
FINANCIAL ASSISTANCE FOR EMS PATIENTS POLICY 

 
 

Charles County Government 
Department of Emergency Services 

Emergency Medical Services Division 
P.O. Box 630354 

Baltimore, Maryland  21263-0354 

Please complete the Financial Assistance Request for EMS Services below by filling out all sections which 
apply to you.  If some of the information is already on the form, please check to be sure that it is correct.  Don’t 
forget to sign the form.  Please return this form to us as soon as possible.  WE CANNOT PROCESS YOUR 
REQUEST UNTIL WE RECEIVE THIS SIGNED FORM.  Thank you. 

FINANCIAL ASSISTANCE REQUEST for EMS SERVICES 

PATIENT’S NAME: _____________________________________     S.S.#: __________________________ 

PATIENT’S ADDRESS:  _________________________________     ACCT #: ________________________ 

                                           _________________________________      PHONE: _______________________ 

NAME OF RESPONSIBLE 
PARTY (if other than patient):  _____________________________     S.S.#: __________________________  

MONTHLY HOUSEHOLD GROSS INCOME: $ ______________      HOUSEHOLD SIZE: _____________ 

FOR FULL AND COMPLETE CONSIDERATION, I HAVE ATTACHED AT LEAST ONE OF THE 

FOLLOWING RECENT DOCUMENTS TO CERTIFY THAT THE ABOVE REFERENCED GROSS INCOME IS 

TRUE AND ACCURATE:  (Please check all of the following that are attached) 

       Paycheck Stub (dated within the last sixty (60) days.) 

       Primary bank statement (dated within the last sixty (60) days.) 

       Income Tax forms  (most recent year.) 

I hereby request of Charles County that I, as the applicant or responsible party for the above 
named applicant or account, be considered for a reduction in my payment responsibility.  I certify that the 
patient has no insurance that can be billed for this charge, that the above information is true and accurate 

to the best of my knowledge and that I will be held responsible for any false statements made herein.  I also  
agree to notify Charles County if my situation changes and the reduction is no longer necessary. 

________________________________________________________                                 _________________ 

                                             Signature                                                                                                          Date 

If you have any questions or need further assistance,  

please call Meridian Financial Management at (888)429-5380. 

Please mail completed form and applicable documentation to: 

CHARLES COUNTY COMMISSIONERS 

P.O. BOX 630354 

BALTIMORE, MARYLAND 21263-0354 

ADMINISTRATIVE USE ONLY 
Annual Gross Income based on information provided:  $ ________________________    Acct #: _____________________ 
 
     Approved           Payment responsibility of: _________________ %              Revised Amount Due: $ _______________ 
 
     Denied               Reason: ____________________________________________________________________________ 
 
Date MFM notified: _________________            Contact Person : _____________________________________________ 
 
Approved/Denied by: ___________________________________________________      Date: ______________________ 
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