
Phone: (802) 264-8124 Fax: (802) 540-0165 www.chcb.org patientsupport@chcb.org 

1. Applicant

Name (Last) (First)   (Middle Initial) 

Street Address  City  State  Zip 

Home Phone Date of Birth_____________ Social Security Number_____________________ 

Single Married Divorced Separated Widowed 

2. Tax Household Members (Who would be listed on your tax return documents. Please include all household members on one form.)

Name Relationship on Taxes CHC Patient? (Y/N) Birth Date Social Security #

1. 

2. 

3. 

4. 

5. 

3. Are you a College/University student?  Yes    No

(If “Yes” you will need to supply a copy of your Free Application for Federal Student Aid [FAFSA] to apply.) 

Can you be claimed as dependent on someone else’s tax return?  Yes  No  

(If yes, additional proof of income will be required) 

3a) Are you experiencing homelessness?  Yes      No (If yes, please check appropriate box below) 

3b)  Doubling up or living with others    Shelter     Street     Transitional Housing 

3c) Where and how long will you be staying there?   

3e) Are you aware of community services for those experiencing homelessness in our community?  Yes  No 

______________________________________________________________________________________________________ 

4. Total Taxable Household Income

(Tax filers and all dependents)

Total Household Members  Wages/Salary $ per = $ 

From Sections 1 & 2  Self-employment $ per = $ 

Unearned $ per = $ 

Total Annual Gross Income $_______________ 

5. Self-Declaration of Income

 Self-Declaration: I declare that I have been working and receiving payments in cash in the amount of 
1. $__________________________ per __________________________   Week    Month   Year

  I have no pay stubs or other documentation to prove my earnings. 

 Self –Declaration: I declare that I have no employment and do not have income of any kind. If you choose this option, 
please explain how you pay for basic expenses including housing, food and utilities: 

________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
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6. Insurance

Do you or your spouse have dental insurance coverage?  Yes  No Insurance Company: 

Do you or your spouse have health insurance benefits?  Yes  No Insurance Company: 

If yes, is it a Vermont Health Connect Policy?  Yes  No 

  Insured - Insurance Provider: _________________________________________________________________________ 

  No medical or dental insurance coverage 

 Filled out State Insurance Application (Green Mountain Care [GMC]) 

 Application pending/Called GMC with patient to check application status 

7. Do you have a medical and dental provider?

 Yes, Medical Provider Name: __________________________________________________________________________ 

 No health care coverage. 

 Yes, Dental Provider Name:    

 No dental coverage. 

Are you interested in receiving information about any of the following community services? 

 Medical 

 Dental 

 Counseling   Food Shelf   Housing 

Would you like us to connect you with these services today?  Yes  No 

8. Signature

By signing below, I give permission to the Community Health Centers of Burlington, Inc. (CHC) to share this document and any 
attachments thereto with University of Vermont Medical Center (UVMMC) for the purposes of enrollment in its sliding fee schedule. 
I understand this sharing of information may decrease any out-of-pocket cost to me for services ordered at CHC but performed at 
UVMMC (e.g., laboratory testing). I also understand that I may revoke this permission if CHC has not yet acted in reliance on it by 
writing ‘do not share with UVMMC next to my signature below and that signing this document is not a condition of receiving 
treatment at CHC or UVMMC. 

To the best of my knowledge, the above information is true and correct. I agree to inform the Health Center of any changes in 
my employment, financial status or housing. If the above information proves to be incorrect, I understand that the discount 
provided to me will be terminated. (I also give permission for the health Center staff to contact my employer or any other 
source to verify income.) 

Patients are expected to provide accurate information about their medical coverage and financial information. Intention- al 
omission or falsification of identity, financial, or demographic information is fraud and may result in dismissal from the 
practice for up to one year. In the event of falsification, the patient will be responsible for the full payment. 

Signature of Applicant Date 

FOR OFFICE USE ONLY 

Auth. Initials           Slide Level             Approval/Denial Date       Renewal Date 

Please return this form with one of the following forms of income verification to 

patientsupport@chcb.org: 

• 2 consecutive paystubs from the last 30 days

• Social Security, disability or pension benefits statements

• IRS Form W2 or 1099

• FAFSA form (if you are a student, you will also need to provide this document)

• Most recently filed tax return (form 1040) Revised 06/21/23.

mailto:patientsupport@chcb.org
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फोन: (802) 264-8124 �ा�: (802) 540-0165 www.chcb.org patientsupport@chcb.org

1.आवेदक
(थर) (नाम) (िबचको प्रथमा�र)

��� ट ठेगाना नगर  प्रा�  िजप

घरको फोन ज� िमित___________       सामािजक सुर�ा न�र

अिववािहत िववािहत स�� िव�ेद  छुिटएको िबधुर/िबधवा

2.कर घरका सद�ह� ((जो तपाईकंो कर दा�खला कागजातह�मा सूचीब� �ने छन् । कृपया एकै फाराममा प�रवारका सबै सद�ह�लाई 

समावेश गनु�होस् ।) 

नाम करमा स�� CHC िबरामी ? (हो/होइन) ज� िमित सामािजक सुर�ा #
1. 

2. 

3. 

4. 

5. 

3. के तपाईं कलेज/िव�िव�ालयका िव�ाथ� �नु�न्छ ?  हो  होइन (यिद "हो" भने आवेदन गन� तपाईंले आफ्नो संघीय िव�ाथ�
सहायताका लािग िन:शु�आवेदन [FAFSA] को प्रितिलिप उपल�गराउनुपन� छ ।)

के तपाईंलाईअ�कसैकोकर दा�खलामा िनभ�र �ने���भनी दाबी गन� सिकन्छ ? हो  होइन

(यिद हो भने, आयकोअित�र�प्रमाणआव�कपन� छ)

3a) के तपाईं हाल घरबारिवहीन �नु�न्छ ? हो होइन (यिद हो भने, कृपया तलको उपयु�बाकसमा िच�लगाउनुहोस्)

3b)जोडा िमलाएर वा अ�सँग ब�े आश्रयस्थल सडक अ��रमआवास

3c) तपाईं �हाँ कहाँ र कित समयस� ब�ु�ने छ ?

3e) के तपाईं  हाम्रो समुदायमा घरबारिवहीन भएकाह�का लािग उपल� सामुदाियक सेवाह� बारे सचेत �नु�न्छ ?  हो 
होइन

________________________________________________________________________________________________________________________________________________________________________________________

4. कुल करयो� घरायसी आय
(कर दा�खला गन� र सबै आिश्रतह�) 

कुर प�रवारका सद�ह� �ाला/तलब $ प्रित = $ 

ख� 1 & 2 बाट �-रोजगारबाट         $ प्रित = $ 

अनािज�त $ प्रित = $ 

कुल वािष�क सकल आय $ _______________ 

5.आयको �-घोषणा
 

 �-घोषणा:   म घोषणा गद�छु िक म काम ग�ररहेको छु र िन� रकम नगद भु�ानीह� प्रा� ग�ररहेको छु:

�ाइिडङ-िफ छुटका लािग आवेदन
घरबारिबहीन �ा�सेवा काय�क्रम 
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1. $__________________________ प्रित __________________________   ह�ा   मिहना   वष�

मेरो कमाइ प्रमािणत गन� मसँग कुनै तलब पच� वा अ� कागजातह� छैनन् ।

 �–घोषणा: म घोषणा गद�छु िक मसँग कुनै रोजगार छैन र कुनै प्रकारको आ�ानी छैन । (यिद यिद तपाईलें यो िवक�
रो��भयो भने, कृपया तपाईलें आवास, खाना र िबजुली, पानी आिद लगायतका आधारभूत खच�ह�का लािग कसरी
भु�ानी गनु��न्छ भनेर �ा�ा गनु�होस् ।)

________________________________________________________________________________________________ 

5.बीमा

तपाईं वा तपाईंको श्रीमान/श्रीमतीको द� बीमा कभरेज छ िक छैन ?  छ
 छैन िबमा क�नी:

तपाईं वा तपाईंको श्रीमान/श्रीमतीको �ा� बीमा लाभ छ िक छैन ?  छ
 छैन िबमा क�नी:

यिद हो भने, के �ो भम�� हे� कने� पोिलसी हो ?  हो  होइन

 बीिमत - बीमा प्रदायकः

 कुनै मेिडकल वा द� िबमाकभरेज छैन
 प्रा�ीय िबमाआवेदनभरेको (ग्रीन माउ�ेन केयर[GMC])

आवेदन िवचाराधीन / आवेदनकोअवस्था जजाँच गन� िबरामी सिहत GMCलाईफोन ग�रयो

के तपाईंको मेिडकल र द� सेवा प्रदायकछन् ?

 हो मेिडकल सेवा प्रदायकको नामः __________________________________________________________________________

 कुनै मेिडकलवा द� िबमाकभरेज छैन । _____________________________________________________________________

 हो, द� सेवा प्रदायकको नामः

 कुनै द� सेवा प्रदायक छैन

िन�सामुदाियक सेवाह�म�े कुनै सेवाको बारेमा जानकारी प्रा� गन� इ�ुक �नु�न्छ ?

 मेिडकल
 द� िचिक�ा
 परामश� फुड से�आवास

के तपाईंआजै हामीले तपाईंलाई यी सेवाह�सँगजोिडदेओस्भ�े चाहनु�न्छ ?  हो  होइन
6. ह�ा�र

तल ह�ा�र गरेर, म Community Health Centers of Burlington, Inc. (CHC) लाई यो कागजात र �समा न�ी ग�रएका कुनै पिन सामग्रीह�
यसको �ाइिडङ शु� अनुसूचीमा नामा�न गन� प्रयोजनका लािग भम�� िव�िव�ालय मेिडकल से�र (UVMMC) सँग आदानप्रदान
गन� अनुमित िदन्छु । म बुझ्छु िक यसरी सूचना आदानप्रदान गना�ले मलाई CHC मा आदेश ग�रएका तर UVMMC (ज�ै, प्रयोगशाला
परी�ण) मा ग�रएका सेवाह�का लािग आफ्नो तफ� बाट गनु�पन� कुनै पिन खच� घटाउन स�े छ । म के पिन बुझ्छु भने CHC ले मेरो
ह�ा�र सँगसँगै "UVMMC लाई प्रदान नगन�" भनी लेखेर यसमा भर परी काकय� गरेको छैन भने म यो अनुमित र� गन� सक्छु र यो
द�ावेजमा तल ह�ा�र गनु� CHC वा UVMMC मा उपचार प्रा� गन� सत� �ँदैन ।

मेरो जाजनकारीमा भएस� मािथको सूचना साँचो र सही हो । म मेरो रोजगारी, आिथ�क �स्थित वा आवासमा कुनै प�रवत�न
भएमा  
�ा� के�लाई जानकारी गराउन सहमत छु । यिद मािथको जानकारी गलत ठह�रएमा, मलाई उपल� गराइएको छुट ब�
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ग�रनेछ भ�े कुरा म बुझ्छु । (म �ा� के�का कम�चारीह�लाई आय �जु गन�को लािग मेरा रोजगारदाता वा अ� कुनै
स्रोतलाई स�क�  गन� पिन अनुमित िदन चाहन्छु।)

िबरामीह�ले उनीह�को मेिडकल कभरेज र आिथ�क िववरणको बारेमा सही जानकारी प्रदान ग�न् भ�े अपे�ा पिन ग�रन्छ । 

जानाजान पिहचान, िव�ीय वा जनसां��कीय सूचना लुकाउनु वा झटूा बताउनु धोखाधडी हो र यसको लािग एक वष�स�
अ�ासबाट बखा�� �न सक्छ । झटूा िववरण िदएमा िबरामीले पूरा भु�ानी गनु�पन� �न्छ । 

आवेदकको ह�ा�र िमित 

OR CHC काया�लयको प्रयोजनका लािग मात्र
आिधका�रक प्रथमा�र                    �ाइड �र   �ीकृत/अ�ीकृत िमित नवीकरण िमित

कृपया यसफारमकोसाथमा िन�आयप्रमाणीकरणका कुनै पिनफारम िफता�
पठाइिदनुहोलाः
patientsupport@chcb.org: 

• गत 30 िदनिभत्रको लगातार दुई वटा तलबको अध�क�ी
• सामािजक सुर�ा, अपा�ता वा पे�न सुिवधा िववरण ।
• IRS फाराम W2 वा 1099

• FAFSAआवेदन (यिद तपाईं िव�ाथ� �नु�न्छभने, तपाईलें योकागजात पिन�ाउनुपन� �न्छ)

• सबैभ�ा पिछ�ोपटक दा�खला गरेको कर िववरण (फाराम 1040)  संशोिधत 06/06/23 । 

mailto:patientsupport@chcb.org
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