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215 E. 22nd STREET
    PHONE: (402) 721-6372


FREMONT, NE
         FAX: (402) 721-6932


68025-2632
               WWW.DUNCANCHIRO.COM
APPLICATION FOR FINANCIAL HARDSHIP

This application has been prepared to assist Duncan Chiropractic Health Center (DCHC) in determining reasonable options for payment of chiropractic services. It will be reviewed by the Business Office Manager and the Practice Administrator to establish eligibility and must be reviewed every 90 days. DCHC administers this assistance program in a manner that does not discriminate based on race, creed, color, sex, national origin, religion or age. The information contained herein, will be held to Duncan Chiropractic Health Center’s strict confidentiality policy, and will be used to determine payment options and hardship adjustments. 

The guarantor must complete the application in its entirety and attach appropriate documentation to be processed. Without this documentation, this application will not be considered complete, your application will be denied, and collections policies will be followed. 
Bring the completed application to DCHC or mail it to:

Duncan Chiropractic Health Center

215 E. 22nd Street

Fremont, NE 68025-2632
You must attach the following information in order to be considered.

• Copy of your most recent IRS Form 1040. If you did not file taxes, you must provide a letter from the IRS stating that you did not file a return. IRS #1-800-829-1040
• Three current pay stubs, including spouse if applicable.

Please complete the information herein and return to DCHC within 14 days. A determination will be made within 14 days of receipt. 

If you do not receive a response within 14 days, or require assistance in completing this 

application, please call the DCHC Business Office at 402-721-6372.

In order for DCHC to provide fair and legal payment options for all patients, we use the national poverty level guidelines published by HHS as a guide. We offer hardship adjustments on a sliding scale based on these guidelines and the supporting documentation that you provide with your application. 

Guarantor Information: 

Name:___________________________________   Phone Number:_______________
Address:_____________________________ City:_____________ St.____ Zip: ______

Years at Current Address: _____   Social Security Number: ______________________
Employer: _____________________________________________________________
Employer’s Address and Phone: ___________________________________________

Years at Current Job: _____ Supervisor’s Name and Phone No.:__________________

Average Number of Hours per week: _____  Wages per hour: ____________________
Spouse Information:
Name:___________________________________   Phone Number:_______________

Address:_____________________________ City:_____________ St.____ Zip: ______

Years at Current Address: _____   Social Security Number: ______________________

Employer: _____________________________________________________________

Employer’s Address and Phone: ___________________________________________

Years at Current Job: _____ Supervisor’s Name and Phone No.:__________________

Average Number of Hours per week: _____  Wages per hour: ____________________

Dependent Information: 

Using legal names, please list everyone (including yourself) living at your address. Please do not  use nicknames. 

Name 


Relationship to You 




Age 

1.

2.

3.

4.

5.

6.

Income Information: 

Salary (Gross): ____________________ Spouse’s Salary (Gross): ________________ 

Salary (Net): ______________________ Spouse’s Salary (Net): __________________ 

Child Support, Alimony, Social Security: ____________   Rental Income: ___________
Military Allotment/Veterans Benefits: __________ Family/Rental Support: ___________
Unemployment/Public Assistance/Workers Comp: ________________ Other: _______
Interest and Investment Income: _______________ Retirement/Pension: ___________
Expenses (Monthly Averages):

Do you [ ] Rent – Amount: _____________ [ ] Own – Mortgage Amount: ____________
Name of Landlord or Mortgage Company: ____________________________________
Food: Phone: Water/Sewer: Utilities: ________________________________________
Auto Maintenance: Insurance: _________________ Other Insurance: ______________ 

Day/Child Care: ____________________ Number of Children in Day/Child Care: _____ 

Name of Day/Child Care: _________________________________________________
Other Payment Obligations: 
	Creditor Name and Description
	Current Balance
	Payment Amount

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


In the next 3 months, what medical expenses are you anticipating, either from DCHC or any other Healthcare provider? 
Other expenses you would like us to consider? 
Conclusion/Patient Statement

Comments you feel are important: 

Length of time requested to pay of chiropractic services: _________________________
This information listed herein is true and complete to the best of my knowledge. I give permission to DCHC’s Business Office to verify any or all the information listed above.
___________________________________________ 
Name – printed

___________________________________________

_____________________

Signature






Date
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