibility.  A copy of this signature is as valid as the original.

Date

Date

For office use only: Date: Approved: _________ at _____ %

Family Members 

If you have insurance sign here and below

Signature of Applicant

This is to certify that the above information is true, and I hereby authorize Lamprey Health Care to verify 

Denied: _______

Name

any of the above data and release the above information to referring / mutual providers of care.  I understand that

Spouse/Significant Other:

Application MUST be completed, signed, dated and returned within 10 days or assistance will be denied for lack of information.

Country of Birth:Birth Date:

Applicant:

If unemployed, date of unemployment:  _____________

Phone:  

Primary Language:

Lamprey Health Care Financial Assistance Application

Legal Address:

           Due Date:

I am financially responsible for all charges incurred.  I understand that if I deliberately give false information related to my
situation, now or in the future, I am liable for prosecution for fraud.  I certify that the information provided is true and correct. 

Children (living in household):

1
revised 5/5/2009



Your Monthly Salary, before taxes: $ Welfare Check: $
Spouse's Monthly Salary, before taxes: $ Child Support: $
Social Security Check: $ Alimony: $
Business Income: $ Disability Payments: $
Unemployment Check: $ Rental Income: $
Retirement Income: $ Other: $
TOTAL MONTHLY INCOME: $ $

How many family members are supported by the reported income?

* Monthly Cost of Prescription Medicine $ (please list)

$ (please explain)

(payment plan amount)

* Monthly Dental Payments (do NOT include dental premiums) $ (please explain)

* Monthly Legal Payments $ (please explain)

After June 30, if you are self employed or do jobs for cash, you must fill out a profit and loss form or a 
cash for jobs form that can be picked up at the front desk or call if you need one mailed to you. 

Please list any special needs or circumstances that accurately reflect your financial situation:

Current estimate of MONTHLY income for all Family M embers:

ALL INCOME LISTED MUST HAVE PROOF ATTACHED

Lamprey Health Care Financial Assistance Application

4 Current consecutive pay stubs, unemployment check stubs, IRS tax return, or if Self- Employed 
Schedule C 

*  Monthly Payments for Medical Bills (do NOT include insurance premiums)

To process your application you must supply one of the following proofs of income:

If you have no income sign here.  Signature: _________________________  I hereby declare that I do not receive any income from any source.  

Please explain how you are paying expenses:
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205 South Main Street 
Newmarket, NH 03857 

 

 
*IF APPLYING FOR THE MEDICATION ASSISTANCE PROGRAM  

YOUR LAST INCOME TAX FORM IS REQUIRED* 
 
 
 
 
 
 
 
 
To Whom It May Concern: 
 
Please be advised that I give Lamprey Health Care permission to sign my application(s) for the 
Medical Assistance Program (MAP) service they provide. 
 
 
 
 
  
    Signature           Printed Name     Date 
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