□ New Enrollment    □ Reenrollment 


Partners’ CAP -  Application for Discounted Health Services  Date: __________________
Patient Name:  ________________________________________________ Date of Birth: ______________     

   First                            Middle     

Last  


  Gender:  ___F    ___M



Address: _________________________________   City/Town: ____________________ZIP:___________
Social Security #: ______-____-_______Home Phone:________________ E-Mail:___________________
Employer, Name and Address: ______________________________________________________________         

Household Information:
Persons living with you: Spouse___ Number of Children _____ Number of Relatives & Others _____

(Must be updated at re-enrollment)
                                                                                     Total Number of persons living with you: _______

Monthly Income: 

List the monthly income sources and amounts for all people in your household (Must be updated at re-enrollment) (Add more on another page, if necessary):     

	Income Source
	Gross Amount (before any withhold)

	1.)
	$

	2.)
	$

	3.)
	$

	Total Monthly Income:
	$


Verification Method:  Employer Payroll stubs ____ Income tax return  ____Other________________ 


(Keep a copy of proof of income) (Must be updated at re-enrollment)
Assets (Give value of the following household assets) (Must be updated at re-enrollment)
Checking account: $____________   Savings account: $_____________

Stocks/Bonds/Investments:  List: _____________________________________________________

            Real Estate:  If owned, Value $ ___________   Mortgage Remaining: $___________

Cars:  #1  _________________  _______  $________ # 2 _____________________  _______   $________

         Make & Model               Year              Value              
 Make & Model
                        Year
    Value


Recreational Equipment (boat, motorcycle, campers) List:___________________________________

        Total Value of Assets: $ _______________

Certification

I hereby certify that the financial information given by me is correct to my best knowledge and belief:

I approve the transfer of the information recorded on this form to the CAMC Patient Financial Statement.

I have received an explanation of the Partners CAP benefits and responsibilities.  

Signature: __________________________________Date: __________ Witness Initial ______


Staff Complete Below:

(See the Table of Income Levels and Family Size on reverse side, along with clinic instructions.)

Eligible for CAP (gross income below 200% FPL):  __Yes   __No        Sliding Fee Level: ________________

Eligible for CAMC services (gross income < 200% FPL and assets not exceed $50,000) ____Yes   ____No 

Effective Date: ___________________Expiration Date: ____________________ Entered into CAPgate? ___Yes ___No 
2009/2010 HHS Poverty Guidelines

For all states (except Alaska and Hawaii) and for the District of Columbia 

	Size of family
unit
	100 
Percent
of Poverty
	110 
Percent
of Poverty
	125 
Percent
of Poverty
	150 
Percent
of Poverty
	175 
Percent
of Poverty
	185
Percent 
of Poverty
	200
Percent
of Poverty

	1
	$10,830
	$11,913
	$13,538
	$16,245
	$18,953
	$20,036
	$21,660

	2
	$14,570
	$16,027
	$18,213
	$21,855
	$25,498
	$26,955
	$29,140

	3
	$18,310
	$20,141
	$22,888
	$27,465
	$32,043
	$33,874
	$36,620

	4
	$22,050
	$24,255
	$27,563
	$33,075
	$38,588
	$40,793
	$44,100

	5
	$25,790
	$28,369
	$32,238
	$38,685
	$45,133
	$47,712
	$51,580

	6
	$29,530
	$32,483
	$36,913
	$44,295
	$51,678
	$54,631
	$59,060

	7
	$33,270
	$36,597
	$41,588
	$49,905
	$58,223
	$61,550
	$66,540

	8
	$37,010
	$40,711
	$46,263
	$55,515
	$64,768
	$68,469
	$74,020


For family units with more than 8 members, add $3,740 for each additional person at 100% of poverty; $4,114 at 110 %; $4,375 at 125%; $5,610 at 150%; $6,545 at 175%; $6,919 at 185% and $7,480 at 200% of poverty. 

Note: For optional use in FFY 2009 and mandatory use in FFY 2010

Page Last Updated: September 24, 2009

http://liheap.ncat.org/profiles/povertytables/FY2010/popstate.htm

Note to Community Health Center:

Upon completion of this application, you need to retain a hard-copy for your files.
Origin of Application (Name of clinic): ________________________   Submitted by: __________________________
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