
MARYLAND STATE UNIFORM FINANCIAL ASSISTANCE APPLICATION

Information About You

Patient Name ------------------------------------------------ Phone __________________

Address _____________________________________________________

City State Zip____________

Social Security Number - _________
U S Citizen: Yes No

/Marital Status Single Married Separated
Permanent Resident: Yes No

Employer Name _______________________________________ Phone _.___________________

Work Address ___________________________________________

City State Zip __

Household Members:
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Have you applied for Medical Assistance? Yes No
If yes, what was the date you applied? ______________
If yes, what was the determination? ________________________________________________

Do you receive any type of state or county assistance? Yes No

McCready Foundation, Inc
201 Hall Highway
Crisfield, Md. 2181 7 4 '0 968 1200 x 3321
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