
 

 
 
 
APPLICATION FOR FINANCIAL ASSISTANCE 
 
IMPORTANT:  Please complete the application as accurately as possible and return 
to me at the address below.  You may also fax, email the application and supporting 
documents to me.  Please include the following documents with the completed 
application: 
 
• Copy of your most recent IRS tax return OR Social Security Benefits letter 
• Three months detailed bank statements 
• Last three pay stubs for verification of income 
 
It is important that you answer all items on the application as completely as possible 
and that you provide proof of income.  In order, to be considered for financial 
assistance, we must have your application with supporting documents within 14 
days of this letter.    
 
OrthoNebraska will compare your income to the National Poverty Guidelines as set 
by Congress.  You will be notified in writing of the results of our review and the 
amount of assistance you can expect to receive.   
 
Your application for financial assistance is valid for 90 days prior to application day 
up through application approval and completion by OrthoNebraska.  If additional 
services are needed, please contact me or another member of my team to discuss 
further assistance needs.   
Sincerely, 
 
 
 
Cora Johnson 
Sr. Patient Financial Counselor 
OrthoNebraska  
2808 South 143rd Plaza 
Omaha, NE 68144 
Cora.johnson@orthonebraska.com 
(Direct Line) 402-609-2426 
(Team Line) 402-609-2423 
(Fax) 402-609-2435 
 
 



Patient Name  _________________________________________  Med Record #  ______________________________________

Patient SS #  __________________________________________  Date of Birth  ______________________________________

Home Address  ________________________________________  Phone #  ______________________________________

Spouse Name  _________________________________________  Spouse SS#  ______________________________________

Name, address and policy number of insurance carrier:

Name  _____________________   Address  _____________________________  Policy Number  ____________________

List your dependents  
& date of birth

Guarantor Signature ____________________________________  Date ______________________________________

Spouse Signature ______________________________________  Date ______________________________________

Mail to: OrthoNebraska
2808 South 143rd Plaza
Omaha, NE 68144

Combined current household gross annual income:  $ ________  

Proof of income: A copy of the following information must accompany your application: 

1.  Most Current Federal Tax Return   2.  Last 3 Pay Stubs (all incomes)   3.  3 Months Detailed Bank Statements

4.  Other income sources documentation: Social Security, Disability, Unemployment, VA Assistance, Workman’s Comp,  Railroad 

Retirement, Pensions, Public Assistance, Other retirement, Child Support, Alimony

Liabilities: Please provide the monthly payment amounts and balance due

Rent/Mortgage Payment  __________________ Credit Union ____________________________________

Personal Loans  __________________________ Charge Acc’ts __________________________________

Finance Companies  _______________________ Bank Loans ____________________________________

Auto Insurance  __________________________ Utilities ________________________________________

Health Insurance  _________________________ Child Care _____________________________________

Medical Expenses  ________________________ Phone & Cable __________________________________

Collection Agencies  _______________________ Food __________________________________________

IF NO INCOME, PLEASE DOCUMENT HOW YOU SUPPORT YOURSELF
Have you or your guarantor applied for assistance from any other source?

Medicaid ________  County __________  Disability ____________ Other ________________________

I certify that all information listed herein is true and correct to the best of my knowledge. I understand that the information is to be used to ascertain my ability to pay 
for services, which are rendered to me by OrthoNebraska. I hereby grant permission to OrthoNebraska personnel authorized to receive, release, or act upon financial 
information, to investigate the information contained herein. Investigation shall include the contacting, by written communication or telephone, of those persons,  
firms, corporations, etc noted by you on this financial information document. Investigation may also include a credit check. I hereby release the designated physician 
personnel and all parties who supply information at the request of the physician personnel from liability for any of commission or omission, communications of  
disclosures that are made pursuant to such an investigation. I understand that submission of false information will automatically disqualify me for any type of assistance.

Patient Employer(s) Name  ______________________________

Paid $  ______________  m Weekly m Bi-Weekly m Monthly m Other

Spouse Employer(s) Name  ______________________________

Paid $  ______________  m Weekly m Bi-Weekly m Monthly m Other

Assets _______________________________________________

Please list out Cash on Hand, Savings Accounts, Stocks & Bonds Market Value, IRA’s, etc.

/      / /      / /      /
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