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Hospital for Special Surgery 
Financial Assistance Application 
You may request Financial Assistance any time prior to receiving, while receiving or after 
receiving care from HSS. You may disregard any bills while your application is being considered. 
 
Please complete Parts A through G. 

A. Patient Information 
Patient’s Name: __________________________________________________________  
   Last   First   Middle Initial 

Address:________________________________________________________________  
 Street   City  State   Zip Code 

 

Telephone #:_____________________Social Security #: _________________________  
 

Date of Birth: ___/___/______ Marital Status: ________ Occupation: _______________  
 

Contact Person (if not patient): ______________  Relation to Patient: _______________  
 
B. Family Information 
List all Persons living in home and legally dependent upon you for support: 
(As claimed as dependents on your income tax return) 
Full Name Relationship     Birthdate Occupation            
      

      

      

      

      

      
 

C. Family Income  
(1) Last 12 Months (2) Last 3 Months             
$ $ 

Possible sources for income verification: 
(1) Copies of your most recent 1040 or 1040-EZ Federal tax return. The copy must include all 

schedules and forms that were submitted with your return.  
(2) Copies of your recent Pay Stubs to support your last 3 Months of income. 
(3) Current annual Social Security statement, if applicable. 
(4) Short-term or long-term disability benefit statement or check stubs, if applicable. 
(5) Workers compensation or unemployment benefit statement or check stubs, if applicable. 
(6) Self-employed applicants must provide an up-to-date Profit and Loss statement. 
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D. Available Assets 
(1) Checking Account Balance: $__________  Savings Account Balance: $____________ 

A copy of last month’s bank statement must be submitted. 
 

(2) Value of Investments 
Stocks: $_____________ Bonds: $ _____________ Other: $ _____________ 
A copy of your most recent investment statement must be submitted. 
 

(3) Health Savings Account (Flexible Spending Account) 
Annual Elected Withhold Amount: $___________ Balance Remaining: $ __________ 

 

E. Public Assistance Information 
(1) Have you applied for Medicaid, Child Health Plus, or Family Health Plus?  

YES    NO      Date of application: ___/___/_____ 
If Approved, what was the effective date? ___/___/____ 
If Denied, please submit a copy of the denial letter 

(2) Have you applied for SSI (Social Security Income)?  
YES    NO      Date of application: ___/___/_____ 
If Approved, what was the effective date? ___/___/____ 
If Denied, please submit a copy of the denial letter 

 
F. Any other circumstance(s) you feel may qualify you for Financial Assistance: 

______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 

 
 

G. Applicant Statement:  
I certify that the above information is complete and correct.  I understand that the information, which I submit, is 
subject to verification by Hospital for Special Surgery and subject to review. Further, I will take all steps necessary to 
apply for any assistance (Medicaid, Medicare, Insurance, etc.) which may be available for payment of my hospital 
charge.  I will take any action reasonably necessary to obtain such assistance and will assign or pay the hospital the 
amount recovered for hospital charges.  I understand that if any of the information I have given proves to be 
incomplete or untrue, the hospital may re-evaluate my financial status and take whatever action it deems appropriate.  
If my ability to pay changes significantly subsequent to the date services are rendered, I will inform the hospital. 
 
_________________________________________  _________________________________________ 
 Signature Print Name 
_________________________________________  _________________________________________ 
 Relationship to Patient Date 

 
Please call (212)-606-1505 if you have any questions. 
 
Please send completed Application to:  

Hospital for Special Surgery                                      
Financial Assistance Program (ERP Level B) 
535 East 70th Street 
New York, NY 10021  
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