
 

 
Date:_____________________________ 
 
 
RE:  MEDICAL ASSISTANCE APPLICATION 
 
 
Dear:_____________________________, 
 
As requested, enclosed is the application for the Northern Maine Medical Center’s Medical Assistance 
Program.  This program covers emergent and medically necessary services only, it does not cover 
elective services. 
 
Before processing your request for the NMMC Medical Assistance Program, the following information is 
needed to establish eligibility: 
 

1. Enclosed application and financial questionnaire are to be filled out completely and signed. 
 

2. Please provide the following documentation with your application: 
 

A. Copies of last year’s income tax return along with copies of your W-2s 
B. Copies of the last three month’s bank statements for both checking and savings 

accounts (Used for verification of income) 
C. If you are on Social Security, please include a copy of your check 
D. Proof of income for the last three months.  If you are receiving unemployment, we need 

a copy showing how much you have received for the year. 
E. Letter from the Department of Health and Human Services that shows you have applied 

for MaineCare.  If you are receiving MaineCare, a copy of your card is needed. 
 

3. Information may be brought in person by dropping it off to the Receptionist at NMMC or mailed 
directly to: 
 

Northern Maine Medical Center 
Finance Department 
194 East Main Street 
Fort Kent, ME  04743 

 
Please feel free to contact our Patient Financial Advocate fat 207-834-1826 should you have any 
questions or wish to make appointment arrangements. 
 
    
  
                              
   



 
 

 MEDICAL ASSISTANCE APPLICATION FOR ELIGIBILITY DETERMINATION 
 
 

Patient’s Name:________________________________________________________________________ 
   (Last)     (First)    (MI) 
 
Address:______________________________________________________________________________ 
 
 
Home Phone Number:_________________________________Social Security Number_____-___-_____ 
 
 
Number of persons in the family______ Spouse’s Name__________________________Age____ 
      Dependent’s Name______________________Age____ 
               ______________________Age____ 
               ______________________Age____ 
               ______________________Age____ 
 

 
   Total for last 3 months   Total for last 12 months 
 
Family Income  ______________________  _________________________ 
 
Patient’s Income ______________________  _________________________ 
 
 
 

 
I UNDERSTAND THAT THE INFORMATION WHICH I SUBMIT IS SUBJECT TO VERIFICATION BY NORTHERN 
MAINE MEDICAL CENTER AND SUBJECT TO REVIEW BY FEDERAL AND/OR STATE ENFORCEMENT 
AGENCIES AND OTHERS AS REQUIRED.  I CERTIFY THAT THE ABOVE INFORMATION IS TRUE AND 
CORRECT. 
 
 
____________________________________________  _______________________________ 
Signature       Date 
  



 
 

MEDICAL ASSITANCE PROGRAM – FINANCIAL QUESTIONNAIRE 

 
Patient’s Name:________________________________________________________________________ 
 
INCOME: 
Patient’s Occupation______________________Employer____________________How Long__________ 
 
Gross Weekly Income $____________________Employer Phone #:______________________________ 
 
Spouse’s Occupation______________________Employer____________________How Long__________ 
 
Gross Weekly Income $____________________Employer Phone #:______________________________ 
 
OTHER INCOME: 
 
___________________________________________________________________________________ 
(Rental, Child Support, Social Security, State/Federal Assistance, Unemployment, Investment , etc.) 
 
 

 
MONTHLY EXPENSES:     
 
Rent/Mortage: $____________________  
Phone  $____________________  
Insurance Auto $____________________  
Ins. Home $____________________  
Vehicle loan $____________________     
Electricity $____________________  
Heating  $____________________  
Food  $____________________  
Cable  $____________________  
Credit Card(s) $____________________  
Other Loans $____________________    
Other  $____________________    

PLEASE MAKE PHOTOCOPIES OF YOUR DOCUMENTATION – DO NOT SEND ORIGINALS. 
 
I certify that the information given is correct to the best of my knowledge and belief.  I authorize 
verification of this information. 
 
____________________________________________ _______________________________ 
Signature      Date 
  



 
 

DO NOT COMPLETE – FOR HOSPITAL PERSONNEL ONLY 
 

 
Patient Name:____________________________________________ 
 
Completed Medical Assistance Application was received on: 
 
  _____________________  by:________________________________ 
  Date           Name and Title 
 
Application for uncompensated services: _____ Approved 
      _____ Denied 
 
 
__________________________________________ _______________________________ 
Signature of Approving Official    Date 
 
The following documents were provided to verify income and family composition (return originals to 
patient/guarantor): 
 
 _____ Paycheck Stubs 
 _____ Income Tax Form 
 _____ Other____________________ 
 
HOUSEHOLD INCOME: 
 
Gross Wages 
Farm & Self Employment 
Public Assistance (MaineCare) 
Social Security 
Unemployment 
Worker’s Comp 
VA Budget 
Others 
 
Comments____________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 
_____________________________________________________________________________________ 
 


