
ADVENTIST HEALTHCARE FINANCIAL ASSISTANCE APPLICATION 

Shady Grove Medical Center, White Oak Medical Center, Fort Washington Medical Center, Adventist 

HealthCare Rehabilitation and Adventist HealthCare Germantown Emergency Center will make available 

a reasonable amount of health care without charge to persons eligible under community services 

administration guidelines. Financial Assistance is available to patients whose family income does not 

exceed the limits designed by the income poverty guidelines established by the Community Services 

Administration. 

Financial Assistance may only be granted based on the receipt of the signed and completed Maryland 

State Uniform Financial Assistance application. Please provide copies only of the following documents. 

Proof of income can be provided in the forms listed below: 

• Three recent months' worth of paystubs

• Official letter from your employer that includes hourly wage and hours worked. Letter must have

date, employer's name, address, and phone number.

If you are providing bank statements as your proof of income, please provide copies of 3 months'

worth of bank statements

• If you are self-employed, please provide a letter explaining your monthly gross income. Letter

must include your name, address, phone number and copy of last year's taxes.

If you are receiving state, county, or personal assistance, please provide a letter of support or award letter 
from program in which you are enrolled. 

Letter of support must indicate the name of the person's name who is providing the support and 

what support is being provided. 

Food-stamp letter from county or state 

Housing assistance letter 

Any missing documents may result in a delay in processing or denial of your application. Thank you for 

your cooperation. 

Please mail your application to: 

Adventist HealthCare 

Patient Financial Services 

PO Box 10010 

Gaithersburg, MD 20898 

(301) 315-3660



□ White Oak Medical Center □Shady Grove Medical Center □ Fort Washington Medical Center

□ Adventist Healthcare Germantown Emergency Center □Adventist HealthCare Rehabilitation

Last 

Information About You: 

Name: 

Social Security Number 

US Citizen: 

First Middle Initial

D-D-D

D Yes D No 

Marital Status: D Single D Married□ Separated 

Permanent Resident: D Yes D No 

Home 

Address: 

Employer 

Address: 

Household Members: 

Name 

Name 

Name 

Name 

Name 

Name 

Nome 

City 

City 

Srreet Address 

State Zip code Country 

Employer Name 

State Zip code 

Age Relationship 

Age Relationship 

Age Relationship 

Age Relationship 

Age Relationship 

Age Relationship 

Age Relationship 

Have you applied for Medical Assistance? D Yes D No 
If yes, what was the date you applied? � (MMIDDIYYYY)

If yes, what was the determination? 

Do you receive any type of state or county assistance? D Yes □ No

Home Phone: 

DD-□

Work Phone: 

DD-□

DOB:____/____/____

Encounter #:______________

Maryland State Uniform Financial Assistance Application 

Name 

Relationship Age 



/ Food




