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As part of the grants funding provided and our commitment to serve the community, Methodist Richardson Medical Center, Center for Women'’s Health elects
to provide financial assistance to individuals who are financially indigent or medically indigent and satisfy certain requirements.

To determine if a person qualifies for a free mammogram screening, we need to obtain certain information as outlined within this application. Please complete
the application in full and return the completed form to the Registration Representative or mail completed form to the following address:

Methodist Richardson Medical Center
2831 E. President George Bush Turnpike
Richardson, TX 75082
Attn: Women’s Imaging /Asian Grant
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Upon receipt, verification, and approval of this application, you will be notified of your appointment time.
If you have questions, please call (469) 204-6888. Fax: (469) 204-6886.
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Do you have Health Insurance? Yes No If yes, please mail a copy of card (front and back) with this application form
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METHODIST RICHARDSON Women’s Imaging

ASiall Breast Health Outreach 2831 E. President George Bush Turnpike, Richardson, TX 75082
I Tel: (469) 204-6888 Fax: (469) 204-6886
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Please list all persons and home numbers whom you would like us to share your results with. Please make sure at least one of them can speak English on your behalf.

=
] L1l SPOUSE  [] éu’:’ CHILDREN [ ] (v-.?‘fv‘b’“f‘u“‘)}'/J"-'/"""/” OTHER FAMILY (BROTHER, SISTER, AUNT, UNCLE)

[ ()5 0THeR (FRIEND) 717 pHoNE ( )

e PN gu, ;__.'_L—/C,’”h ,'_Jv"'jb/riuul G"_.Lr’”wwﬁfy ) f',-_‘/lja-‘,'/','ﬁ»lb{ s
Gl LS me%'fuxwdfw:-wd/ AU, e s ;,ﬁ;.;.f;:gyz,r_n,uw
i s 7 s X . - , e e e N
_h_bfﬂff\;r‘:l,..fdw/—-mf ISt S 32 o .L..’_.L-‘uf._,n,»/:.,L-L‘”(L-V"LW’(;L#' f-u'/ A ‘o"—"’ e S0
| understand Methodist Richardson Medical Center may verify the financial |nf0rmatlon contained in this application in connection with Hospital’s evaluation of this appllcatlon
and hereby authorize the hospital to contact my employer to certify the information provided and request reports from credit reporting agencies. | am aware that this information

is used to determine my eligibility for financial assistance and that the hospital may contact these sources to update this information at any time. | am aware that the falsification
of information on this Application will result in denial of financial assistance.
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METHODIST RICHARDSON MEDICAL CENTER 2831 E. President George Bush Turnpike

Richardson, TX 75082
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| AUTHORIZE THE RELEASE OF MY PREVIOUS MAMMOGRAM FILMS AND OTHER REPORTS (INCLUDING PATHOLOGY REPORTS) TO METHODIST RICHARDSON MEDICAL CENTER/ CFWH.
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