
Ryan White Part A Request for Emergency Financial Assistance
                                                         Fiscal Year 2016 - 2017
           MEDICAL FEE-FOR-SERVICE
Client URN: ______________________________

Case Manager: _______________________________          Email ______________________________

Supervisor: ___________________________________        Email ______________________________

Agency:  ______________________________________________________________________________

Address:  	

	Date received
	Date reviewed
	Application Status 
	Status date

	
	
	
	

	
	
	
	

	
	
	
	



  
  Phone:  	          Fax:  	__________________________

Reason for Request (Please be specific. “No other funding available” is not acceptable):

Identify all other funding sources you have applied to in order to get this request paid, and note amount(s) received. That amount will be deducted from the requested amount, unless otherwise indicated.


Medicaid/Husky  	

ACA  	

        CIPA

          Medicare     ______
[bookmark: _GoBack]
                 Other (e.g. VA) _________________________







Amount of request: ____________________             Checks Payable to: _________________________

Mail Check to:  _______________________________________________________________________


	
Case Manager Signature: _____________________________________   Date ___________________

Case Managers Supervisor Signature _________________________ Date: ________________












Fax:  	



Email:  	

