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NEW YORK STATE DEPARTMENT OF HEALTH
Bureau of Patient Advocacy

Pwogram Santralize pou Defans Pasyan pou Tretman Plent ki 
gen Rapò ak Lwa sou Èd Finansye nan Lopital (Patient Advocacy 

Centralized Hospital Financial Aid Law Intake Program)

ENFÒMASYON KONTAK

Prenon: ___________________________________________________________________     Siyati: ______________________________________________________________________

Dat: _________________________________

Tanpri bay enfòmasyon kontak ou pou Depatman an

Adrès: _______________________________________________________________________________________________________________________________________________________

Vil:  ________________________________________________________________________________________    Eta: _________________      ZIP: _____________________________

Nimewo Telefòn Lajounen: ____________________________________________     Lòt Nimewo Telefòn: ____________________________________________________

Adrès Imèl:  _______________________________________________________________________________________________________________________________________________

Ki sa ou ye pou pasyan an?: __________________________________________________________

Èske ou vle rete anonim? (gade eksplikasyon ki pi wo a)   Non    Imèl ki kripte

ENFÒMASYON SOU PASYAN AN

Prenon: __________________________________________________________________      Siyati: ______________________________________________________________________  

Dat randevou a: _____________________________      Pwochen Dat Randevou yo: _______________________________________________________________________

Dat Nesans (MM/JJ/AAAA): ________________________      Dat Egzeyat, si sa aplikab (MM/JJ/AAAA): _____________________________________________

ENFÒMASYON SOU ETABLISMAN AN

Non Etablisman an: ______________________________________________________________________________________________________________________________________

Adrès Etablisman an: ____________________________________________________________________________________________________________________________________

Vil:  ________________________________________________________________________________________    Eta: _________________      ZIP: _____________________________
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ENFÒMASYON SOU PLENT LAN

Èske w te depoze yon plent nan etablisman an?:   Wi      Non

Ki sa ki te pase?: __________________________________________________________________________________________________________________________________________

Kilè (dat ak lè) pwoblèm nan te prezante?: ____________________________  (MM/JJ/AAAA)     _______________________ (lè militè)

Èske pwoblèm nan la toujou?:   Wi      Non

Èske rezidan an/pasyan an nan etablisman an toujou?:   Wi      Non

Kijan sa te rive?: __________________________________________________________________________________________________________________________________________

Èske gen lòt moun ki enplike, tankou lòt anplwaye,  
volontè, manm fanmi, lòt pasyan oswa rezidan, vizitè?:   Wi      Non

Si ou reponn wi, idantifye moun yo: ______________________________________________________________________________________________________________

Èske gen temwen?:    Wi      Non

Si ou reponn wi, idantifye moun yo: ______________________________________________________________________________________________________________

Èske w te pran kèk mezi?:    Wi      Non 

Si ou reponn wi, dekri mezi ou te pran yo: ______________________________________________________________________________________________________

Èske w te pale ak Reprezantan pou Asistans Finansye a (Financial Assistance Rep), Reprezantan  
ki jere Eksperyans Pasyan an (Patient Experience Rep) oswa nenpòt lòt anplwaye nan etablisman an?:    Wi      Non 

Si ou reponn wi, idantifye moun yo: ______________________________________________________________________________________________________________

Èske gen ajans otorite lalwa ki enplike?:    Wi      Non 

Èske etablisman an te eseye jere sitiyasyon an?:    Wi      Non

Si ou reponn wi, bay deskripsyon: ________________________________________________________________________________________________________________

Èske w konnen si sa te pase anvansa pou menm moun nan, oswa pou lòt moun?:    Wi      Non 

Si ou reponn wi, bay deskripsyon: ________________________________________________________________________________________________________________

Tanpri itilize espas pi ba a pou bay kèk enfòmasyon adisyonèl ou panse ki enpòtan pou enkli nan plent ou an.  
Tanpri limite enfòmasyon sa a pou l pa depase 10,000 mo. 
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