
We Are Proud To Partner With You

TO PROTECT THE

CARDIOVASCULAR 
HEALTH OF YOUR Students and Athletes

Keep reading for important information regarding your school's upcoming testing!

DIAGNOSTIC TESTING ELIGIBILITY

DIAGNOSTIC TESTS PERFORMED

STUDENT REGISTRATION PROCESS

Testing is offered to all students and athletes between the ages of 12-25  

In addition to traditional sports teams, such as football, basketball, soccer, baseball, volleyball, and 

track, testing is also recommended for marching bands, cheerleaders, and dance teams 

Electrocardiogram (EKG): measures the electrical activity of the heart to detect electrical 

abnormalities such as Wolff-Parkinson-White and Long QT syndromes 

Echocardiogram (Echo): uses sound waves to create a moving picture of the heart to detect 

structural and functional abnormalities that cannot be detected by an EKG 

Vascular Ultrasound: uses imaging to see how blood moves through arteries and veins, 

evaluating for any blood flow abnormalities

Scheduling Appointment: Students and/or their parents/guardians will access your school's online 

scheduling portal to select the testing date and time most convenient for them. A valid cell phone 

number should be provided when scheduling so we can send appointment reminders via text 

message. Appointments run every 1.5 hours. 

Completing Paperwork: Students, or their parents/guardians for those under the legal age, must 

complete, sign, and submit online paperwork that collects medical and health insurance 

 information and gives consent for testing.

An online registration page with information about the testing will be available that links to the 

scheduling portal, paperwork, and FAQs. Email templates and customized flyers containing links will 

be provided for you to send to parents to promote your school's testing. Additional marketing 

materials can also be provided upon request. 

All tests are non-invasive and involve no radiation exposure. The privacy of your students will be protected.
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ADDITIONAL FORMS and DOCUMENTS

DIAGNOSTIC TESTING RESULTS

Frequently Asked Questions regarding the testing process and billing procedures can also be 

accessed at www.wimbledonhealthpartners.com/faqs

Waiver of Financial Responsibility to eliminate any balance due is available for those in genuine 

hardship situations and is available on the registration page and FAQs page

How To  Prep For Testing Flyer contains important information to help your students prepare for 

the day of testing

Printable Paperwork PDF for those students/parents who need to print and fill out the 

registration form in case they are unable to submit online for any reason

Post-Testing Letter to Parents gives detailed information on what parents can expect once testing 

has been completed

We will immediately alert the parent/guardian of any significant findings. One of our board certified 

cardiologists, pediatric cardiologists, or radiologists will review any such findings, and a recommendation 

will be made if there is a need for additional testing or a referral to a specialist. 

To access the following resources, click on the description in red.
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EXPLANATION OF BENEFITS (EOBs) FROM INSURANCE COMPANIES
Once WHP has billed the student's health insurance for the testing, the policyholder will likely receive 

multiple EOBs from the carrier for services performed (administration of the tests and reading of results). 

These are not bills and should not be remitted. These statements are routine notifications from the 

insurance company and do not accurately reflect what the policyholder owes nor the costs of the tests. 

Parents are encouraged to call WHP Customer Relations at (855) 200-8262 to verify health benefits prior to 

registering their student. HSA/FSA/HRA accounts may be affected!

About 4-6 weeks after testing has been completed, parents/guardians will receive an email from our 

Reporting team with a password and instructions for obtaining diagnostic testing results. A second email 

will come from Studycast with a link to the reports. 

We know it can be unsettling to a parent or athlete to receive news of an abnormal finding, and our goal is 

to make sure everyone is comfortable with a diagnosis. Our medical staff is always available for questions 

or consultation on test results by calling (855) 200-8262. 

Access our Abnormal Findings Report, which explains in detail the common abnormalities we have 

identified in students and what they mean for the student, parent, and athletic training staff.  

https://www.wimbledonhealthpartners.com/wp-content/uploads/2016/09/DrArtel-Letters-AbnormalFindings.pdf


1-2 Days Prior to Testing:

2-3 Days Prior to Testing:

Day Before Testing:

TESTING PROCESS: WHAT TO EXPECT

The equipment and supplies you requested for testing will arrive (tables, privacy screens, latex gloves, 

gowns, etc.) as well as those supplies needed by WHP techs to conduct testing (electrodes, gel, etc.).

WHP Logistics team will send you a notification email with tracking numbers for equipment and 

supplies being shipped to your school or facility for testing.

WHP lead tech will do a walk-through of testing site with someone from your athletic staff and set up 

equipment, if room is available. The assigned lead tech name will be communicated to you prior to 

testing. (If testing <30 students, no lead tech will be designated.)
For each student registered, we will send an appointment reminder via text message to the cell phone 

number that was provided when appointment was scheduled.  

We want to ensure the testing process runs as smoothly as possible for you and your 

students and have included the following information to guide you during the days leading up to 

your testing date and beyond. 
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1st Day of Testing:
One hour prior to testing, all WHP techs will arrive to ensure your facility is set up properly and is 

ready to go for testing (if not done the day before). 

WHP lead tech will facilitate set-up/breakdown of your site.  

All Days of Testing:

1-2 Days After Testing:

The lead tech will be responsible for checking in students and assigning staff to stations. 

Please remind students and athletes to allow up to 1. 5 hours to complete all testing. 

It will be helpful to have trash cans/bags and several rolls of paper towels on hand during testing. 

WHP Logistics team will reach out to you after testing regarding the return process for equipment 

and supplies.

Wimbledon Athletics Welcome Kit

Thank You for partnering with Wimbledon Health Partners to keep 
your students and athletes safe and healthy!  

If you have any questions along the way, please do not hesitate to contact Customer Relations at 
(855) 200-8262.





Q:  What type of testing will students receive?
A: Students will receive an electrocardiogram (EKG), a test that checks for problems with the electrical activity of the heart, and an 
echocardiogram, an ultrasound that visualizes the structure and function of the heart. Additionally, students will receive a vascular 
ultrasound of their carotid arteries, abdominal aorta, and the arteries and veins of the lower extremities. All tests are non-invasive and 
involve no radiation exposure. The privacy of each student is maintained. 
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Cardiovascular Testing for High School Students


Q: What do the tests look for?
A: The cardiac testing evaluates for structural, functional, and electrical heart abnormalities that have been known to contribute to 
sudden cardiac death in young athletes. These abnormalities are often completely asymptomatic until sudden cardiac arrest occurs. The 
vascular ultrasound testing assesses for the presence of vascular abnormalities (such as blood clots) for which athletes have 
demonstrated a unique predisposition. 


Q: What will happen if a diagnostic test shows something significant?
A: Wimbledon Health Partners will immediately alert the student's parent/guardian of any significant findings. One of our board certified 
cardiologists, pediatric cardiologists, or radiologists will review any such findings, and a recommendation will be made if there is a need for 
additional testing or a referral to a specialist.  


Q: What is the cost of the testing?
A: Wimbledon Health Partners will bill the student’s health insurance for the services provided, which include administration of the tests and 
reading of test results, accepting what the insurance carrier deems usual and customary. There is no balance billing. As required by law, 
WHP will bill the policyholder for the deductible or co-insurance, if applicable. If a balance is due, WHP can offer a payment plan or can 
eliminate the balance entirely for those in genuine hardship situations. There are a number of circumstances that would qualify as a 
financial hardship. Please call WHP Customer Relations at (855) 200-8262 to verify your health benefits and to find out how you might 
qualify to receive testing at little to no cost.  


Q: What will the policyholder receive from the insurance company?
A: The policyholder will likely receive multiple Explanation of Benefits (EOBs) from the insurance carrier as the claims move through the billing 
cycle. These statements may indicate you owe a specific amount, but these are not bills and should not be remitted; they are routine 
notifications from the insurance company and do not accurately reflect the costs of the testing nor what you owe. The administration of tests 
(by WHP techs) and the reading of test results (by WHP physicians) are two different services and will be reflected in separate EOBs for multiple 
companies. The insurance company may send a check for the services rendered by WHP directly to the policyholder. In these instances, we ask
that the policyholder forward the check to WHP’s corporate office: 7000 West Palmetto Park Road, Suite 205, Boca Raton, Florida 33433. Please
call (855) 200-8262 with any questions. 


Q: Will Health Savings Accounts (HSA), Flexible Spending Accounts (FSA), or Health Reimbursement Accounts (HRA) be affected?
A: Yes, these accounts are established to help cover part or all of a policyholder’s deductible or co-insurance, and funds may automatically be 
deducted if a balance is due, even if a waiver has been submitted. Please check with your specific plan prior to testing, as each policy is 
different, or call WHP Customer Relations at (855) 200-8262 to learn more about how your account may be affected. 


Q: Why is this cardiovascular testing important?
A: Published studies estimate that pre-participation screening (history and physical exam) only catches 3-15% of cardiac problems. The 
majority of athletes do not exhibit recognizable symptoms indicating a heart problem. In addition, students may not know their family 
medical history, or parents themselves may be unaware they have a heart condition. These tests identify cardiovascular conditions that 
pose an immediate risk to a student’s life and those that may affect the student’s well-being down the road, regardless of the presence of 
symptoms or family history. 


Q: Who should receive this testing?
A: Athletes and students between the ages of 12 and 25 years old who participate in sports and high-endurance activities (such as 
marching band, cheerleading, dance, and ROTC). Studies indicate the risk for sudden cardiac arrest is 3 times higher in competitive athletes 
than in non-athletes and significantly greater in those who participate in high-endurance activities than in those who are not active.  


FREQUENTLY ASKED QUESTIONS
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Dear Parent/Guardian: 


THANK YOU for making your child’s health and safety a priority! Giving you and your athlete peace of 
mind is important to us, and we would now like to take the opportunity to address some questions you 
may have about the cardiovascular testing your child received. 


First and foremost, if we identified a serious abnormality, you would have been notified immediately by 
one of our staff physicians. Typically, complete test results are distributed approximately 4-6 weeks 
from the date of testing via an email to the email address provided during the registration process.  


We have billed your insurance company for the testing services performed and will accept what your 
carrier deems usual and customary (no balance billing!) As required by law, we will bill for any 
deductible or co-insurance owed (if applicable). If a balance is due, WHP can offer a payment plan or can 
eliminate the balance entirely for those in genuine hardship situations. There are a number of 
circumstances that would qualify as a financial hardship. If you need a copy of the Waiver of Financial 
Responsibility, please visit www.wimbledonhealthpartners.com/register.  


You will likely receive multiple Explanation of Benefits (EOBs) from your carrier as the claims move 
through the billing cycle. These statements may indicate you owe a specific amount, but these are not 
bills and should not be remitted; they are routine notifications from the insurance company and do not 
accurately reflect the costs of the testing nor what you owe. The administration of tests (by WHP techs) 
and the reading of test results (by WHP physicians) are two different services and will be reflected in 
separate EOBs for multiple companies. 


If you have a Health Saving Account (HSA), Flexible Spending Account (FSA), or Health Reimbursement 
Account (HRA), please be aware that funds may automatically be deducted if a balance is due (even if a 
waiver has been submitted). Any deductions made are outside of WHP’s control, so please contact your 
insurance carrier, as each policy is different.  


If you have any questions about the testing or billing process, please call us at (855) 200-8262 and ask 
to speak to Customer Relations.  


Again, we sincerely thank you for being proactive when it comes to your child’s health! 


 


 
 


 


 


 


 



http://www.wimbledonhealthpartners.com/register






STUDENT/ATHLETE Information (Enter N/A for fields that do not apply)


First Name: _____________________________ Last Name:_____________________________ 


Gender:  _________ 


Date of Birth (mm/dd/yyyy): ________________ Testing offered to individuals ages 12-25 


Phone #: ________________________________ Email Address: __________________________ 


Height: ______________  Weight: _______________ 


School/University Name:____________________________________________


Last Name:_____________________________First Name: _____________________________ 


Gender: __________


Date of Birth (mm/dd/yyyy): ________________   


Home Phone #: ________________________________ Cell Phone #: ___________________________ 


Mailing Address: ___________________________________________________ 


City: _____________________________ State: ___________________ Zip: ______________________ 


Email Address: ____________________________________________________ 


POLICYHOLDER Primary Insurance (Enter N/A for fields that do not apply)


Insurance Company: ______________________________________________________________ 


Mailing Address: ___________________________________________________ 


City: ______________________________           State: ___________________ Zip:______________________ 


Phone #: ___________________________ 


Policy/Claim #: ____________________________________ Group #: _________________________________ 


Relationship of Insured to Patient: ______________________________________________________________ 
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POLICYHOLDER Information (Enter N/A for fields that do not apply)


Please print this form, complete and sign, and email to athletics@dxtesting.com or fax to 
(855) 400-8262. Please also include a copy of your insurance card, front and back.


Email Address to Deliver Student Athlete's Test Results: ___________________________________________________ 


I have a Health Savings Account (HSA), Flexible Spending Account (FSA), or Health Reimbursement Account (HRA)







STUDENT/ATHLETE Personal Questionnaire 


Patient Name: ___________________________    ______________________________ 


    Check One 
    YES    NO 


Have you ever experienced chest pain during exercise? .............................................................


Have you had a deterioration in your ability to exercise? Explain below. ................................... 


___________________________________________________________________________ 


Have you ever had swelling? If so, where? _______________________________________ ......


Do you experience a rapid, fluttering, or pounding heart?.............................................................. 
Do you experience shortness of breath or difficulties breathing during physical activity? .............


Are you diabetic? ...............................................................................................................................
Do you experience lightheadedness during exercise? ....................................................................
Have you experienced any unexplained weight gain changes? .........................................................
Have you ever experienced loss of consciousness during exercise? .................................................
Do you have loud snoring (sleep apnea)? ..........................................................................................
Have you ever been restricted from sports due to heart problems? ..............................................
Have you ever been diagnosed with a heart murmur? .....................................................................
Have you ever had high blood pressure? ...........................................................................................
Have you ever had elevated cholesterol levels? ...............................................................................
Have you ever had a heart infection? ...............................................................................................
Has a health provider ever ordered a heart test? (EKG, echo, stress test, Holter monitor) ............


Do you experience unexplained difficulty breathing or fatigue during exercise? ............................


Any family member (blood relative): 
Under the age of 50 with a heart condition?.....................................................................
 Diagnosed with Marfan syndrome? ................................................................................
Died of a heart problem before the age of 50? ................................................................
Died from no known reason? ............................................................................................
Died while exercising? .......................................................................................................


Do you have: ___ Asthma   ___ Cough   ___ Fever   ___ Abdominal Pain   ___ Known Heart Problems Explain 


“YES” answers here (include relevant dates): 


________________________________________________________________________________ 


________________________________________________________________________________ 


  _________________________________________________ 
Signature of patient or parent/legal guardian if patient is a minor 


______________ 
Date 


7000 West Palmetto Park Road | Suite 205 | Boca Raton, Florida 33433 
P: (855) 200-8262 | F: (855) 400-8262 | www.wimbledonhealthpartners.com 


©Wimbledon Health Partners 2016 







CONSENT FOR TREATMENT AND AUTHORIZATION 
TO RELEASE INFORMATION AND ASSIGN BENEFITS 


1) I give permission for myself, or my dependent, to receive diagnostic testing services provided by
Wimbledon Health Partners and their affiliates.


a. Electrocardiogram (EKG)
b. Echocardiogram
c. Vascular Ultrasound


2) I understand that the diagnostic testing results will be read and interpreted by a licensed and board
certified cardiologist, pediatric cardiologist, or radiologist designated by Wimbledon Health Partners,
and I hereby consent to the same.


I understand that I can request and receive a copy of the report of the cardiologist’s, pediatric
cardiologist’s, or radiologist’s findings, and any recommendations based on those findings by providing
a signed release for medical information.


3) I authorize the release of any medical information necessary to process insurance claims, including a
copy of my insurance policy or any other document that specifies or describes my health benefits, to
my physician or his or her medical corporation, and/or Wimbledon Health Partners, LLC and/or any of
its related medical companies.


I also authorize payment directly to Wimbledon Health Partners, LLC and/or any of its related medical 
companies, of all benefits otherwise payable to me. I further authorize Wimbledon Health Partners, 
LLC and/or any of its related medical companies to act as my representative in all matters pertaining to 
my insurance benefits and to pursue the collection of all claims and to take any legal action necessary 
to obtain payment. I assign any and all legal rights which I am entitled to by my policy or governing 
authorities to Wimbledon Health Partners, LLC.


I understand that I am financially responsible for all out-of-pocket charges such as copays, coinsurance 
and deductibles.  Should I receive a payment directly from my insurance company, I will forward it 
immediately to:  Wimbledon Health Partners, LLC, 7000 West Palmetto Park Road, Suite 205, Boca 
Raton, FL  33433.


____________________________________________ 
Patient’s Full Name 


____________________________________________________  ____________________ 
Signature of patient or parent/legal guardian if patient is a minor Date 


_____________________________________________________ 
Parent or legal guardian name, if applicable (please print) 
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Wimbledon Health Partners, LLC and Related Entities 
7000 West Palmetto Park Road, Suite 205 | Boca Raton, Florida 33433 


(855) 200-8262 | Contact: HIPAA Privacy Officer


HIPAA Notice of Privacy Practices 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 


ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 


"Protected health information" or “PHI”, is information about, including 


demographic information, that may identify you and that relates to your 


past, present or future physical or mental health or condition and related 


health care services. 


USES AND DISCLOSURES OF PHI 


Treatment: We will use and disclose your PHI to provide, coordinate, or 


manage your health care and any related services, including with a third 


party. For example, your PHI may be provided to the person(s), or class 


of persons you have designated to receive it or to a physician to whom 


you have been referred to ensure that the physician has the necessary 


information to diagnose or treat you. 


Payment: Your PHI will be used, as needed, to obtain payment for your 


health care services. For example, obtaining payment of our claim to your 


insurance company may require that your relevant health information be 


disclosed to the health plan to obtain payment. 


Healthcare Operations: We may use or disclose your PHI to support the 


business activities of our practice. These activities include, but are not 


limited to, quality assessment activities, employee review activities, 


training of medical professionals, licensing, and conducting or arranging 


for other business activities. For example, we may disclose your PHI to 


medical professionals who assist us in patient care. We may also call 


you by name in the waiting a r ea  w h e n  a  technician is ready to see 


you.  


Required by Law: We may use or disclose your PHI without your 


authorization as required by law. Other Permitted and Required Uses and 


Disclosures will be made only with your consent, authorization, or 


opportunity to object unless required by law. 


You may revoke this authorization at any time, in writing, but that will not 


affect any action taken in reliance on the authorization.  


YOUR RIGHTS 


You have the right to inspect and copy your PHI except the following per 


federal law: psychotherapy notes; information compiled in reasonable 


anticipation of, or use in, a civil, criminal or administrative action or 


proceeding, and PHI that is subject to law that prohibits access to PHI. 


You have the right to request a restriction of your PHI. This means you may 


ask us not to use or disclose any part of your PHI for the purposes of 


treatment, payment or healthcare operations. You may also request that any 


part of your PHI not be disclosed to family members or friends who may be 


involved in your care, stating the specific restriction requested and to whom 


you want the restriction to apply. 


We are not required to agree to a restriction that you may request. If we 


believe it is in your best interest to permit use and disclosure of your 


PHI, your PHI will not be restricted. You then have the right to use another 


healthcare professional. 


You have the right upon request to receive confidential communications 


from us by alternative means or at an alternative location. You have the right 


to obtain a paper copy of this notice from us upon request. 


You may have the right to have your PHI amended. If we deny your 


request for amendment, you have the right to file a statement of 


disagreement with us and we may prepare a rebuttal to your statement 


and will provide you with a copy of such rebuttal. 


You have the right to receive an accounting of certain disclosures we have 


made, if any, of your PHI. 


We are required to abide by the terms of this Notice currently in effect.  We 


reserve the right to change the terms of this notice and will inform you by 


mail of any changes. You then have the right to object or withdraw 


as provided in this notice. 


COMPLAINTS 


You may complain to us if you believe your privacy rights have been 


violated by using the contact information listed below.  You may also submit 


a written complaint to the U.S. Department of Health and Human Services.  


We will provide you with the address to file your complaint with the U.S. 


Department of Health and Human Services upon request. We will not 


retaliate against you for filing a complaint. 


We are required by law to maintain the privacy of, and provide individuals 


with, this notice of our legal duties and privacy practices with respect to 


PHI. If you have any objections to this form, please ask to speak with our 


HIPAA Privacy Officer in person or by phone at our phone number listed 


on this document.


I acknowledge receipt of this notice: 


Patient Name: _______________________________________________  


___________________________________________________________ 
Signature of patient or parent/legal guardian if patient is a minor Effective Date:  February 15, 2016  


Date: _________





		Have you had a change in your physical ability Explain: 

		Have you ever had swelling If so where: 

		Explain YES answers here include relevant dates: 

		Parent or legal guardian name if applicable please print: 

		First Name: 

		Last Name: 

		Group18: Off

		Group21: Off

		Group22: Off

		Group23: Off

		Group24: Off

		Group25: Off

		Group26: Off

		Group27: Off

		Group28: Off

		Group29: Off

		30: Off

		31: Off

		32: Off

		33: Off

		34: Off

		35: Off

		40: Off

		41: Off

		42: Off

		43: Off

		44: Off

		Check Box15: Off

		Check Box16: Off

		Check Box17: Off

		Check Box18: Off

		Check Box19: Off

		Testing Facility Name: 

		Date: 

		Date of Birth mmddyyyy: 

		Athlete Phone: 

		Email Address: 

		Height: 

		Weight: 

		Last Name_2: 

		First Name_2: 

		Date of Birth mmddyyyy_2: 

		Home Phone: 

		Cell Phone: 

		Mailing Address: 

		City: 

		State: 

		Zip: 

		Email Address_2: 

		Insurance Company: 

		Mailing Address_2: 

		City_2: 

		State_2: 

		Zip_2: 

		Phone_2: 

		PolicyClaim: 

		Group: 

		Relationship of Insured to Patient: 

		Group19: Off

		email address reports: 

		gender1: 

		gender2: 

		Check Box1: Off
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HOW TO PREPARE FOR TESTING


MEALS
There are no restrictions to your normal diet; however, please 


avoid tobacco and caffeine two hours before your testing begins. 


STUDENTS  
ATHLETES


CLOTHING
The tech will need to administer the tests on your neck, legs, 


abdomen, and chest. Please wear baggy shorts (no compression 


shorts underneath) and, for the women, a sports bra (no underwire). 


Do not wear jeans. For your comfort, a medical gown will be 


available to you.


LOTIONS
For best results, please bathe or shower before you test, as body 


oils may interfere with the test results. Please do not use lotions, 


bath oils, or creams before you test.


MEDICATIONS
Please do not take anti-inflammatory medications at least 4-6 


hours before your testing begins.


BE ON TIME!
Please make sure you allow the proper amount of time needed for 


your tests. Testing can take 1 to 1.5 hours, depending on which 


tests are performed.
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Potentially Life-Saving Cardiovascular Testing Is Affordable! 


There are no upfront costs for the testing. Wimbledon Health Partners (WHP) will bill your 
health insurance carrier once testing has been completed, accepting what your carrier deems 
usual and customary. As required by law, the deductible and co-insurance will be billed (if 
applicable).  


If you answer "yes" to any of the following questions, you qualify for a waiver, which 
eliminates any balance due. 


· Is your family saving for education expenses?


· Are you a college student with significant financial restrictions?


· Do you have significant debt resulting in creditor action for non-luxury items?


· Is a family income contributor who is usually employed current unemployed?


· Do you have an annual income level below 200% of Federal poverty levels?


Simply fill out the waiver (attached), sign, and return it with either the EOB you receive from 
your insurance carrier or with the bill you receive from Wimbledon Health Partners. You may 
also send it directly to WHP as follows: 


Fax: (855) 400-8262 


Email: intake@dxtesting.com 


Mail: 7000 W. Palmetto Park Road, Suite 205, Boca Raton, FL  33433 


If you have any questions regarding your health benefits or how your HSA/FSA/HRA account 
may be affected, please call WHP Customer Relations at (855) 200-8262. 







7000 West Palmetto Park Road | Suite 205 | Boca Raton, Florida 33433 
P: (855) 200-8262 | F: (855) 400-8262 | www.wimbledonhealthpartners.com 


WAIVER OF FINANCIAL RESPONSIBILITY 


Patient Name: ____________________________________ Date: __________________________________  


Diagnostic Testing Services Performed: ___________________________________________________________   


Name of Physician or Testing Facility: _____________________________________________________________ 


I have been informed that it is not permissible for a medical provider to waive or reduce allowed amounts owed 
for insurance balances, deductibles, or co-insurance unless payment creates a genuine financial hardship. I also 
understand it is necessary to have a valid explanation of the financial circumstances that create this hardship. 


A. PLEASE MARK ALL FINANCIAL HARDSHIP CIRCUMSTANCES THAT APPLY:


� Annual income level below 200% of Federal 
poverty levels (based on 2017 guidelines) 


� Unemployment of a family income contributor 
who is usually employed 


� Significant debt resulting in creditor action for 
non-luxury items 


� A college student with significant financial 
restrictions 


� A family saving for education expenses 


� Other __________________________________ 


Household Size 200% 


1 $24,120 
2 $32,480 
3 $40,840 
4 $49,200 
5 $57,560 
6 $65,920 
7 $74,280 
8 $82,640 


B. In order to assist us in determining if you have the ability to pay your balance, deductible, or co-insurance,
please answer the following questions. Leave blank if not applicable or if you are unsure.


ARE YOU EMPLOYED? YES        NO  


WHAT IS YOUR ANNUAL INCOME FROM: Employment: ___________ Investments: ____________ 
Social Security: __________ Other: _________________ 
Retirement: _____________ 


WHAT ARE YOUR MONTHLY EXPENSES?   Rent or House Payment: __________ Food: ____________________ 
  Utilities: _______________________ Medical Bills: ______________  
  Car Payment: ___________________ Education Expenses: _________ 
  Other Transportation: ____________ Other: ____________________ 


HOW MUCH DO YOU HAVE IN SAVINGS TO WHICH YOU HAVE IMMEDIATE ACCESS? _______________________ 


C. I attest to the truthfulness of the above information and understand that completion of this form does not
guarantee that payment of any amounts I owe will be waived or reduced.


_____________________________________________________   ________________________________ 
Signature of patient, or parent/ legal guardian if patient is a minor Parent or legal guardian name 
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