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INCOME VERIFICATION FOR NON-EMPLOYED PATIENTS 
 
 
Date:     ________      
 
Name: ___                                 _________ 

Address:___                               _________  

   ____                       ____________ 

Phone: ____             _________________ 

 
Re:________________                           ___ 
 
I, ___     _______________, am currently financially responsible for the living expenses of 
_____________     ___. 
 
The above named Patient is currently unemployed and is currently not meeting their own financial 
living expenses.  They currently have a monthly income of $0.00. 
 
If you are responsible for additional financial expenses, please list: 
 
__________________________________________________________________ 
 
__________________________________________________________________ 
 
 
 
____________________________ 
  Printed name 
 
____________________________ ___________________ 
  Signature   Date 
 
____________________________ ___________________ 
  LSCC Representative   Date 

 
____________________________  
  LSCC Clinic Location    

 


