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 INSTRUCTIONS:  PLEASE RESPOND TO ALL QUESTIONS. LEAVE NOTHING BLANK. IF IT DOES NOT APPLY, ENTER “NONE”.  
YOU WILL BE ASKED TO PROVIDE APPLICABLE DOCUMENTATION THROUGH OUT THE APPLICATION. MAKE SURE YOU VERIFY 
DOCUMENTS TO SEND, WITH THE CHECK LIST PROVIDED ON PAGE 2.  PLEASE SEND COPIES ONLY. NO STAPLES.  

I.  PATIENT INFORMATION (If Patient is Deceased, please include Death Certificate)  
  
Last name: ________________________________ First Name: _______________________ MI ______ Date of Birth: _____/_____/________     
  

UNCH Medical Record #: ________________________ Social Security #: ______-- ____--_______   Phone Number ______________________  
  

Are you in the United States on a Visa, expired or not? Yes □  No □   If yes, please provide copy of Visa with application.  

Do you have a Green Card?  Yes □  No □   If yes, please provide copy of the Green Card with application.  
Marital Status: Married □    Single □    Divorced □     Widow □    Minor Child □ (Age under 18 years old)     Other: ________________________     
  

Address: ____________________________________________________________________________________________________________  
  

Employment Status: (Circle all applicable) Employed / Unemployed / Self-Employed / Retired / Disabled /Student  
  

Employer: ______________________________________________________________________ Phone Number: _______________________  

II. SPOUSE (If Married)   
  

Last name: ________________________________ First Name: _______________________ MI ______ Date of Birth: _____/_____/________     
  

UNCH Medical Record #: ________________________ Social Security #: ______-- ____--_______   Phone Number ______________________  
  

Employment Status: (Please Circle applicable) Employed / Unemployed / Self-Employed / Retired / Disabled /Student  
  

Employer: ______________________________________________________________________ Phone Number: _______________________  

 PARENT(s) OR LEGAL GUARDIAN(s) (If patient is a minor –under 18 years old)  
  

Last name: ________________________________ First Name: _______________________ MI ______ Date of Birth: _____/_____/________     
  

UNCH Medical Record #: ________________________ Social Security #: ______-- ____--_______   Phone Number ______________________  
  

Employment Status: (Circle all applicable) Employed / Unemployed / Self-Employed / Retired / Disabled /Student  
  

Employer: ______________________________________________________________________ Phone Number: _______________________  
  

Last name: ________________________________ First Name: _______________________ MI ______ Date of Birth: _____/_____/________     
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UNCH Medical Record #: ________________________ Social Security #: ______-- ____--_______   Phone Number ______________________  
  

Employment Status: (Circle all applicable) Employed / Unemployed / Self-Employed / Retired / Disabled /Student  
  

Employer: ______________________________________________________________________ Phone Number: _______________________  
  

III. OTHER ELIGIBLE DEPENDENTS Listed on taxes. If no taxes filed, include applicable documents such as Birth Certificates, Custodian 
Documents from your minor dependents, Marriage Certificate. Provide income for dependents 18 years old and over.  
  
 First Name                          Last Name                                                 UNCHCS Medical Record #                       Relationship               Date of Birth  
             
          
          
  

 IV. OTHER FINANCIAL INFORMATION (Respond to all questions)  
  

 a.  Do you and/or your spouse have Bank Accounts?  Yes □  No □  Bank Name(s): ____________________________________________       
Type of accounts you and/or your spouse have: □ Checking       □ Savings      □ Investments     □ Retirement    (Check all applicable)  

 Include most recent Bank Statements for all accounts (all pages). Please, NO TRANSACTION or ACCOUNT HISTORY REPORTS. b. 
Primary Residence:  Own □        Rent □   
c.  Do you own Real Estate property OTHER than your primary residence?  No □     Yes □        How many _________ 

** include property Tax Value document and current Mortgage Statement for each additional property.  
  
  
V.  INCOME INFORMATION   
  

Income Source  Monthly 
Amount  

Monthly 
Expenses  

Monthly Amount  

Guarantor’s Income (before taxes)  $  Rent   $  
Guarantor’s Second Job Income (if any)  $  Home/Fire Insurance  $  
Spouse’s Income (before taxes)  $  Food  $  
Spouse’s Second Job Income (if any)  $  Electricity  $  
Farm/Self- Employment Income  $  Heat (gas, oil, wood, kerosene)  $  
Unemployment Compensation  $  Water/Sewer/Garbage  $  
Worker’s Compensation  $  Telephone  $  
Retirement Pension/ SSD/SSI ( Circle all applicable))  $                                Cable TV  $                                            
VA Benefits  $  Internet  $  
Interest/Dividends  $  Health Insurance  $  
Estates/Trusts/Legal Settlements  $  Burial or Life Insurance  $  
Alimony  $  Child Care/Tuition  $  
Aid to Families w/Dependent Children (Work First)  $  Transportation  $  
Strike Benefits from Union Funds  $  Medicines/Supplies  $  
Student Loan – Grant document  $  Other 1___________________  $  

Assets   Liability   
Stocks  $  Home Mortgage    $  
Bonds  $  Property Tax  $  
Money Markets  $  Land Mortgage  $  
CD’s  $  Child Support  $  
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Rental Income  $  Bank and/or Student Loans  $  
Real Estate Tax Value  $  Credit Cards  $  
Home Equity for additional property  $  Other 1___________________  $  
Other 1___________________  $  Other 2 __________________  $  
Other 2 __________________  $  Other 3 __________________  $  

Total Monthly Income  $  Total Monthly Expenses  $  
  

VI. PATIENT/GUARANTOR ADDITIONAL COMMENTS (If no income, please include a letter of support, signed and 
dated, from the person who is providing your daily living expenses) 
________________________________________________________  

______________________________________________________________________________________________________________________________  
______________________________________________________________________________________________________________________________  
______________________________________________________________________________________________________________________________  

Did you file taxes last year?  Yes □   No □ Did your spouse file taxes last year?  Yes □   No □    
If yes, include all pages of the current Federal 1040 income tax return, including all Schedules. If you are married and you filed taxes 
separately, include your spouse’s Federal 1040 income tax return.  If no taxes filed or filed separately, include Marriage Certificate.  
   
IMPORTANT: If you did not file taxes, explain reason: ________________________________________________________________________  
____________________________________________________________________________________________________________________  
  
  

CHECK LIST: DID YOU REMEMBER TO INCLUDE COPIES OF THE FOLLOWING ITEMS?  
□ Visa used to enter the United States and/or Green Card, if applicable.  
□ Proof of NC Residency: Must include (2) documents from 2 of the residency categories or declaration signed (Page 3).  
□ Current Federal 1040 income tax return, including Schedules applicable OR a statement on Section VI explaining reason for not filing taxes.  
□ Last 6 weeks consecutives pay stubs, OR letter from employer, OR documents of unemployment from the NC Employment Security          
Commission, OR Social Security Award Letter, including all dependents over the age of 18.  If you have no household income, submit a letter 
of support from the person who helps with your daily needs such as housing, food, and clothing.   
□ Copy of most recent Bank Statement (all pages) for all bank accounts in your household, in Bank Statement Format ONLY. Please, NO 
TRANSACTIONS or ACCOUNT HISTORY REPORTS.  
□ If applying for a deceased patient, please include copy of the Death Certificate.  
  
I certify that the answers written above and any additional information and/or income that I have listed on a separate sheet are true to the 
best of my knowledge.  I understand that fraudulent or misleading information will make me ineligible for any financial assistance.  I authorize 
the release of any information needed to verify the information provided.  I give my Social Security number voluntarily and have permission to 
provide the Social Security numbers of other eligible dependents listed above.  I understand that UNC Health Care System may use Social 
Security numbers for the purpose of accurate identification, filing insurance claims, billing, collections and compliance with Federal and State 
laws.  
  

Please send copies only.  ORIGINALS WILL NOT BE RETURNED.  
  

VII.   __________________________________________________                 ___________________  
PATIENT OR GUARANTOR SIGNATURE            DATE  
  
  

  

 

 



5405-16 (06/23/2016)    Page 4 of 4    Charity Care Application/English  

VIII. – NC RESIDENCY - Requirement Definitions for Charity Care  
NC Residency – In order to meet North Carolina state residency requirements to be Medicaid eligible, an individual must be domiciled in North 
Carolina with the intention to remain here permanently or for an indefinite period or show that he entered North Carolina to seek 
employment or with a job commitment.  A person is domiciled in North Carolina if North Carolina is his fixed, established, or permanent place 
of residence with the intention to remain there permanently or for an indefinite period.  
To verify NC residency, two documents from two of the categories below need to be provided.  This means a document or proof must be from 
two of the little letters below.  Example:  An item from c and d would be acceptable.  Two documents in b are not acceptable.  Applicants who 
do not have two of the documents must complete and sign the declaration on the back of this form, subject to prosecution, that they do not 
have two of the documents listed.  
a. A valid North Carolina drivers’ license or other identification card issued by the North Carolina Division of Motor Vehicles  
b. A current North Carolina rent, lease, or mortgage payment receipt, two bank statements, or current utility bill in the name of the 

applicant or the applicant’s legal spouse, showing a North Carolina address.  
c. A current North Carolina motor vehicle registration in the applicant’s name and showing the applicant’s current North Carolina address. 

d.  A document verifying that the applicant is employed in North Carolina.  
e. One or more documents proving that the applicant’s home in the applicant’s prior state of residence has ended, such as closing of a bank 

account, termination of employment, or sale of a home.  
f. The tax records of the applicant or the applicant’s legal spouse, showing a current North Carolina address.  
g. A document showing that the applicant has registered with a public or private employment service in North Carolina.  
h. A document showing that the applicant has enrolled his children in a public or private school or a child care facility located in North 

Carolina.  
i. A document showing that the applicant is receiving public assistance (such as Food Stamps) or other services which require proof of 

residence in North Carolina.  Work First and Energy Assistance do not currently require proof of NC residency.  
j. Records from a health department or other health care provider located in North Carolina which shows the applicant’s current North 

Carolina address.  
k. A written declaration from an individual who has a social, family, or economic relationship with the applicant, and who has personal 

knowledge of the applicant’s intent to live in North Carolina permanently, for an indefinite period of time, or residing in North Carolina in 
order to seek employment or with a job commitment. l.  A current North Carolina voter registration card.  

m. A document from the US Department of Veteran’s Affairs, US Military or the US Department of Homeland Security verifying the 
applicant’s intent to live in North Carolina permanently or for an indefinite period of time, or that the applicant is residing in North Carolina to 
seek employment or has a job commitment.  
n. Official North Carolina school records, signed by school officials, or diplomas issued by North Carolina schools (including secondary 
schools, colleges, universities, community colleges), verifying the applicant’s intent to live in North Carolina permanently or for an indefinite 
period of time, or that the applicant is residing in North Carolina to seek employment or with a job commitment.  
o. A document issued by a foreign consulate verifying the applicant’s intent to live in North Carolina permanently or for an indefinite 
period of time, or that the applicant is residing in North Carolina to seek employment or has a job commitment.  
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------         

North Carolina Residency Applicant Declaration  
  

  
I, _______________________________________________(The Patient or Guarantor), verify that I CANNOT provide two North Carolina 
state residency verification documents.  
  
I hereby declare that the above information is true and accurate.  I understand that this declaration form is used to help verify that I meet 
North Carolina state residency requirements for UNC Health Care Charity Care.  I understand that a false or misleading declaration by me 
may result in Charity Care adjustments for which I would not otherwise have qualified, and may subject me to civil and criminal penalties.  
  
  
  
_________________________________________________        ____________________________  
Signature                          Date  

  

Address:   ___________________________________________________________________________________________________  

  
Telephone No:   ___________________________  
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