UK Advanced Eye Care (,SUiS daaly (8 ¢ gaally daaiial) 43lall

PATIENT DEMOGRAPHIC SHEET (Please complete ALL information)
(Slastrall guen JuaSind 2 ) OB pall ) S gagal) 43  gl)

PATIENT LEGAL NAME & el (5 o811 and¥) ¢

DATE OF BIRTH 3l & )5

SEX aipdl:

ADDRESS )l siall; CITY Adaali; STATE 49 ii: ZIP gl 3a b
s PREFERRED
PRIMARY CONTACT P!—I(.)NE # il a8 HOME PHONE J il cida - LANGUAGE 4l RACE §. ET!-INI.CITY
bl Juan¥: iLaidl)- LNy Gl

PRIMARY CARE PHYSICIAN:
LW Ao ) Gk

PRIMARY CARE PROVIDER ADDRESS,
CITY, STATE, ZIP:
AN CAbud) AN Ao ) aska ol gie
1l Jall

PRIMARY CARE PROVIDER PHONE #:
A6 e ) aka e

EMERGENCY CONTACT INFORMATION (s_\shll cifla (3 Juai¥) cilaglaa

NAME a);

RELATION TO PATIENT:
o yally ABMal)

PRIMARY CONTACT PHONE NUMBER(S):
Poaludl) Juaiy) dga il (a8 ) A8,

GUARANTOR INFORMATION (rball il glaa

PARENT/GUARDIAN NAME:
(e [ Y (A amd

RELATION TO PATIENT:
g pally ABSlad)

PRIMARY CONTACT PHONE NUMBER(S):
o) Juaiyl dga i (a8 ) A8,

DATE OF BIRTH el )

SSN: (Slaiall glacall a8,

EMPLOYER Jeadl qala :

PRIMARY INSURANCE INFORMATION 4 641 ¢paelill cila glaa
INSURANCE COMPANY NAME: SUBSCRIBER ID: NAME AND RELATION TO PATIENT:
Cpalill A8, & jidal) a8 o2 yally ABMall g i)
SECONDARY INSURANCE INFORMATION
INSURANCE COMPANY NAME: SUBSCRIBER ID: NAME AND RELATION TO PATIENT:
Sl A8, & fidiall 8 A ally A8l g ant!
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DOS el & 3

® University of Kentucky A.B. Chandler Hospital
® UK HealthCare Good Samaritan Hospital

® UK HealthCare Ambulatory Services

® UK Dental and Oral Health Clinics

RECEIPT OF NOTICE OF PRIVACY PRACTICES
4-“4\9"45'“ Sl jlaay jlad) ?)-W'“ (Patient Label Here)

Date: Time:

| understand that as part of my health care, University of Kentucky and its affiliates originates and
maintains health records. These health records describe my health history, symptoms,
examination and test results, diagnoses, treatment, and any plans for future care or treatment. |
understand that this information serves as:

u)\;.mﬂ 538 Caial L@.\L\A.\;\}“Jm;v)a.u ;L..uL\L@JA.uLN u@dbé\_\.\s«u\;wﬂ M.\;..aﬂ L;ULGJL}A;:)ASM\ ‘:.@\ Ul

uh;@‘ M\écM\}\‘u\s‘)ﬂ&;dbchuwbu\)\.u;ybuba;aﬂ\CQLUJL;.A\)L\}M\ JDM\
e Jaxd e slaall 53

e abasis for planning my care and treatment sae 5 il 5 Jahail Gl

° a means of communication among the many health professionals who contribute to my care
e o Osaaby Gl uaaall Guaadiall Ge el G dial Al Al

° a source of information for applying my diagnosis and medical treatment information to my

bill S5 e odall #Mall 5 (andfill e slas (adail Sl laall jaias

° a means by which a third-party payer (i.e. insurance company) can verify that services billed
were actually provided & ) cilasall o) e il (JUaS el 4S5 (51) dan Ja Gead LIDA (e (S Al
il Lgapas o5 38 Lgie 5 ) gilall apais

e and a tool for routine healthcare operations such as assessing quality and reviewing the
competence of healthcare professionals S daal ya g 83 sall audi Jia daisi 55l Lpasall ddle I cililaal 3lal

The University of Kentucky and its affiliates’ Notice of Privacy Practices gives a more complete
description of how my health information may be used or disclosed. The notice also explains my
rights regarding my personal health information, including the right to access my own records and
the right to request restrictions as to how my health information is used or disclosed.
Lo i€l ol Apnal) e sl alasi) A0S0 YWS) ST liia 5 LS iy SIS dnalay (alall dpaa guadl) Ciloa jlan o) em
Gl Ball 5 dalall BDlaw ) Jseasll Gall Jady @3 5 dpad i) daall e sleay Glats L 8 5ia Lia el & 5l
Leie il f daall haslaa aladinl 488 e 3 gl gy

| understand it is my responsibility to notify University of Kentucky and its affiliates regarding any
restrictions to disclosure of my health information regarding this or any subsequent visit.

Lash Apnaall e slea (ge 2iSD o 50 sl (laty La Led Aadlill S 5l 5 SUES Taalas jUad) (i 5 5ee (0 A5 agdl Ul
AaaY ) ol sl 3kl e2s ety

I have been provided with a Notice of Privacy Practices and have been given the opportunity
to review this notice. da il Ade alg dua guadl) Cilujlas Joa Jlrdly g5 a8 A
JaEY) 1 Axal sl

Signature of Patient or Legal Representative Date Ul
A Jiadl 5l o) 55
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KENTUCKY EYE EXAMINATION FORM FOR SCHOOL ENTRY
dua yal) Jgial cpall SUIS (and o) ga

KRS 156.160.8 (g) requires proof of a vision examination by an optometrist or ophthalmologist. This proof shall be submitted to the school
no later than January 1 of the first year that a child is enrolled in a Kentucky public school, public preschool, or Head Start.

it A IV Al e i 1 Hslais ¥ e g 8 Au el ) LY 138wl iy el ada sl Bl (asld U8 (e A5l (and ) bl (5) KRS 156.160.8
Head Start 5_Seall Ll zali 5y 5f daladl G jaall i Lo A ya of Aaladl (SUES A jan b Jilall Joonas L

PLEASE COMPLETE THE IDENTIFYING INFORMATION AND RECORDS. 3wl s duiy il cibaglaal) JlaSivd 2

IDENTIFYING INFORMATION < slaall ajaa5

Student Name Uall auil

Social Security Number elia¥) laall o8 Date of Birth 33kwall 5 )

Parent or Guardian Name (e sl sf al 5l1 au :

RECORD OF IMMUNIZATION TO BE REPORTED ON IMMUNIZATION CERTIFICATE FORM, EPID 230 CASE HISTORY
U 7 5 EPID 230 «cpanill 3agd i gad b Al Y sl o 1l) aveUnal) /lalill) Jaw

Date of Exam gasill & )0
Chief Complaint 4xs )l 5 Sa

Ocular History: Normal xxb :cusll 22,5 1 or Positive for dad ) f
Medical History: Normal (sxks 12kl &5l [ or Positive for dal syl i ;

Drug Allergies & 530 dauluall : NKDA 45000 4 5 jne dpulon 22 53 Y [ or Allergic to o b i :

Family Ocular and Medical History 4ilall okl 5 (5 sadl & JUll: [JAmblyopiag sad! Jusll [IStrabismus Jsall
[Glaucoma (G Y sldl) LasS glall a 5e [T Diabetes (s Sad)
Otherus_al:
Other Pertinent Information 4 <3 (s Al il gl ;
Refraction with cycloplegic? (please indicate one) (35 ) 3 )LEY) (o ) € Al Aliaall Jlara aladiuly (s LS pandll [ YES a2 [ NO 28

OD iadl 0! OS (sl el
Unaided Acuity 5ielue (32 el 52s 20 / 20 /
Best Corrected Acuity gl aa yoall s Juonil 20 / 20 /

Normal~:k  Abnormal =ub o< Not able to Assess axiill o jid &

External Exam (eye and adnexa) (<lalall 5 gpall) oo Al (andll
Internal Exam (media, lens, fundus, etc) « o g ¢ dusd « i ) a1 panid
Neurological Integrity (pupils) (:34) dxuasll Lad0ll

Binocular Function (stereopsis) (Al 435 )il cpall 450 A3k )
Accommodation and convergence — &l 5 —asill

Color Vision oY 433

N o 0 O
(0 Y O O
(0 Y O O

Diagnosis: [] Normal =xb [ Myopia s&ill »ad ] Hyperopia »bill » [ Astigmatism ¢ ¥LSiu¥l [1 Strabismus Jsal)
[l Amblyopia s_readl Jusll

Other s _Al:

Arabic



Recommendations <bya gill:

1 Glasses prescribed s Uai camayai: [ YES e JNO 28
2

3

Age appropriate and suggested anticipatory guidance (health assessments):
(onual) cilagiill) A ey yerdl dpualie A8l culald )

(1 Educate (parents/patients) about eye/vision disorders and needed vision care
o 33U g i e 3yl / and) il Sl g (ommal / 6LY) il
[ Counsel (parents/patients) regarding eye safety
Ol Ay Glaty Lo ((umsall / £LY1) 3 ) sl
[ Stress importance of early, preventative eye care
Ol B8 5 5 Sl Aulinll dpanl e 203
[l Recommend re-examination, as appropriate
LtV Cuus (andll alels dpa gill

Signed a3 sal) Date g _ul:

Optometrist/Ophthalmologist s b/ yaill jaslé

Address ¢ s=ll; Telephone <&lell: (
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Medical Record # if known

15 e OIS 1Y) (el Jaadl) 5

Thank you for choosing UK HealthCare for your healthcare needs. & Lalill Lauall 4le I cilaliay SUS dada b dasall Ao )1 & LAY § 4

UK HealthCare is proud of its long history of providing healthcare services to the Commonwealth of Kentucky. Our financial

assistance program relieves the financial burden of medically necessary health care. It is available to patients and families

with a household income at or below 300% of the Federal Poverty Guideline for your family size. We are pleased to provide

you with this application to determine if you meet the qualifications for assistance with your medical services at UK

HealthCare.

Al pcaad) Uial A0Lal) B Lucall all s iy (SIS il gl o1 dnuall Ale 51 ciladd apais L Jy ghal) Lgdy Uy (SIS daala (@ Laall Ao ) A
W s oo AL A 00 Sl 51 (0 8+ s 1 B 51 s iy ) 13 gl Al (5 e ) Al e 0

SIS Aot daall Ale ) (8 Al liLeadd Bac Lucal) i e A gt S 1) Le yaail callal) 138 @ addi o Uty

We require you to complete the enclosed application and provide all required supporting documents to determine your eligibility.
All pages of the supporting documents must have the applicant's name and date of birth on the top of each document. If the
patient's medical record number is available, include that information along with the name and date of birth. Return the signed,
the completed application and the supporting documents via USPS upload through My UKHC Chart at
https://ukhealthcare.uky.edu/mychart, or submit by secure fax to 859-257-8071. Failure to return a completed application
within 21 days of the application date with all supporting documentation, including name and date of birth on each document
may delay a decision or result in a denial of the application. Note: Applicants who are eligible for Medicaid, must apply before
we can consider the request for financial assistance. During the application process, all normal billing operations will continue.

&b s alhall asia sl e dac ol Clatiual Ciladin s s sind O aay il aaa) 3 slladll daclall Clatioall aaan a5 (38 yal) callall Jlas) @lie callas
e 1) clatinal) 5 JaiSall 5 a8 3al) allall ae aBlaall & U5 a1 ae Gua sheall 038 Gpanialy i ¢ Lalia iay yall adal) Javd) a8 ) S 13 atis JS el 0a3e
https://ukhealthcare.uky.edu/mychart & e My UKHC Chart &b oe USPS upload Sio«¥! aodl & IS (e Jaeaill ye
ClaTioall e ga callall anali i 5 (e Laga Y Guad A JaiSal) qullall Bale) ade ol B ACAZYOV-ALYY L) el Sl (33 yha e 4l i T ¢
b e Jseanll cpla sl cpeaiall e cany rdBadla qulhal) (il y ) g3 o SIUAN Al L) ¢ afieia JS b Dlall fu g an) 1l B Lay ¢ das )
Agalall 5 5 il lilee apen e ¢ apaill dglee (U Alall sacbusal) (illa 3 el (g oS o J 083 Medicaid

Disclaimer for Financial Assistance 4.llal) sasluwal) oo A gigeall £

Approval of financial assistance does not guarantee coverage for all services; all services are subject to the terms, conditions,

limitations, and exclusions of the financial assistance policy. If approved, adjustments will only be applied to those accounts

within the policv parameters.  cileliiu) g 398 9 alSal g Ja g pdd Claddd) gran i ¢ Claddl) anan Ahaili Cpadal ¥ 4llal) Baclucall o 488) gal)
Al plan Gasa clilual) dli e Jagd colanil) Gaadal ali ¢ A8 gal) s A Adlal) B Lucal) Al

Required Documents 4 glaall faiiceal)
[ ] completed and signed Financial Assistance Application &8sl § JaiSall 4dall 3aebucal) culla
|:| Proof of gross income and bank account balances for each member of the household OR proof of no income.
Gross income is the income before taxes, insurance, and any other deductions. cliluall 5aa )iy Jleay) Jaal cild)
(A cilagad ol cpalilly quil pual) 38 JAA g8 (Alaa¥) JAA JA3 asa g pas ) sl 5l 38 e 38 UK A puaal)

Please do not send the original documents, as we may be unable to return them. All financial records after electronic imaging
in our secure electronic health system and any unidentifiable required documentation are destroyed. We make every effort
to identify each document we receive. To avoid destroying your documentation without attaching it to your application,
record the patient's identifiable information on each documentation sheet by putting the patient's name and date of birth.
If you have questions or need assistance, call our convenient call line at 859-323-9898 Monday-Friday, 8 AM-4:30 PM. Thank
you for choosing UK HealthCare for your medical needs.
9N auall Ll b g Sy gaail) dny el Bl pan D) oy LgIe ) (e (Sali Y 2B Cua ¢ Alal) clatiual) Juuf a0
la glra (radly o ¢ elallay LB ) (g Bl g D) caiadl WAL 4855 5 JS aatl Ungas (s bl J3 g paatll ALE 18 & glha 35 (519 (V)
3 ey g G sall sl gy (sl (8 (B85 A5 S (B ey yall iy a3
£ - labua A ¢ drandl ) i) e AR YFLAAAA Lo Ll sall Jlal¥) Jady Jaaild ¢ Baslua ) Aplay S gf Aliuad dlal ciils 1)
Akl dilaliaY UK HealthCare & GEAY | S8 slua
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YoY£/V Gy Al Updated: 7/2024

UKHC Financial Assistance Application 4l 3l cith
Medical Record # if known .l ¢S 13) bl Jadl) B

2024 Federal Poverty Guidelines

Financial support depends of where the household income falls within this chart.
Please call or contact us through MyChart for screening eligibility.

Medicaid Limit for Adults Expanded Medicaid Medicaid Limit for UK Financial
Traditional Medicaid Limit For Adults Children & Pregnancy Assistance Program
Household Size 0%-100% FPL 101%-138% FPL Up to 200% FPL Up to 300% FPL
1 $15,060.00 $20,783.00 $30,120.00 $45,180.00
2 $20,440.00 $28,207.00 $40,880.00 $61,320.00
3 $25,820.00 $35,632.00 $51,640.00 $77,460.00
4 $31,200.00 $43,056.00 $62,400.00 $93,600.00
5 $36,580.00 $50,480.00 $73,160.00 $109,740.00
6 $41,960.00 $57,905.00 $83,920.00 $125,880.00
7 $47,340.00 $65,329.00 $94,680.00 $142,020.00
8 $52,720.00 $72,754.00 $105,440.00 $158,160.00
Yovealad SN A 0l dga gl (golsal
‘ sl 138 e b a1 J30 4 ol 3 IS ‘_,Jr. Sl acall ading
A Gasdl MyChart <ol sle IS (e Ly Juai! ) Uy Juai) (s 2
oSS Taalad Z I B Lol geali Jaally U 35000 52 sl 353 el AL 30 o
Gl aal) Ul 40
ST A sl e 7 SRR 0 s g 7Y e SRR 0 sl 7V FA - 78 +) | SR A sl 78« e - 7 B 23 2
N2 £,V A, s N YT, Y2 Y, VAY o N V0, e, )
N LYY Y2 £ AN R YAV, N Vet X
YR VY, ET N0, E N5 FO,ATY, Vs YO,AY e Y
DY AT T, e BYZS AR NN DY ARG N ¥, Y, ¢
YR Y e, VE, e BEASEE NP0, A, YR TTL,0A °
N VYO,AA YR AT,AY BERATRE ¥ E),8T 0,0 1
YR VEY, Yo, e BRI ¥ 10,7Y4, s YR EV,TE e, v
N YOAN T, YR Va0, EE e, BENARTE BERRAED A
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YoY¢/Y :Guai Al Updated: 7/2024

UKHC Financial Assistance Application 4l 3asluall cilh

Medical Record # if known .Ls s S 13 dall Jadl o3

INSTRUCTIONS: PLEASE RESPOND TO ALL QUESTIONS. LEAVE NOTHING BLANK. IF IT DOES NOT APPLY, ENTER “NONE”. YOU WILL BE ASKED TO PROVIDE
APPLICABLE DOCUMENTATION THROUGHOUT THE APPLICATION. MAKE SURE YOU VERIFY DOCUMENTS TO SEND. PLEASE SEND COPIES ONLY. NO STAPLES.

e Ll ol Sl Ga il e KB Rl slail gen 8 Lo O penal 3551w dlia callages e o ¥ JA0 ¢ Bkl ol 13) 16 Ui 5 Y AL gan o 30 oy scibagledl]
ua.u\_m Y .LA! c..n.\ JL.uJ\
| 1. PATIENT INFORMATION 2 al) ila slaa |
Patient Name: o2 yall auil Date of Birth: Dl & )l
Address: o) siall Social Security Number:elia¥! clecall 4
City doal: State 4Vl Zip Codegun! 3o,]i:
Home Phone J il il a8, Cell Phone sslall 8, Areyou a KY resident SUS (A adi ol Ja 2 OYES x5 TINO XS

Are you in the United States on a Visa, expired or not¥ ol nlall dgtia ¢ 5 il sasiall Y b e <l Ja 20 Yes a3 ONo S
**if ves please provide a copy of the Visa s gilill (o 43ui andf (oo ¢ and Dla Y/ ilS J3) **
Employment Statusisida sl dlsll : QEmployed Jea3  OUnemployed Je=3¥  OSelf-Employedo=tall cibual Jeat QRetired 2oléia UDisabled ¢xs
QOStudent—d
Employerdesdl cialia: Phone number—&ilgll A8 ;

Are you considered i <l Js ? ABlind~! O Disabledés~ [ Over the age of 654 10 5« »S) [ Pregnantds~ [ Minor childdik sl nali or
0 Have minor children in the home JJiall & cp yald Jikal bl 2 OIN/A G e

Il. SPOUSE-If Married(zs5is 05 13] - 493l / z93! L /Parents(s)or Legal Guardian(s)-if patient is a minori sa (sl ¢S 13) - (stuag¥l) Sl agh o call sh
O/ Not applicable (ahi ¥

Namep! : Date of Birthtall gl :
UKHC MR# 2kl calall &8 : Social Security Numberselia¥) laall & ; Phone#iilgll 8
Employment Statusiéda sl sl : QEmployed Jes3 OUnemployed Je=3¥  OSelf-Employedo=lall cliual Jeai QRetired 2eliia QDisabled @lze
QStudent—lua
Employerdes]) calia: Phone number—ilg 8 ;
NamepasY): Date of BirthSal g U
UKHC MR# 2kl calall &8 : Social Security Numberselia¥) laall & ; Phone#filel
Employment Statusida sl sl : QEmployed Jexi  OUnemployed Je=3¥  OSelf-Employedo=lall cliual Jeat QRetired 2= Disabled 3l
QOStudentid
Employerdesl) calia: Phone number—lg 8 ;

lll. Household Members and Income — Provide paycheck stubs/proof of income for the previous month starting with yourself and including all
household members. Examples of Income types; Employment Income, Employment Pension, Social Security, Social Security Disability, Welfare
Income, Unemployment Compensation, Guard/Reserve Military, Workers Compensation Benefits, Rental Income, Alimony, Interest/Dividends,
Grants, Financial Aid/Scholarships.

¢ Jarll itna ¢ Jand) Jaa ¢ JA) gl gl Ao AL 5 ) .\\,e‘fﬁmuaumw\;uwu\*m@mum/uwm@;m@a da.mj 3l 3130 1N
[ g ¢ ABE ¢ e Jaa ¢ Jlard) (dag ga L 3a ¢ (g Sl BLaY) [ Gusall ¢ Alad) iy gal ¢ Aelaial) Ade i Jaa ¢ e LaY) Cladal) dBle) f,au.\;w Ceaal)
M\J.\!\ Gu]\ /W\ u‘& @Aﬂ ¢ Nau‘i\
Name of Houstehold Member | Age/Birthdate REIaI::)t?eS:tlp to Sourcg/;\r/‘:)su(;ftlgcome Sourcg/;yrﬁ)oeu(;ftlgcome Sourcg/;yrﬁ)oeu(;ftlgcome
B ouad) 32 ol fa 5 [ o pally ABNal) Y adsal) g JAa £ g [ e Y il 5 Jadl £ 53 [ paaa ¥ oahal) Jadll g5 [ jaaa
Shaall
$ $ $
$ $ $
$ $ $
S S S
$ $ $
$ $ $
$ $ $
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YOY £V rinaas AT Updated: 7/2024

UKHC Financial Assistance Application 4l 31l cilh
Medical Record # if known .ls e ¢S 13) bl Jad) b

The household is requested to provide copies of all bank statements for checking, savings, and/or money market accounts for the previous
three (3) months OR complete the Attested Statement of No Bank Account.
e b pan clua CBES Jlas) of ABgludt (¥) LAY a8 Jlall (@ g cilibun gl [ g pdsil) Clibua ol [ 9 CilSail 4 paall CUL asad G fud aali 5 pu) e allay

Bank Name<lil! ~u Balance !l aua )i

Checking Accounts 4l wbluadl
Savings Accounts s8¢l blus

Trust Funds obiiwd! 32004
Stocks/bonds widicud! /egud!

Money Market Accountsdla! (§guw bl
Mutual Funds & iéwll jleiiwd! G:0tue
SS1/SSDI/Social Security Debit Card slkizdl Olesall psas- ddlay

v nnn-num-n

Patient Namea: el axd Date of Birth 3l &

Complete the Attestation Statement below for patients or households without a checking, savings, Direct Express, or Prepaid card

account. Also, households must provide one month of receipts for using a check cashing service or paying utility bills in cash.

) o g Lyl adal) diua 48y ) Direct Express &8s cilua i 4 gl gl il Lgal Gud (A ) i o sall olial (Gaaeail) s Jas
AR5 Ladil) 1) gd ady ol UG Ui i dadd alaAILY U] (e )y g agals

Attested Statement of No Bank Account(checking, savings, or debit cards for deposits-only accounts)
(kﬁ é\é}ﬂlﬁm&d! albuall aad clbly o b g il ol dgjla clilua) u&ja.a Glua 392 9 aday (Fige Ol

This signed and attested statement document is used to verify
e aaill s Baadll cé}qh Olud) At e\;;_w' | o

(Applicant Name) does not have a checking or savings account with any financial institution.
e g ol 63 g 5f (s la ol 43l Gl () (Pl e o)

Patient or Legal Representative s Dateg Al
S Jiaall ) G jal)

Relationship to Patient
BTNVt
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YOYEY rtgas AT Updated: 7/2024

UKHC Financial Assistance Application 4l 31l cith
Medical Record # if known .ls e ¢S 13) bl Jad) b

Disclaimer for Financial Assistance dJlJl 8usludl (3o &g §uuadl eS|

Approval of financial assistance does not guarantee coverage for services; all services are subject to the terms, conditions,

limitations, and exclusions of the financial assistance policy. If approved, adjustments will only be applied to those accounts within

the policy parameters, and services that are not considered an exclusion.
Gk wiaes ¢ 4880 gal) Ala 3 Al B30 el Fslpus ol 5 3538 5 Sl 5 Jo gy 5l Ciladdll mpen qundd iladall dydaad Ganai Y Al saelisall e 4 5al)

el it Y S ciladlly ¢ Al Hules e cillaal) 5 e ais caSaal

| certify by signing below that the information provided on this application is true, correct, and complete to the best of my
knowledge. | understand false or withheld information will result in revocation of any financial assistance adjustments and
charges will become the responsibility of the patient/guarantor.
plad) ) gagin 3 jadaall of AiklAl) cilaglral) O agdl | eale 32 o AlalSy dasaia g Al Gllal) 138 8 dadhal) cila glaal) Gl oL &b gil) DA e B0 L)
bl [ g yall A g guna o g sl rmealion g Allal) a0 Lusall Sy (g

Patient or Legal Representative

A HED Jiaal) g (ay sal)

Relationship to Patient
o)l ae d3Mall

Date ¢ull

For Office Use Only:
add oSl aladiul

UK HealthCare Employee:

Interpreter/CryaCom Representative Name or |ID#

il 4y gl Sl e Jiaa audd fa il

Patient MRN#

Additional Household Members:

1. Name MRN#
2. Name MRN#
3. Name MRN#
4. Name MRN#
5. Name MRN#
6. Name MRN#

University of Kentucky®Patient Financial Experience Department®1000 South Limestone Room A101®Lexington, KY 40536

Phone: 855-211-4707 ®Fax: 859-257-8071
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