Application for Assistance with Hospital Expenses

To be completed by hospital staff:

Patient Name:

Account Number:

Date of Service:

Credit Code E CreditCodeF Credit Code H
Family Size Annual Income Annual Income Annual Income
1 S0 -513,590 $13,591 - $20,385 $20,386 - 527,180
2 S0-5$18,310 $18,311 - 527,465 $27,466 - $36,620
3 $0-$23,030 $23,031 - $34,545 $34,546 - $S46,060
4 S0 -5$27,750 $27,751 - $41,625 $41,626 - $55,500
5 $0-$32,470 $32,471 - 548,705 $48,706 - 564,940
6 $0-$37,190 $37,191 - $55,785 $55,786 - 574,380
7 $0-5$41,910 $41,911 - $62,865 $62,866 - $83,820
8 SO - $46,630 $46,631 - $69,945 $69,946 - 593,260
Each Additional $4,720 $4,720 $4,720
Credit Code ) Credit Code K
Family Size Annual Income Annual Income

1 $27,181 - $54,360 $54,361 or greater

2 $36,621 - $73,240 $73,241 or greater

3 $46,061 - 592,120 $92,121 or greater

4 $55,501 - $111,000 $111,001 or greater

5 $64,941 - $129,880 $129,881 or greater

6 $74,381 -$148,760 $148,761 or greater

7 $83,821-5167,640 $167,641 or greater

8 $93,261 - $186,520 $186,521 or greater

Each Additional $4,720 $4,720

Additional information and proof ofincome may be required before afinal determination is made by the hospital.

Inthe event thatyour injuries or illness, which necessitated the services rendered by TGH Rehabilitation Hos pital, arose from the acts or
omissionof a third party andyou are entitled to compensationfrom that third party or their insurer, then the aforementioned charity
entitlementis nullandvoid. TGH Rehabilitation Hospital, as the holder of the assignment of benefits is entitled to be reimbursed for
services rendered directly from any settlement or judgment proceeds. Failure to advise TGH Rehabilitation Hospital of any third party
settlementor judgmentwillresultin the revocation of the charity entitlement.

The financial information that you provide maybe verified by TGH Rehabilitation Hospital. Falsification of this information is against state
law and will resultinthe revocationof anydiscountand/or charity adjustment granted, thus making the total balance your r esponsibility.

| authorize the hospital and/or contractorto act on my behalf for the purposes of obtaining insurance coverage or replacement medications.
I understandthat providing false information to defrauda hospital for the purpose of obtaining goods or services isa MISDEMEANOR in the

second degree and punishable under FLORIDASTATUTE 817.50. | certify theabove information is true and accurate to the best of my
knowledge.

Signature of Patient or Parent of Minor Patient or Patient’s Legal Guardian Date

Printed Name of Patient or Parent of Minor Patient or Patient’sLegal Guardian Signature of Witness



Applicacion para Ayuda con los Costos del Hospital

Estaseccion que se completara porempleadosdel Hospital (This section to be completed by hospital staff):

Nombre del Paciente (Patientname):

Nuamero de Cuenta (Account number): Fecha del Servicio (Date of Service):

Cadigo de Crédito E Codigo de Crédito F Codigo de Crédito H
Tamaiio de su familia Ingreso Annual Ingreso Annual Ingreso Annual
! $0 - $13,590 $13,591 - $20,385 $20,386 - $27,180
2 S0-518,310 $18,311 - 527,465 $27,466 - $36,620
3 S0 -$23,030 $23,031 - 534,545 $34,546 - 546,060
4 $0-$27,750 $27,751 - $41,625 $41,626 - $55,500
5 S0 - 532,470 $32,471 - 548,705 $48,706 - 564,940
6 S0 -$37,190 $37,191 - $55,785 $55,786 - $74,380
7 S0 -$41,910 $41,911 - $62,865 $62,866 - 583,820
8 S0 -$46,630 $46,631 - $69,945 $69,946 - $93,260
Por cada persona adicional, $4,720 $4,720 $4,720
anada
Cédigo de Crédito) Cédigo de Crédito K
Tamaiio de su familia Ingreso Annual Ingreso Annual
1 $27,181-554,360 $54,361 0 mas
2 $36,621-573,240 $73,241 o mas
3 $46,061-592,120 $92,121 0o mas
4 $55,501-$111,000 $111,001 o més
5 $64,941-5129,880 $129,881 o mas
6 $74,381-$148,760 $148,761 o mas
7 $83,821-$167,640 $167,641 0 mas
8 $93,261-5186,520 $186,521 o més
Por cada persona adicional, $4,720 $4,720
afiada

NOTA: Se puede exigir informacion adicional y prueba de ingresos antes de que el hospital tome una determinacidn final.
Encasodequelaslesiones o enfermedad que necesitaron los servicios del Hospital General Rehab de Tampa hayansurgido por actosu
omisiones deun terceroy usted tenga derechoa compensacion por parte de ese tercero o su compariia de seguro, entonces el derecho al
servicio de caridad mencionado atras sera nuloy sinefecto. El Hos pital General Rehab de Tampa, comotitulardela asignacién de beneficios,
tienederecho a recibirreembolso porlos servicios prestados directamente de los fondos recibidos por cualquier acuerdo u orden judicial. No
informar al Hospital General Rehab de Tampa de cualquieracuerdo de arreglo con terceros o sentencia judicial resultard en la revocacidndel
derecho a servicios de caridad.

La informacidn financiera que usted suministre podra ser verificada por el Hos pital General Rehab de Tampa. La falsificacion de esta
informacidnes contrariaa las leyes del estadoy dard lugara la revocacion de cualquier descuentoy/o ajuste concedido por el beneficiode
caridad, y, por lo tanto, usted serd responsable por el pago del saldo total.

Yo autorizo al hospital y/o al contratista para actuara nombre mio con el fin de obtener cobertura de seguro o de medicamentos de
reemplazo. Yo entiendo que suministrarinformacion falsa para defraudara un hospital conel finde obtener bienesy servicios es un DELITO
MENOR en segundo grado, sancionable de conformidad con el ESTATUTO DE LAFLORIDA817.50. Certifico que lainformacion anteriores
verdaderay exactaseginmi leal saber y entender.

Firmadel paciente / Padre del menor / Guardian del paciente Firmadel testigo

Nombre del paciente / Padre del menor / Guardian del paciente (En letrade molde) Fecha



