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ELIGIBILITY DETERMINATION FOR FINANCIAL ASSISTANCE PROGRAM

Seneca Healthcare District has conducted an eligibility determination for the Financial
Assistance Program for: (insert patient name) for the following account(s)
and date(s) of service:

Account: DOS: Account: DOS:
Account: DOS: Account: DOS:
Account: DOS: Account: DOS:

The request for financial assistance was submitted by or on behalf of the patient on
The determination was completed on

Based on the information provided by or on behalf of the patient the following determination has
been made:

____ The request for financial assistance has been approved for services rendered on
with a balance on account of (insert amount). If Financial Assistance is partially approved
leaving a remaining balance due, our office will need to be informed as to how your account
balance will be satisfied. Please contact our outsourced billing office at (844) 951-7275 to
make payment arrangements.

The request for Financial Assistance is pending approval. However, the following
information is
required before any decision can be made:

The request for Financial Assistance has been denied for the following reason(s):

If you have any questions on this determination, please contact Steve Boline, Chief Financial
Officer at (530) 258-3099.

Thank you,

Seneca Healthcare District
Finance Department
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