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   BRFC #  ______________


                                 Your Bridge to Health...                                                                                                                                                                                       
FINANCIAL PAGE MUST BE COMPLETED
Patient is a     (1)  MINOR	    (2)  CWS/REFUGEE	    (3)  Has Insurance/Medicaid                                                             	  (4)  Referred by S.C.C.C.      (5)  Private Patient     (6)  Other:  _______________________
	



IMPORTANT FINANCIAL INFORMATION
**FREE CARE IS PROVIDED AT OUR OFFICE – BUT THERE MAY BE BILLS FROM OTHER PROVIDERS.**

ALL CARE PROVIDED AT THE BLUE RIDGE FREE CLINIC IS FREE, HOWEVER WE WILL HELP YOU RECEIVE FREE OR LOW-COST CARE, LABS/XRAYS AT SRMH, MEDICATIONS, AND OTHER REFERRALS IF YOU COMPLETE THE HOUSEHOLD INCOME SCREENING BELOW:
PATIENT’S INCOME: _________________________ per (circle)  1 week,  2 weeks,  month,  year
SPOUSE’S INCOME: __________________________ per (circle)  1 week,  2 weeks,  month,  year
Income from anyone else in your household, with whom you file taxes – please add amount
_______________ per (circle)  1 week,  2 weeks,  month,  year
Number of adults in household: ______________ 
Number of children under 18 in household: ______________
Sources of Income  (circle):  Employment       Unemployment      Social Security    Veterans Benefit     SSDI       Pension       Alimony    Child Support   Interest/Dividends
Proof of Income  (circle):   Pay Stubs       Tax Returns      Unemployment Letter      SNAP Letter      Social Security Letter		Other
Patient Signature:   _______________________________________________________ 
	


***  FOR OFFFICE USE ONLY  ***

Patient Name Printed by Staff: ________________________________________________________
        (* Must match ID *)






FPL % =  __________________	                          BRFC Card Issued:  Y / N     Exp:  ______________
Completed by BRFC staff: ________________________________________    DATE: ______________
                                                                              
(5/19/26)
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   BRFC #  ______________

	                                   Your Bridge to Health...



	

	FINANCIAL PAGE MUST BE COMPLETED

Patient is a     (1)  MINOR	    (2)  CWS/REFUGEE	    (3)  Has Insurance/Medicaid                                                             	  (4)  Referred by S.C.C.C.      (5)  Private Patient     (6)  Other:  _______________________







*** SE PROVEE ATENCIÓN MÉDICA GRATUITA EN NUESTRA OFICINA – PERO PUEDE QUE RECIBA CUENTAS DE PARTE DE OTROS PROVEEDORES.***
 
TODA LA ATENCIÓN MÉDICA EN LA CLÍNICA BRFC ES GRATIS. PERO LE AYUDAREMOS A RECIBIR CUIDADO, PRUEBAS DEL LABORATORIO/RADIOGRAFÍAS EN SENTARA RMH, MEDICAMENTOS, Y OTROS REFERIDOS SI USTED COMPLETA EL FORMULARIO DE INGRESOS  A CONTINUACIÓN:
INGRESOS DEL PACIENTE:                           _            por (indique) 1 semana,  2 semanas,  mes,  año 
INGRESOS DE LA PAREJA:                                         por (indique) 1 semana,  2 semanas,  mes,  año
Ingresos de otras personas en su casa, con quien declara sus impuestos – por favor agregue la cantidad                                   por (indique) semana, dos semanas, mes, año 
Número de adultos en casa:                                   .
Número de niños menores de 18 años en casa:                            .
Fuentes de ingresos (indique):    Empleo       Desempleo      Seguro Social       Beneficios de Veteranos       Seguro de Discapacidad       Pensión     Pensión Alimenticia         Manutención    Interés/Dividendos
Prueba de ingreso (indique):    Recibos de Pago       Declaración de Impuestos      Documento de Desempleo          Documento de SNAP          Documento de Seguridad Social          Otra
Firma del Paciente:  _______________________________________________________________



***  FOR OFFICE USE ONLY  (SOLO PARA USO DE OFICINA)  ***


Patient Name Printed by Staff: ________________________________________________________   (* Must match ID *)

FPL % =   __________________	                         BRFC Card Issued:  Y / N     Exp:  _______________
Completed by BRFC staff: ________________________________________    DATE: ______________

(5/19/26)
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