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D  Authorization 

 

 I hereby authorize the release of the information contained in this application to Sparrow Health 
System for the determination of my eligibility status for financial assistance in accordance with 
Sparrow policies and procedures. All information regarding family size and income 
documentation provided by me in this application is true, accurate and complete as shown. If it is 
determined at any time the information I provided was false or inaccurate, all financial assistance 
will be reversed, and I will accept responsibility for full and immediate payment of any, and all 
outstanding balances. I also agree to accept payment responsibility for any amount due after any 
partial financial assistance discounts.  
 

Print Name: _____________________________________________________________________

Signature: _____________________________________________  Date: ____________________

Please provide proof of income with your application: 

 If employed, three (3) recent pay stubs 

 Social security, pension, or annuity statement 

 Previous year’s tax return, include Schedules related to business income/self-employment 

 Documentation of non-wage income 

 If no income, please complete Basic Needs Verification Form  


