Monadnock Community Hospital

Medication Program Application
NAME: ___________________________________________SSN________-________-________   DOB _____/______/________
ADDRESS: ____________________________________ CITY: ________________________STATE________ ZIP: ___________

TEL # (HOME) ____________________________ (CELL) _____________________ (  FEMALE     (  MALE    
NUMBER IN HOUSEHOLD: ______________               ( SINGLE   (  MARRIED   (  DIVORCED   (  WIDOWED

MONTHLY INCOME: (list total for household) $________________________SOURCE OF INCOME: _____________________

	ASSETS:  (Please list the value/balance of the following if it applies):
CHECKING ACCT: ___________SAVINGS ACCT: ___________CD’S/STOCKS/BONDS_____________IRA: _____________




Name of Medication:                                                  Strength:                                                       Dose:
	1. 
	
	

	2. 
	
	

	3. 
	
	

	4. 
	
	

	5. 
	
	

	6. 
	
	

	7. 
	
	

	8. 
	
	

	9. 
	
	

	10. 
	
	


	Who is your Primary Healthcare Provider (Doctor)? _________________________________________________
Are you allergic to any medications? _____________________________________________________________


Patient Consent and Release for Exchange of Information

Application for the Provision of Care

I certify that the information I have provided in my application is accurate and true to the best of my knowledge and belief.  I understand that even if my application is approved, services are not guaranteed.  I also understand that other documents will be required to provide proof of income.  I give permission to verify my income through the Department of Social Services, Social Security Administration, my employer,  Internal Revenue Service, Veterans Administration and any other company, business, or organization from which I receive income.

By signing the enclosed application, I authorize representatives of Monadnock Community Hospital Medication Bridge Program to ask necessary information of my health care providers, to complete applications for medication assistance and to share this information with pharmaceutical companies as required. 

Patient Signature Authorization

I give permission to the representative of the Patient Assistance Program to sign patient assistance program applications for me on my behalf.  This consent is valid as long as I am a patient of Monadnock Community Hospital’s Medication Bridge Program or until I revoke my permission in writing.

__________________________________                  ________________
                               Signature of Applicant                     



          Date
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