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 Financial Assistance Request Form 

CPS Phone: 419-423-0286 

Client Name: ___________________________________ Date: _______________________ 

 Address: _____________________________________ Phone Number__________________ 

Financial Need:  Please Check 

    Insurance Premium (required documents: Premium and receipt of payment, or current Medicare    

SSA Benefit Award Letter) 

 Out of Pocket Medical Cost (required documents: Explanation Of Benefits (EOBs) & Bill(s)

*Emergency Assistance (ex. housing, utility, additional mileage ) *Needs additional paperwork.

Office Use Only 

Amount Approved: Invoice Approved: Date of Approval: 

Current Month Verified By: Approved for Pmt: General Ledger #: 
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