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WOMEN’S HEALTH CENTER




PATIENT CARE GRANT APPLICATION


[image: image1.jpg]ANSWER ALL QUESTIONS:
Name: _________________________________________________DOB:______________Age: ________
Physical Address:___________________________________City_______________________ZIP________
Phone number: (____)_______________________  SS#________________________________________ 
Race/Ethnicity: ___________________       Marital Status: S  M  D  W            
Date and location of last mammogram: _____________________________________________________ 
Are you having any current breast symptoms? □ YES  □ NO If yes, explain: _________________________
Has anyone in your family had breast cancer? □ Mother □ Sister □ Daughter □ Other ___________________

Physician you have seen in the last 12 months: ___________________________________

Do you have insurance?  □ YES   □ NO   Have you applied for TennCare/Medicaid? □ YES  □ NO
Please list all family/household members and their income below: 
 INDIVIDUALS:



    INCOME:

      SPECIFY









                  (yearly or monthly?):
1. Patient___________________________      __________________  ____________________

2. ________________________________      __________________  ____________________

3. ________________________________      __________________  ____________________

4. ________________________________      __________________  ____________________

5. ________________________________      __________________  ____________________

6. ________________________________      __________________  ____________________

7. ________________________________      __________________  ____________________

8. ________________________________      __________________  ____________________


    
                    
                Total Income: __________________

I hereby authorize Baptist Women’s Health Center to verify all information disclosed and understand that this information is to be used to ascertain my ability to pay for services provided by Baptist Women’s Health Center. 
Signature_______________________________________________   Date________________________________

PATIENT LABEL
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Entered as insurance








Please contact Lynn Gray at 901-226-0829 or Betsy Crocker 901-226-0813 (fax to 901-226-0846)

