
FINANCIAL AID PROGRAM 


New York Community Hospital provides both hospital and physician services to all 
patients seen in the following settings of the hospital: inpatient care, emergency services, 
ambulatory surgery, and referred outpatient. All of these patients, regardless of age, 
gender, race, national origin, socio-economic or immigrant status, sexual orientation or 
religious affiliations, tnay be eligible for financial aid. New York Community Hospital is 
committed to treating all patients fairly, with dignity, and with respect. 

Financial aid is not intended to be a substitute for existing government entitlement or 
other assistance programs. Based on the individual circumstances ofeacr patient, every 
reasonable effort will be made to explore appropriate alternative sources of payment and 
coverage from third parties, and other public and private programs, to allow New York 
Community Hospital to provide care to persons in need without other payment 
alternatives. 

The availability of financial aid does not eliminate personal responsibility. Eligible 
patients are required, whenever possible, to access public or private insurance options, 
and are expected to contribute to their care based on their individual ability to pay. 

New York Community Hospital will employ a consistent process to consider an 
individual's need for financial aid based on that individual's documented demonstration 
that the charges for services provided cannot be covered by another payment source and 
that (s) he is unable to pay for those services. 

Patients are deemed elective or non elective. The elective patient is screened prior to 
service to determine ability to meet the financial requirements of the hospital. The non­
elective patient (the vast majority seen in the hospital) will be treated at the hospital 
regardless of their ability to pay for services at the time they are rendered. 

Information about this policy is made available in Registration areas ofNew York 
Community Hospital. 

Also, our Financial Assistance policy summary and Financial Assistance application will 
be provided to anyone who calls, writes, or requests a copy in person. 

New York Community Hospital is proud to provide quality care to all who are in need 
regardless of their ability to pay. For more information about the hospital's financial aid 
program, you may contact us at 718-692-5334/5 or call our toll free numbers at the offsite 
Financial Aid Department: Inpatient - (866) 822-5576 

Outpatient- (866) 252-0101 

Rev. 2011 Application Infonnation in English, Russian and Spanish to follow: 



3 Expressway Plaza 
Suite 200 
Roslyn Heights, New York 11577 
Tel: 516686-4354 

516 686-4308 

To further assist your application for financial aid, PLEASE PROVIDE THE 
INDICATED DOCUMENTS BELOW, or PLEASE EXPLAIN WHY YOU CANNOT: 

• 	 W-2/1099 Forms 
• 	 1040 U.S. Federal Tax Return/All Schedule and Forms OR contact the I.R.S. 

and return a non-filing statement for the past fiscal year (1-800829-0922). 
Your name must appear on the tax return. 

• 	 Last 3 Payroll StatementslUnemployment Benefits (start date) 
• 	 SS/SSI/SSD Award Letter 
• 	 Mortgage PaymentlRent Receipt andlor Letter from whomever pays the rent. 
• 	 Most Recent Bank (LAST 3 MONTHS CHECKING and SAVINGS) andlor a 

Brokerage Statements. 
• 	 Any Medicaid andlor Health Benefits Acceptance or Denial Letter 
• 	 Any documents that relates to: Public Assistance, Self Employment, Current 

Income. 
• 	 COpy OF SOCIAL SECURITY CARD 

If you are under 21 (TWENTY-ONE) years of age, AND/OR you are a dependent of 
your parents(s) or guardian(s), then they must provide the necessary documents regarding 
income, housing, and family size. 
A Phone number where you can be reached MUST BE PROVIDED, as well as, a 
complete address with appropriate apartment numbers and letters. 
A note describing your situation might be helpful, however, copies of the documents 
listed above are necessary to determine you and/or your children's eligibility. 
If you are a STUDENT, please provide documentation, which must include a CURRENT 
COMPLETE F AFSA application. 

PLEASE RETURN THIS FORM WITH YOUR DOCUMENTS. 



NEW YORK·PRESBYTERIAN HOSPITAL 
REQUEST FOR DETERMINATION OF ELIGIBILITY FOR FINANCIAL AID 

Patient's Name ~______--=::-:--____~~ S.S.# _______ D.QB. ___ 
Last First MI. 

Addre~.______~~~__~~~~~______~__~~________~_____________ 
Number and Street, Apt. City State Zip 

Telephone No. L->______Occupation,_____________________ 

Employer Employer Addre~,__________Telephone,____ 

Income- List combined income for yourself. spouse. and all other household members from: 

Total-Last 3 mo. Total-Last 12 mo. 
WAGES 

SELF EMPLOYMENT EARNINGS 

PUBLIC ASSISTANCE 

SOCIAL SECURITY 

UNEMPLOYMENTIWORKERS'COMP 

STRIKE BENEFITS 

ALIMONY 

CHILD SUPPORT 

MILITARY FAMILY ALLOTMENTS 

PENSIONS 

INCOME FROM DIVIDENDS 

RESOURCES (Bank Accts., Investments. Homes, Etc., 
TOTAL 


As a condition of providing financial aid, you are required to submit proof of income/resources: 1) Form 1040 (U.S. 
Individual Income Tax retum) or any other documentation that can be used to substantiate household Income. 2) 
other information as requested. 

FAMILY SIZE- Family members living in your household 

NAME AGE RJal.ATIONSHIP 

NOTE: PLEASE A TTACH ANOTHER SHEET, IF ADDITIONAL SPACE IS NEEDED. 

I HEREBY REQUEST THAT NEW YORK- PRESBYTERIAN HOSPITAL MAKE A WRITTEN DETERMINATION OF MY 
ELIGIBILITY FOR FINANCIAL AID. I UNDERSTAND THAT THE INFORMATION WHICH I SUBMIT CONCERNING MY ANNUAL 
INCOME AND FAMILY SIZE IS SUBJECT TO VERIFICATION BY THE HOSPITAL. I ALSO UNDERSTAND THAT IF THE 
INFORMATION WHICH I SUBMIT IS DETERMINED TO BE FALSE, SUCH DETERMINATION WILL RESULT IN A DENIAL OF 
FINANCIAL AID AND THAT I WILL BE LIABLE FOR CHARGES FOR SERVICES PROVIDED. 
I AFFIRM THAT THE ABOVE INFORMATION IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE. FURTHER, I 
HEREBY GIVE MY PERMISSION TO NEW YORK-PRESBYTERIAN HOSPITAL TO VERIFY ANY INFORMATION PERTINENT 
TO THIS APPLICATION. 

DATEc..--________ SIGNATURE OF APPLICANT ______________ 

Completed Applications to be sent to: New York-Presbyterian Financial Services 
3 Expressway Plaza 

Suite 200 
Roslyn Heights, NY 11577 

Att.: Jerome Fields 



IiOJlhHHUA «NEW YORK-PRESBYTERIAN» 

3 Expressway Plaza Ste 200 


Roslyn Heights, NY lIS77-20S0 


YBruKaeMblH naUHeHT, 

B npl1JlO)((elUUf Bb! Ha.iiJJ.eTe GnaHK 3aJiBJleHMJ! Ha GnarOTBOpl:freJThHOe MeJUfilHHCKoe oGcJI)')KHBaHHe HI HJlIi 

4JHHaHcoB)'lO nOMOIJll,. Bhl MO)((eTe nOtlaTh 3aJiBKy Ha 4JHHaHcoB)'lO nOMOf.IU, BTeqeHHe 90 JJ,Hefi CMOMeHTa BhmHCKH 
H3 GonhHHUl>1 IUIH CMOMeHTa OKOlf'{aHHJI aMGYlIaTopHoro neqeHHJi. fIo)((anYlkra, 33l10JIRHTe GnaHK 3aJiBJleHIDl, 
npIUIO)f(Jffe Bee HeoGxollHMhle .uOKyMeHThI H nplfU1JDfTe BCe )TO oGpamo B reqeHHe 20 JI8eR. 

ECJrn HMelOmaJI OTIlO~eHHe K,!leny JIoK)'MeHTaIJ.}1Jl, nepeqeHb KompoH HaxO}1HTCli HIDKe, He GYlleT npe.uOCTaBlIeHa 
H1lH eC1IH Bbi 33l10mflfTe 6naHI( 3aJiBJleHIDI He nOlIHOCThIO, TO MbI He CMO)f(eM paCCMorpeTh Bame 3aJiBneHHe. 

ECJIH BaM He06xo,lU1Ma KaKaJi-nH60 ./lonOJIRHTenhHaJi nOMOIllh HlIH ecnH y Bac B03HHKH}'1' KaKHe-nH60 BonpOCbI B 
CB1I3H C3anOJUIeHHeM 3TOro naKeTa ./lOKyMeHTOB, nO)f(anyHCTa, CBlIif<HTeCh CHamHM OT./le1l0M 4JHHaHcoBoif nOMOInH 
no HOMepy Teneq,oH)' (516) 686-4354 R1IR (516) 6864308. 

tfT06bl nOMO'lL HaM B 06pa60TKe Bamero 3aJiBlIeHHJi Ha q,HHaHCOB)'lO nOMoUJ;h, nO)f(a.nyHcTa, npe,!lOCTaBhTe KonHH 
HIDf(e)'KaJaHHLIX .uoKyMeHTOB, KOTOpble OTIlOCJlTCli KOH1<peTHOK BameR cHT)'all,HH: 

• 	 D1IaHlO{ BH)'TPeHHeii HaJIOroBOil Cnyx<6hl ClllA (IRS): W"2 H1lH 1099 
• 	 Han:oroBaJI JJ:eK1lapalJ.}1Jl: 4Je./lepaJI&HaJI aHKeTa Coe.a;HHeHHbIX IIlTaTOB 1040 H1I.H «CrpaHa fP8.)(()laHCTBIDi 
• 	 TPH (3) nOCJle)lHHe nnare:lKHl>Ie Be./lOMOCTH H1IH nO,llTBepjf()leHHJi nOJl)"leHIDl noc06HJ1 no 6e3paGOTH1I,e 

(.uoKyMeHTalUVl, nO)lTBepjf()laiOmaJl ./lal)' Ha'laJIa BhmJIaThI noco6HJI) 
• 	 fIHChMO, nO)lTBepjf()laIOlnee npaBo Ha nOJl)"leHHe noc06HJ1 COll,HaJIhHOR 3anutTl>1 

• 	 linOTe'1HblH £UlaTC)(( H (HJill) IlHChMO OT Toro lIIUla, KOTopoe BHOCHT HllOre'1Hble nnaTe)((H HlIH Onna'1HBaeT 
apeH.lJY if<HJTh1i 

• 	 CaMhle nocne.IXHHe 6aR1<OBCKHe 6aJIaHchI H (HJIH) M3K1JepCKHe 0T'1en.1 
• 	 JhoGwe nRC&Ma c nOnO>KHTeJlhHbIMH H1I.H O'IpIUlftTeJlhHblMH pemeHHRMH Ha npe./lMeT noJl)"feHWI noco6HH 

"Medicaid" (rocY./lapCTBeHHOH npOrpaMMhl6ec£Ulallloil: HIIR JlhfOlllOH Me,!lRIJ;HHcKoR nOMOIDH MaJIOIfMYlllHM 
R qneHaM HX eeMeft)H1IH.upyrHX Me,!I;HUHHCKHX noco6Hii 

• 	 JhoGon .uoKyMeHT, HMelOIDHli OlllomeHHe K HHq,OPMllUHH, palMemeHHOil Ha C'IpaHHUe 3aJ1B1IeHHll, r.ue 
HaxO.IXIfTC.II nO)ll1HCh, HanpHMep: npO./lOBom.CTBeHifI>le TaJlOHbI, rocy.uapCTBeHHaJl WIH COUHam.HaJI nOMOf.IU" 
caMOCTO.IlTem,HaJi 3aHJlTOCTh Me1lKHX co6CTBeHHHKoB HJlH B1Ia.a:enhQeB HeKOpnOpaTHBHLIX npe.unpwmrlt 

ECJIH BaM eille He HCnOlIHHllCJl2l (,ll;BA,lUJ,ATh O,lU1H) ro.u, HI IDIH BM HaxO.zurrecb Ha CO,!lep)ftaHllH cBoero 
poJlHTe,lIJl (PO.lXHTe1leH) H1IH oneKYHa (oneKyHOB), TO TOr./la Bam PO)lH'Ie1lh HlIH oneKyH .u01lif<eH 6y.uer 3an01lHHTh 
6naRl< 3aJIBJIeHHll, KOTOPhli1 HalhlBaeTC.II «3AJIBJIEBHE 0 Cl)HHAHCOBOii nOMOW;U H DJlATE no 
CKOJIL3.HIIJ;EH IIIKAJIE)), AM yqaCTHJI B JlbromoH nporpaMMe, a TalOKe npe.uOCTaBIfI'b .u0KYMeHTLI B IlOlJAep'lKK)' 
:31'oro 3aJlBneHHR. 

Bhl ,l{O.JDI<lll)I npe.uOCTaBIfI'b HOMep re1letPoHa, no KOTOPOMY .110 Bac MOiKHO ./l03BOHHThCR, a TaKiKe nonHhrn 
nO'lTOBhm a.a:pec, BKIllO'IaJi HOMep H1IH 6)'KBY KBapTHp&1. 

33l1HCKa COnHCaHHeM BameR CHl)'8UHH TalOKe MO)f(eT nOMO'lb .ueny, HO KonHH Bh[menepe'lHCneHHhlX JI.OKyMeHTOB, 
KOTOphle npHMeHHMbl KBameMY KOHKpeTHOMY CJIY'lalO, npoCTO He06xonHMhl J1JlJI YCTaHOBJleHHJI BameR 
npaBOMO'IHOCTH HJIH npasOMO'IHOCTH Bamux .ueTeR Ha )"facme B nOR nporpaMMe. 

Ecmt BM RBlilieTeCh C1)'.ueHTOM, TO, nO)f(a.nyHcT8, npe.uoCTaBhTe .uoKyMeHT8UHlO, nO,llTBepjf(JlalOm:)'lO Bam 
C1)'.uefMeCKHH CTal)'C. 

UPEWITPEQEHHE nA.lUiEHTAM: 

ECJIlI Bb[ no,l(A.llH nOJIHOCTLIO lAnOJIHEHHLrH I)JIAHK lAJIBJIEBlUI, BKJIIO'lMI 


HHlItOPMAJ]JllO rum,nOKYMEHTAf(HIO, HEOI)XO,l(HMYIO }.1..1IH OflPE.lI:EJIEHIDl 

flPHI'O,lJ)IOCTH,l(JUI Y'lACTWI B IIPOrPAMME COfJIACHO IIPABHJlAM I)OJILIIlIl.(bI, BM 


MOIKETE HE OI)PAm:ATL BIIHMA.HHJI HA JII06LIE nOC.JIA.HIILlE HAMIl CtfETA, nOKA MLI HE 

IIPHIDIJIH PEIlIEHIDI no BAWEMY 3AJ1J3JIEHHIO. 


http:HalhlBaeTC.II
http:nOMOf.IU
http:HaxO.IXIfTC.II
http:nOMOf.IU


IiOJlbHl1UA ({NEW YORK·PRESBYTERIAN)) 
3MIBJIEHUE 0 <l>IIHAHCOBOI1 IIOMOIlJ,U Ii IIJIATE no CKOJIb3S1IlJ,EH LIIKAJIE 

I1MJJ lIalilieBTa ./laTa poll<.llelOOl 
4IIWWllIII IU!R OTIeC'lllo 

N2 COlIlIaJILHOH 3armrrbl 
Ymma, )(! llQHa B Jf! lJIipTlIPl>I rQPQa Ulnrr fUme~ 

N! TeJlelj>oBa L-> Poa 

Pa6oronarem A.apec pa6oro.o:areJIJI TeJle<jloH 

jl0'101l - lIepe'lacJIHTe Bam cOBMeCTHhli:i /1,OXon, cocrolillIHH B3 Bamero co6CTI1ellHoro .ll.0X0.lla, p,oxopa BameD cynpyrn (Bamero cynpyra) H 

rolYnIX 'l.IleHOS BameK CeM.hH !D cJleJl:..noJ.llHX IfCTO'WlfKOB: 

06ID.3!1 cYMMa 3a 06ID.3!1 cyMMa Ja OOCJle,!{HHe 

3APfUlAThI 

JlOXO]lb1 OT !{ACTIIoro IlPE}lIll'I1HHMATEJIhCTBA 

roCwPCTBEHlWI nOMOlI.(b 

COl{(1A.TlbHAJl3A.I.QHTA 

nOCOliHE no liE3PA£0THI.tE HI wrn: nOCOIiHE no HETPmOCnOCOIiHOCTH 

AImMEHTbI 

nOCOI:iHE HA PEl:iEHKA 

IIEHCHH 

JlOXOJl OT ,llHBH.,!:{EHTOB 

PECYPCbI (DAHKOBCKHE CtffiTA, MHBECTMI.lH11. CCYJlbI 11 T.ll.) 

mor 

IIOCJlellHHe 3 MeClll\3 12 MeClIueB 

I 
I 

O./lHHM B3 yenoad npellOctaBJleHIDl <j>RHaHCOSOH nOMOIIIR JlBIVlet'ClIlIO/1,a'la BaMII eJleDYIOlIllIX llOK)'MeHTOB, nO/lTBeplK.naKllIlllX Banm IlOXO,IXLI HI 
JDDIIleaelltHWe cpe.llC'llla: 1) liJlamr 1040 (lleKJIapan;Hll CUlA 0 nepcoHa1IJ,HOM OOllOXOilHOM Hanore) HJIH mo6al! I1.PYraJi AOK)'MeHTa.UWl, KOropyro 
JW1l\lIO HeOOJfL30san. llJIJIlIO/lTBetmmeHIDl ceMeibIoro llOXOaa. 2) )1pyraJI BH<j>oPMaD;IIlI- IIO Tpe60saHmO. 

P AlMEP CEMbH - 'IJIeaw ceMba, llCllBYlIlae IlOIl ollseilKpwmeB 

HMHHcIJA.MR!IB.B B03PACf POlICfBQ 

IIPHMEf.{AflHE: IlO)[(AJ[YI{CTA. IlPHKPEIlHTE /lOIlOlIHHTEJIbHhIH JIHCT EiYMArH, EClIB BAM lfY)((J{O POIlOJIHHTEllbHOE 
MECTO /lJlJl3AIIHCEH. 

HATO.sm:.tHM JI rIPOUIY liOJIhHHUY «NEW YORK·PRESBYTERIAN)) rIPl1HJITh rmCbMEHHOE PElllEHHE 0 MOEH 
IIPABOMOlffiOcm: nOJIYtlATh <lJHHAHCOBYlO nOMOlJ.tb. JI nOHltMAIO, 'ITO HH<lJOPMAI.(HJI, KOTOPYIO JI no)WO 
KACATEJThHO MOEfO ro,1l,OBOro ,1l,OXO,ll,A 11 PA3MEPA CEMbH, nO,ll,JIEJKHT nPOBEPKE EOJIbHHIJ;EH. JI TAIOKE nOHHMAKl, 
1ff() ECJlli IIPE)l:OCTABJIEHHAJI MHOIO HH<lJOPMAIllIJI OKAJKETCJI nO)I(HoH, 3TO nOBJIEt.tET 3A COEOH OTKA3 B 
OKA3A..HHH <lJI1HAHCOBOH nOMOll(I1, HJI nOHECY <lJHHAJ{COBYlO OTBETCTBEHHOCTh 3A OKA3A.HHhlE MHE YCJIYrn . 
.sJ. nO,ll,TBEPJK,1l,AIO, 1ffO, HA CKOlIbKO MHE I13BECTHO, BbD1lEYKA3AHHAJ1 HH<lJOPMAIJ,I1JI nPAB.lU1BA HTOtJHA. EOJIEE 
TOro, HACTOJII..I.{IiM JI,1l,AlO CBOE PA3PEIllEHHE EOlIbHHUE ({NEWYORK·PRESBYTERlAN)) IIPOBEPHTh JllOEblE.LI,A.HlIDiE, 
HMEIOlllHE OmOlllEHHE K )lAHHOMY 3AJIBJIEHIDO. 

~TA______________ nOJlllliCbCOHCKArnflJl,___________________________________________ 

30"GRHeHHGe 3aJ1611eHUe "Genam" no aopecy: New York·Presbyterian Financial Services 
J Expressway Plaza 
Suite 200 
Roslyn Heights, NY 11577 
Aft: Jerome Fields 

ACCOUNT It NRSI046 

http:nOMOlJ.tb


The New York Presbyterian Hospital 
Servicios de Asistencia Financiera para el Paciente 


3 Expressway Plaza 

Suite 200 


Roslyn Heights, NY 11577 


Para adelantar su aplicaci6n para ayuda financiera, por favor envie copias de los 
siguientes documentos, si se Ie aplica a su situacion particular. 

o 	 W..1;/ Fomnrlario 1099. 
a 	 Formulario·.Federat·1&40 o"Formulario Estatal 0 Se puede contactar al I.R.S 

y mandar un "Non-Filing Statement" para el aiio pasado (1-800-829-0922). 
Su nombre debe aparecer en el formulario. 

o 	. ·Los-3-ultimoseompl"ooantes de pagos 0 compensaci6n por desempleo (con 
feeha de cuand& comenzoa· recibir desempleo). 

o 	 Carta de pago de HipotecaIRecibo de renta 0 carta de quien paga el alquiler. 
o 	 Estado de cuenta mas reciente del banco. 
Q 	 Cualquier.carta deaceptacion 0 desaprobacion del Departamento de 

Medicaid (Seguro de Beneficio). 
o 	 Copia de cualquier documento relacionado a la informacion proveida en la 

hoja donde usted firma. [Por ejemplo: Estampilla de Alimento, Asistencia 
Publica 0 Comprobante de Empleo Propio). 

Si usted es menor de 21 (Veintiuno) afios de edad y dependiente de sues) padre(s), ellos 
tienen que llenar la aplicacion y mandar copias de sus documentos financieros. 

Un.numero de telefono donde nos podriamos comunicarse con usted es requerido, como 
una direcci6n completa, incluyendo numero de apartamento con letras, si se requiere. 

Una nota describiendo su situaci6n puede ser beneficial, de cualquier modo, copias de los 
documentos en la lista son necesarias para determinar su elegibilidad para usted 0 la de 
sus hijos 0 hijas. 

Si es estudiante, por mande comprobante. 

Por favor devolver este formulario con los documentos requeridos. 



PEDIDO PARA DETERMINACION DE LA ELEGmn..IDAD PARA AYUDA FINANCIERA 

NOMBRE DEL PACIENTE _______ 8.8.•_______ FECHA DE NACIMIENTO ___ 

DmECCION _______________________________________________________ 

TELEFONO _____________ OCUPACION ____--:-____________________ 

EMPLEADOR DIRECCION DEL EMPLEADOR _________________ 

INGRESOS: ENUMERE LOS JNGRESOS COMBINADO PARA USTED. SU ESPOSO, Y EL RESTO DB LOS 
MIEMBROS DE SU FAMn..IA DE: 

ULTIMOS 3 MESES ULTIMOS 12 MESES 

SALARIO 
EMPLEO DE UNO MISMO 
ASISTENCIA PUBLICA 
SEGURO SOCIAL 
DESEMPLEO/COMPENSACION 
BENEFICIOS DE HUERGA 
ALIMENTOS 
AYUDA PARA LOS NINOS 
ASIGNACIONES MalTARES DE FAMn..IA 
PENSIONES 
INGRESOS DE DIVIDENDOS 
RECURSOS (Cuenbl Banearia. Inve ...lones, Casal 

TOTAL 

COMO CONDICIONES DE PROPORCIONAR LA AYUDA FINANCIERA, LE REQUIEREN SOMETER LA PRUEBA 
DE INGRESOS Y RECURSOS: 1) FORMA 1040 (U.S. VUELTA DE IMPUESTO SOBRE LOS INGRESOS 
INDIVIDUAL) 0 CUALQUIEROTRA DOCUMENTACIONQUE SE PUEDA UTn..IZARPARA VERIFICAR 
INGRESOS DE LA CASA. 2) OTRA INFORMACION POR REQUIERIMIENTO. 

MIEMBROS DE LA FAMn..IA QUE VlVEN EN SU CASA 

NOMBRE EDAD RELACION 

SOLICITO POR ESTE MEDIO QUE EL HOSPITAL DE NEW YORK. - PRESBYTERIAN RAGA UNA 
DETERMINACION ESCRITA DE ME ELEGmILIDAD PARA AYUDA FlNANCIERA. ENl'IENDO QUE LA 
INFORMACION QUE SOMETO REFERENTE MI INGRESOS ANNUAL Y T AMANO·DE LA FAMn..IA ESTA 
CONFORME A LA VERIFICACION DEL HOSPITAL. TAMBIEN ENTIENDO QUE SI LA INFORMACION QUE 
SOMETO SE DETERMINA SER FALSA, TAL DETERMINACION RESULTARA EN UNA NEGAOON DE LA 
AYUDA FINANCIERA Y SERE OBLIGADO PARA LAS CARGAS PARA LOS SERVICIOS PROPORCIONADOS. 
AFIRMO QUE LA INFORMACION ANTEDICRA ES VERDAD Y CORRECTO AL MEJOR DE ME CONOCIM1ENTO 
ADEMAS, DOY POR ESTE MEDIO MI PERMISO AL HOSPITAL DE NEW YORK. - PRESBYTERIAN PARA 
VERIFICAR CUALQUIERA INFORMACION PERTINENTE AESTA APLICACION. 

FECHA___________________ ________________________________F~A 

ENVIE LOS USOS TERMINADOS A 


