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Mrcheal Pietrczak
903 Lrncoln St
MALVERN, AR72104

UNMS
MEDICAL

CENTER

RE: Patient Name: Mrcheal Pietrczak
Account Number OqZll

Dear Micheal Pietrczak:

Your application or renewal application for the UAMS discount program was
received in our business office on 0711212016.

Please allow forty-five (45) days for completion of our review and determination
lf additional information is required to complete our process you will be contacted
to provide the information.

You will be notified by mail when the application is approved or denied. lf you

have any questions, please contact our customer service department at 1-855-

841 -8307 or 50'1 -686-7400.

Sincerely

Office of Financial Clearance
UAMS Medical Center

(501) 686-7400 (local)
(855) 841 -8307 (toll-free)
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Address, ?OS /-ih..'

City

Patient's Employer

Address:

Gross income

SPOUSE OR
Name:

per month: $

OTHER

Employer

Address:

Gross income per month: $

Other income: (SSl, pensions, child support, etc) $

Total monthly income: $ -€'
ASSESTS: Bank accounts, real estate, rental property, stocks, etc

savings: 

- 

$

Checking:

Other (describe)

IoTrN oFFrcE usE oNLY: 
"r, [,( 

';d :i L'A
Xn"* 

[ lrenewal [ ]logged in QMS

This Financial Assistance Application will be automatically denied
if any of the requested information is not receive of if the
information is not received in its entirety.

LIST HOUSEHOLD MEMBERS:

UAMS Medical Center Financial Assistance Application

Please mail your completed application with proof of total
household income and proof of Medicaid determination, and proof
of Medical debt

L
2.

J,

4.

I certify that this information is true and complete. I authorize any

Signature

Date/Time: /o; o I4h
Return to:
UAMS Office of Financial Clearance
4301 West Markham, Slot 729
Little Rock, AR
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lverify th g_Ki" not employed and receives no income from any
source. I ctirrently pro c monthlyy expenses. lestimate the monthly expenses

PROVIDER STATEMENT
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(Best Guess)
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amount to be $ SCC, ryo IHIS LINE CANNOT BE BLANK.
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Signature of Provider -

Phone# ')a;L1U;,- 67D7
Address ?a3 t.i ru c o/al*
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Briefly explain how pasic monthly expenses are being provided. 1--

ry D*J^ 
_.rrxpensesarebein_, +_ Il/. vi+L

Examples of Basic Monthly Expenses:
Food L'/'

Shelter(rent) -
Transportation -Utilities €
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43O1 West Markham st. Slot 729
Little Rock. AR 72205-7 199

w\N\ /. Uams. edu
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Motor Vehicle Auto Accident Liability
Verification Form

. What is lhe date olthe accident? (mm/dd lyy) n4 /L/ Z L , 22 / 6

. Were you the ,r4", ( ) Passeng 
",

Who was at fault? (t) Driver of the vehide the patient was in (

Who is the auto lnsurance responsible for your medical clamis?

ls any of your treatment at the University Hospital due to an
) No - Stop, this form is complete. Please sign at the bottom.

Please indicate tile type of accident. ( ) Auto ( ) Boating (

lnsurance Company's Name
Agent's Name.
Address:
City
Phone Number:

z. lf the insurance company listed in# 6
nsurance information:

lnsurance Company's Name:
Agent's Name:
Address:
City
Phone Number.

Have you consulted an attorney for the accident? ( )Yes

Please provide the following information on your attorney:

Zip Code:_

accident? 6r""- Proceed to question# 2

) Motorcycle (6tner - Please Explain Briefly

,4n AtU 4 t4<-r/"f

(,K.
Name:

) Driver of other car

State: Zip Code:

is not your personal Auto insurance please provide your Automobile

State: _Zip Code:_

Address:

Phone Number:

City:
State:

10. lf you have an attorney,please sign the thorization for Release of lnformation. ,Q
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