
Financial Assistance Application 
Bronson Healthcare Group Patient Accounting, Attn:  SP 

601 John Street, Box J Kalamazoo, MI  49007 

For details or assistance, please contact the Bronson Billing Department at 269-341-6117 or 
800-699-6117 Monday-Friday 8:30 a.m. to 5:30 p.m.

Revised: 1/20/2025 

Date:  __________________ 

Dear Patient/Applicant, 

Thank you for your interest in Bronson Healthcare Financial Assistance. Enclosed is the application for 
Financial Assistance. The following information is a check list of veriϐication items needed from you. If 
married, be sure to also include veriϐications for your spouse. Along with the application, you will need to 
provide veriϐication of your household’s income and veriϐication of assets owned by any household 
member.  Please return the completed application with requested documentation to the address listed 
above or by email to patientbilling@bronsonhg.org. 

Examples of proof of income include: 
 Recent copy of pay stub displaying gross YTD income, or signed veriϐication letter from employer

showing this information, and/or prior year’s tax return*.
 If self-employed, prior year’s personal tax return and tax return for the individual’s business,

including all schedules.
 If unemployed, all year-to-date unemployment check stubs or a print-out from the state website

showing gross year to date income, or veriϐication of denial showing ineligibility for unemployment
beneϐits.

 If receiving Social Security beneϐits, a copy of letter showing monthly beneϐit amount.
 If there is no income received, the statement of support provided on the last page of the application

from an individual assisting the patient to meet their basic needs.
 If receiving child support, copy of current court documentation or printed conϐirmation from Friend

of the Court.
 Documentation of other income (pension, VA beneϐits, rental or educational income, worker’s

compensation, etc.).
*A letter of support from an individual who assisted the patient prior to employment is acceptable in lieu of
a tax return if the individual was unemployed the prior year and has no return to provide.

Examples of proof of assets include: 

 Current bank statements (checking and savings accounts)
 Investments including stocks, bonds, annuity
 CD(s) or Money Market accounts
 HSA/FSA Accounts
 Mobile/Virtual Payment Services

Bronson Healthcare Group reserves the right to request additional documentation from you before making a 
ϐinal ϐinancial assistance determination. This could include, but is not limited to, a Medicaid denial letter, bank 
statements, proof of assets, prior year tax return, proof of residency, and disclosure of claims and/or income 
from personal injury and/or accident-related claims.  
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To be considered for ϐinancial assistance, please complete both pages of the enclosed application and include 
requested proof of documents that apply to you and your spouse (if applicable), listed in the “income and asset” 
section.  All lines must be completed. If after you submit the application Bronson determines more information is 
needed, you will receive a letter with the details describing what is needed. You will be notiϐied in writing of our 
decision within 30 business days of Bronson receiving the completed application. The program covers emergent and 
medically necessary services provided by Bronson Healthcare Group. The program may or may not cover medical bills 
you may have with other providers; please contact them directly to see what ϐinancial assistance programs they may 
have to offer. Court costs, ϐiling fees, interest, and attorney fees from one of our collection agencies are not covered or 
paid by this program. 

Section One: Responsible Party and Household Information 

Responsible Party (Guarantor) Information: 

Last Name____________________________________ First Name___________________________________ Middle Initial ____ 

Birth Date _________________________ Guarantor #, MRN or Account # ____________________________________________ 

Mailing Address ______________________________________________ City, State, Zip __________________________________ 

Phone _______________________ Social Security # ___________________ Legal Marital Status ________________________ 

 Are you a legal resident of the United States? (Circle)  Yes or No     Do you have health insurance? (Circle)  Yes or No 

Employer __________________________________________ Employer (Spouse) _______________________________________ 

Is employment for you (Circle One): Full Time, Part Time, Self Employed, Retired, Unemployed, Disabled *Review 
needed Items for each on cover page* 

Is employment for your spouse (Circle One): Full Time, Part Time, Self Employed, Retired, Unemployed, Disabled 

Insurance Information  

Name of Insurance ____________________________________________ Subscriber Name _____________________________ 

Subscriber ID __________________________________ Group ___________________ Effective Date______________________ 

Patient Information (If Different from Responsible Party): 

Last Name____________________________________ First Name___________________________________ Middle Initial ____ 

Birth Date _________________________ Your relationship with the Patient ___________________________________________ 

Household Information: 

(Please provide the below information for all immediate household members who live in your home. For these purposes 
family includes the patient’s spouse and patient’s dependents listed on IRS 1040. If the dependents are over 18 at the date 
of this application, IRS 1040 is requested to show dependent status.) 

Name _____________________________________ Birth Date _________________ Relationship to Guarantor ______________ 

Name _____________________________________ Birth Date _________________ Relationship to Guarantor ______________ 

Name _____________________________________ Birth Date _________________ Relationship to Guarantor ______________ 

Name _____________________________________ Birth Date _________________ Relationship to Guarantor ______________ 
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Section Two: Income and Asset Information

Income Source/Monthly Responsible Party (Guarantor) Spouse/Other 

Wages ____________________________________ ___________________________________ 

Self-Employment ____________________________________ ___________________________________ 

Child Support or Alimony ____________________________________ ___________________________________ 

Social Security/Pensions ____________________________________ ___________________________________ 

Unemployment/Works’ Comp ____________________________________ ___________________________________ 

Veterans Beneϐits ____________________________________ ___________________________________ 

Other Income ____________________________________ ___________________________________ 

Total Monthly Income ____________________________________ ___________________________________ 

Assets Responsible Party (Guarantor) Spouse/Other 

Cash/savings/checking accounts ____________________________________ ___________________________________ 

Stocks/bonds/annuity ____________________________________ ___________________________________ 

CD(s)/Money Market ____________________________________ ___________________________________ 

HSA/FSA Account ____________________________________ ___________________________________ 

Mobile/Virtual Payment Services ____________________________________ ___________________________________ 

Attestation: 
I understand the information I submit to Bronson will be veriϐied. I give permission to Bronson Healthcare Group to 
access my credit report if needed. I also understand that Bronson Healthcare Group may ask for more information, for 
example proof of assets, bank statements, or a Medicaid denial letter if it is needed to decide eligibility. This 
application may be denied if I do not provide the requested documents. Bronson Healthcare Group reserves the right 
to reverse any adjustment if payment becomes available.  

I have carefully read this application and all of this information I have provided is true. 

______________________________________________________      _____________________ _______________________________ 
Signature of Financially Responsible Party   Date  Relationship to Patient 

______________________________________________________      _____________________ 
Signature of Spouse    Date 

Comments______________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________________ 
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If you report monthly income of $0, please have the Statement of Support filled out by 
the person(s) helping you and/or your family.  

Statement of Support 

(To be completed by the person providing support to the applicant) 

Print Full Name: ________________________________________________ 

Address: ______________________________________________________ 

 _____________________________________________________________ 

Date of Birth: ______________ Phone Number (_____) ________________ 

I confirm that I provide financial support to the applicant. Below is a list of 
services or support I provide the applicant. 

 Housing (assist with rent/mortgage or the applicant lives with me)

 Utilities

 Groceries

 Other _____________________________________________________

_____________________________________________________________ 

_____________________________________________________________ 

I hereby verify that all the above information is true and correct to the best of 
my knowledge. I understand that my signature will not make me financially 
responsible for the applicant’s medical charges. 

Signature: ____________________________________________________ 
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