Mat-Su Regional Medical Center

Subject: Originally Issued 2/1998
FINANCIAL ASSISTANCE POLICY Date of Revision 11/2015

Date of Revision 02/2018
POLICY STATEMENT:

In order to serve the health care needs of our community and to comply with the requirements of its Operating
Agreement, Mat-Su Regional Medical Center will provide financial assistance to patients without financial means
to pay for Inpatient, Outpatient and Emergency Room services provided by the hospital. Financial assistance may
cover all or part of the costs of care that patients do not have the financial means to pay, but are limited to
emergency and medically necessary services only. For purposes of this policy, “medically necessary” services are
those that meet Medicare medical necessity criteria.

Financial assistance will be provided to all patients without regard to race, creed, color, or national origin and who
are classified as financially indigent or medically indigent according to the hospital's eligibility criteria, which are set
forth in this Financial Assistance Policy. If at any time the assistance provided pursuant to this policy fails to satisfy
or demonstrates a trend that would result in a failure to satisfy the Operating Agreement, the Hospital shall
promptly adopt revisions that can be expected to remedy such a failure, and submit those revisions to the Board of

Directors for ratification.

PURPOSE:

To properly identify those patients who are financially indigent or medically indigent, who do not qualify
for state and/or federal government assistance or other forms of assistance, and to provide financial
assistance with their Inpatient, Outpatient and Emergency Room medical expenses consistently with the

guidelines for financial assistance.

ELIGIBILITY FOR CHARITY CARE

1. FINANCIALLY INDIGENT:

A. A financially indigent patient is a person who is accepted for care with no obligation or a discounted
obligation to pay for services rendered based on the hospital's eligibility criteria as set forth in these Policy

Guidelines.

B. To be eligible for financial assistance as a financially indigent patient, the patient's total household income
shall be at or below 400% of the current Alaska Federal Poverty Income Guidelines. The hospital may
consider other financial assets and liabilities of the person when determining eligibility.

C. The hospital will use the most current Alaska Federal Poverty Income Guidelines issued by the U.S. Department
of Health and Human Services to determine an individual's eligibility for financial assistance as a financially
indigent patient. The Alaska Federal. Poverty Income Guidelines are published in the Federal



Register in January or February of each year and for the purposes of this Process will become
effective the first day of the month following the month of publication.

D. Uninsured patients who do not apply for financial assistance or who do not qualify for financial
assistance are eligible for a discount based on the hospital uninsured discount policy.

E. The hospital, with Board of Directors approval, may adjust the eligibility criteria from time to time
based on the financial resources of the hospital and as necessary to mest the health care needs of

the community.

2. PRESUMPTIVE ELIGIBILITY:

A. Patients covered by out of state Medicaid where the hospital is not an authorized provider and where
the out of state Medicaid enrollment or reimbursement makes it prohibitive for the hospital to become
a provider, will be eligible for financial assistance upon verification of Medicaid coverage for the
service dates. No other documents will be required in order to approve the application for assistance.
The patient will not be required to make a formal application for assistance. The hospital may submit
the application and verification of coverage as proof of qualification.

B. Medicaid patients who exhaust their coverage and benefits will also be eligible for financial assistance
for those medically necessary hospital services.

C. Deceased patients with no estate will automatically qualify for financial assistance.

MEDICALLY INDIGENT:

A. A medically indigent patient is a person whose medical bills after payment by third party payers
exceed a specified percentage of the person's annual gross income as defined herein and who is
unable to pay the remaining bill.

B. To be eligible for financial assistance as a medically indigent patient, the patient must owe, after
payment by third party payers, an amount on medical bills for the prior 12 month period that exceeds
25% of the patient's annual gross income and the patient must be unable to pay the remaining bill.
The hospital may consider other financial assets and liabilities of the person when determining ability
to pay.

C. A determination of the patient's ability to pay the remainder of the bill, or portion of the bill, will be
based on whether, in the hospital’s judgment, the patient reasonably can be expected to pay the
account, or portion thereof, over a 3-year period.

D. The patient shall be eligible for a discount for any amount beyond what the patient is expected to pay
over a 3-year period, after meeting all other criteria.

E. If the hospital determines that a patient had the ability to pay the remainder of the bill, such a
determination does not prevent a reassessment of the patient's ability to pay at a later date should
there be a change in the patient's financial status.



LIMITATIONS ON PATIENT CHARGES

A. For emergency and medically necessary care, the hospital will not charge any patient who is

determined to be eligible for financial assistance more than the “AGB percentage” (amounts generally
billed) of its full price before any contractual allowances, discounts, or deductions for the services
provided as a part of such care. The amount billed to the patient determined to be eligible for financial
assistance will not exceed the AGB percentage.

The AGB percentage used in complying with this section is determined using the look-back method, as
those methods are defined in federal tax law. The hospital has prepared a document, which is
available at www.matsuregional.com, on the “‘Community” tab, setting forth the AGB percentages used
for| thle cgrrent year, and describing in detail the method through which those AGB percentages are
calculated.

PARTICIPATION IN THIS POLICY

A. This policy covers all emergency and medically necessary care provided by the hospital and its

B.

employees.

Some third-party health care providers that provide emergency and medically necessary care within
the hospital under contract to the hospital may not extend financial assistance in accordance with this
policy, choosing instead to apply their own policies for financial assistance.

A list of all of the third-party health care providers that provide emergency and medically necessary
care within the hospital under contract is available at www.matsuregional.com, on the “Community”
tab. This list indicates whether or not each third-party health care provider follows the criteria and
procedures for extending financial assistance set forth in this policy.

THE PROCESS

1. Publicity for Assistance Program:

A. All hospital facilities maintain posted signs, in English, Exhibit A and Russian, Exhibit B.
One sign shall be posted in each admitting office; one in the emergency and urgent care
lobbies; and one in each Financial Counselor office that inform customers that financial
assistance is available and what the criteria for assistance are.

B. All self-pay patients are asked to complete the Financial Assistance form "FA",
Attached in English and Russian during the registration or financial counseling process.

C. The hospital will provide written information about the availability of financial assistance
without charge during the registration process for each patient or upon request at any other
time.

D. The hospital will post information regarding the availability of financial assistance, and this
policy, in an easily accessible location on the hospital's web site.

E. The hospital will provide prominently placed information on all billing notices about the
availability of financial assistance.

F. The hospital will take other actions that hospital management deems appropriate to notify



and inform members of the community about the availability of financial assistance.
2. Procedures for Evaluating Applications:

A. All self-pay accounts will be screened for potential Medicaid eligibility as well as coverage
by other sources, including governmental programs. During this screening process an "FA"
will be completed if it is determined that the patient does not appear to qualify for coverage
under any program.

B. The "FA" will be sent to the Business Office for final determination by the Financial Counselor
or Business Office Manager.

C. If the Financial Counselor determines through the application and documented support that
the patient qualifies for financial assistance, she/he will give the completed and approved
"FA" to the BOM for approval authorization, prior to write off.

D. The following documents will be required to process the application: copies of current
monthly expenses/bills, copies of the previous year's income tax return, current copy of
employers check stub, proof of any other income, copies of all bank statements for prior 3
months, and copies of all other medical bills. The hospital has the option to pull a credit
report to verify information and determine if there are credit cards with available credit that
the balance, or portion thereof, could be charged to the credit card. Where patient/guarantor
indicates no income, no bank account or does not file taxes, a credit report is required and
must be reviewed to determine if there is conflicting information that indicates income.
However, if the patient is covered by Medicaid or other similar State or Federal programs
(such as Family Planning) a credit report would not be required since income verification
has already been validated in order for the patient to be covered under such program.
Unless the patient can explain why the credit report reflects conflicting information such as
open lines of credit that are current, mortgage loans that are current, credit cards that are
current(any one or combination), or credit scores above 600, the financial assistance
application may be denied. Acceptable explanations such as recent loss of employment
must be supported through documentation such as termination letter or a letter from prior
employer stating that the patient/guarantor is no longer employed as of (date). Low credit
scores (below 350) will be indication of support for statements such as 'do not file taxes or
have no bank account. Where the patient/guarantor indicates they do not file federal tax
returns, the hospital will request that the patient/guarantor complete IRS form 4506-T
(Request for Transcript of Tax Return). The patient/guarantor should complete lines 1-5 after
the hospital has completed lines 6-9. Hospital will complete line 6 by entering '1040', will
check boxes 6(a) and box 7. In box 9, hospital will enter prior year and prior 3 years. (Exhibit
F-example and a blank form).

E. The Financial Counselor will contact any vendor who may be working the account as soon
as practicable, to stop all collection efforts on the account.

F. If the "FA" is incomplete it will be the responsibility of the Financial Counselor to contact the
patient via mail or phone to obtain the required information.

G. Applications that remain incomplete after 45 days may result in denial of application.

H. The application may be reopened and reconsidered once the required information is
received.



L The Business Office Manager (or Assistant BOM) is responsible for reviewing every
application to make sure required documents are attached, prior to submitting to CFO or
CEO for review and approval. All fields on the application must be completed properly.
Drawing lines through fields such as income is not appropriate. If the income is Zero, zeros
must be entered.

J. Medicaid patients who receive covered services that meet Medicare medical necessity, but
have exhausted state benefit limits (IE limited IP days or limited annual ER visits, for
example), will not be required to provide any supporting documents providing verification of
Medicaid coverage for the service dates is completed.

3. FACTOR TO BE CONSIDERED FOR FINANCIAL ASSISTSANCE DETERMINATION

A. The following factors are to be considered in determining the eligibility of the patient for
financial assistance:

Gross Income

Family Size

Employment status and future earning capacity

Other financial resources

Other financial obligations

The amount and frequency of hospital and other medical bills

Sokhwn-~

B. The income guidelines necessary to determine the eligibility for financial assistance as a
financially indigent person and the minimum discounts to be applied to eligible charges are
attached on Exhibit "D". The current Alaska Federal Poverty Guidelines are attached as
Exhibit E and they include the definition of the following:

-—

Family
2. Income

4, FAILURE TO PROVIDE APPROPRIATE INFORMATION

Failure to provide information necessary to complete a financial assessment within 45 days of the
request may result in a negative determination. The account may be reconsidered upon receipt of
the required information, providing the information is received within 240 days from the first patient
billing date.

5. TIME FRAME FOR ELIGIBILITY DETERMINATION

A determination of eligibility will be made by the Business Office within 30 working days after the
receipt of all information necessary to make a determination.

Once the eligibility determination has been made, the results will be documented in the comments
section on the patient's account and the completed and approved "FA" will be filed attached to the
adjustment sheet and maintained for audit purposes. The CEO, CFO, BOM will signify their review



and approval of the write-off by signing the bottom of the Charity Care/Financial Assistance Program
Application form. The signature requirements will be based on the CHS financial policy for approving
adjustments.

7. PROCESSING PROCEDURES:

A. Once approved for financial assistance, the account will be moved to the appropriate
financial class until the adjustment is processed and posted/credited to the account. After the
adjustment is posted, if there is a remaining balance due from the patient, the financial class
will be changed to self-pay.

B. Once an account has been written off to bad debt per the Hospital's Bad Debt Policy, and at
least 240 days have elapsed since the hospital mailed the first billing statement for the care
involved, the care involved will no longer be eligible for financial assistance.

C. In the event of the patients inability to pay the remaining balance due from the patient see
the Collection Cycle Policy which is available at www.matsuregional.com, on the
“Community” tab.

8. REPORTING OF FINANCIAL ASSISTANCE

Information regarding the amount of financial assistance provided by the hospital, based on the
hospital's fiscal year, shall be aggregated and included in the annual report filed with the Mat-Su
Valley Medical Center, LLC Board of Directors. These reports also will include information concerning
the provision of government sponsored indigent health care and other borough benefits.



Exhibit A
FINANCIAL ASSISTANCE POLICY

This hospital will provide financial assistance to persons who are unable to
pay for their care.

In order to be eligible for assistance, you must:

* Have no other source of payment such as insurance,
or savings; or have hospital bills beyond your
financial resources; and

* Complete an application and provide information required by the
hospital, including proof of income and financial resources.

Forms and information about applying for financial assistance are available
upon request, or on hospitals web page at www.matsuregional.com, on the

“Community” tab.

Please complete the Financial Assistance Application and return the completed form to: Pat Allen, Financial Counselor,
Mat-Su Regional Medical Center, or the completed form may be mailed to the following address:

MatSu Regional Medical Center
P O Box 1687
Palmer, Alaska 99645
Attention: Pat, Financial Counselor (907) 861-6579

Our FA application is provided in two languages, English and Russian, available at www.matsuregional.com, on
the “Community” tab.




Exhibit B
An "Availability of Financial Assistance” sign will be provided in Russian.

NMPABUJIA MONYYEHUA BECIMJIATHOMO MEAULMHCKOIO
OBCNYXUBAHUA

HAanHan GonbHMLA Oka3biBaeT MegULMHCKUE ycnyru naumueHTaMm, KotTopbie He
MOFYT 3annaTUTb 3a CBOe Jie4eHue.

Ans nony4enns npaea Ha 6ecnnaTHoe MeaULMHCKOe obcnyxusaHue Bam
Heo6X0AMMO COOTBETCTBOBATL CNEAYHOWMUM KpUTEepMAM:

* He UMeTb fONO/THNTENLHLIX MCTOYHUKOB ONNaThl YCNyr, HanpuMep,
CTPaxoBKK, NPaBUTENILCTBEHHbIX NOCOGUI UNKu c6epexeHuit; NM6o

" UMeTb GoNbHUYHbIE CHYeTa Ha CyMMY, NPEBLIWAIOULYI0 06LEeM NMEHLUXCS
ACHEXHbIX CPeACTB; a TaKKe

" NpenocTaBUThb AOKYMEHThI, noaTeepxaarowme pasMep U UICTOYHUK Agoxonga;
]

® 3anonHUThb 3asiBrleHUe C ykaszaHMem Bcel HeoBXoaMMOi Ana GonbLHULLI
uHdopmauuu.

BnaHk 3asiBnenus Ha okasaHue BecnnaTtHoro MeauLluHCcKoro Oﬁcﬂyx(MBaHMﬂ, a TaKke
mobas gononHuTEnbHaN Mchopmame npeaocTaBnsalTCa No 3anpocy.

PATIENT NAME:

DATE:

[patient label]



Mat-Su Regional Medical Center

Exhibit C

Financial Assistance Program Application-English

Patient Account Number

PATIENT INFORMATION

Name

Address

City

State/Zip

Employer

Address

City

State/Zip

Work Phone

Length of Employment

Supervisor
Checking: Yes__
Savings: yes

Cash on hand: $.

Date of Application

PARENT/GUARANTOR/SPOUSE

Name

Address

City

State/Zip

Employer

Address

City

State/Zip

Work Phone

Length of Employment

Supervisor
RESOURCES
Vehicle 1: Yr Make.

Vehicle 2: Yr Make

Vehicle 3: Yr Make

Model

Model
Model




Mat-Su Regional Medical Center

Exhibit C (continued)
Financial Assistance Program Application

INCOME

Patient/Guarantor $ Spouse/2™ parent $
Wages (monthly) Wages (monthly)
Other Income $ Other Income $
Child Support Child Support
VA Benefits $ VA Benefits $
Worker's Comp $ Workers Comp $
Ssi $ SSi $
Other $ Other $

LIVING ARRANGEMENTS
Rent Own Other
Landlord/Mortgage Holder
Phone number Monthly Payments $

REQUIRED DOCUMENTS
The following documents must be attached to process your application for Financial Assistance:

Proof of Income: Prior year income tax return, last 4 pay check stubs, letter from employer,
Social Security, etc. Last 3 months bank statements. Other documents as requested.

Proof of Expenses: Copy of mortgage payment or rental agreement, copies of all monthly bills
(including credit cards, bank loans, car loans, insurance payments, utilities, cable and cell phones).
Other documents as requested.
The information provided in this application is subject to verification by the hospital and has been provided to
determine my ability to pay my debt. | understand that any false information provided by me will result in
denial of any financial assistance by the hospital.
The Hospital reserves the right to pull a copy of your credit report.

Signature of Applicant

Hospital Representative Completing Application:

The signatures are an indication of your review of the application and supporting
documentation and that you find the information to meet policy requirements.

Approval/Authorization of Charity Write-Off Amount Approved $

BOM CEO
CFO
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PervoHarbHbii MeauUMHCKi LenTp Mat-Su
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Apyroe: § Opyroe: $
XUNBE
ApeHga v CobicTaeHHoe Apyroe (nosckure)
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Homep Tenedona o ExemecayHas nnara $

HEOEXOAWUMBIE JOKYMEHTbI
K Bawuemy 3ansnenmio Ha nosy4eHue BnaroTeopuUTENLHOI NOAREPXKA/UHHCOBOI! NoMOLL|W Heobxoanmo
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MonTeepxaerme noxoga: Aeknapauus no "OAOXORHOMY HaNOry 3a NPOLLIBIA FO], KOPELLIKK NochegHmX 4
JEKOB Ha Bbinnary sapaGoTHoii nnatel, nucsmo ot paGoTogatens, OpraHa couuansHoro obecnéuenus u
T. 8., BbINUCKY MO GaHKOBCKOMY CYeTy 3a riocneaHue 3 Mecaua. fipyrue gokymeHTbI no TpeBosanuio.

MonTeepxaenue pacxoaos: koms AOroBOpa 3anora Uit apEHAbI, KOMUN BCEX EXEMECAYHbIX CHETOB
(BKMIO4ER KDEAUTHLIE KADThI, GAHKOBCKHE 3aifMbl, 3aiMbl Ha npuoBpeTeHue asTomoBung, cTpaxosuie
rnavexiu, CYeTa 3a KOMMyHansHble ycriyru, CTALMOHAPHBIH U MOBUTbHIH TenedoH). Opyrve fokymeHTb! no

TpeboBaHuio,

»
WHchopmayus, nanoxerHas s HacToALUem 3aABNEHUM, NOANEXUT NpoBepKe COTPYAHUKEMM BONbHALL! U Bbinia
MIDEAOCTABNEHA C LENbIO ONPenenTs Mot CoCOBHOCTb NOFACHTS SBROMKEHHOCTL. A NOHUMalo, YTO B Cyyae
yKasahist MHOI0 HeBEPHOI MHEOpMaLK GoneHuLa oTKaMeT MHe B NpeRocTaBnexuy kakoi-nubo uxancoroli

MOMOLLM,
Bonuruua ocraenser 3a co6oii fipaBo mony4uTL KONWIO Balleii KPegUTHOI ucropuu.

Noanuck 3ansuTens o .

Cotpynnuk GonbHULpI, 0(OPMUBLIKIA 3aRBNEHNE: o
Moanucy ykaswieatoT Ha To, 410 Bbl paccMoTpeni 3asBneHue 1 CONPOBOAUTENLHYIO AOKYMEHTALIWIO 1 HaxoguTe
UHbopmaumio COOTBETCTBYIOLLEI YCTaHOBNEHHBIM NPaBUNaM,

Ono6peHue/paspewenve Ha npegocTasnexue

GnaroteopuTentHoi nofgepxKn Ono6peHas cymma $

Pykosoautent nogpasnenenus - leHepansHbiil aupexTop
®uHaHCoBLIN AupexTop




Exhibit D
Income Guidelines for Determining % of Discount
(For Financially Indigent Patients)

Based on Current Year Federal Poverty Income Guidelines

% of Poverty Income Discount from charges
Equal to or Below Poverty 100%

100-150% 100%

151-200% 75%

201-300% 50%

301-400% 25%



Exhibit E

Poverty Income Guidelines for 2015

MAT-SU REGIONAL

MEDICAL CENTER

FINANCIAL MEANS PROGRAM

2018 ALASKA FEDERAL POVERTY GUIDELINE
Effective January 13, 2018

INCOME MUST FIT WITHIN THE ALASKA FEDERAL POVERTY GUIDELINES BELOW TO QUALIFY

INCOME PER MONTH
HOUSEHOLD 100% 200% 300% 400%
1 $1,265 $2,530 $3,795 $5,060
2 $1,715 $3,430 $5,145 $6,860
3 $2,165 $4,330 $6,495 $8,660
4 $2,615 $5,230 $7,845 $10,460
5 $3,065 $6,130 $9,195 $12,260
6 $3,515 $7,030 $10,545 $14,060
7 $3,965 $7,930 $11,895 $15,860
8 $4,415 $8,830 $13,245 $17,660
FOR EACH
ADDITIONAL
PERSON ADD $450 $900 $1,350 $1,800
DISCOUNT 100% 80% 60% 40%

Incomplete applications will not be considered for the Financial
Means Program.



EXHIBIT F
(Attach IRS Form 4506-T blank form and example of completed form)

4506_"' Request for Transcript of Tax Return
Eorm » Do not sign this form unless all applicable lines have been completed. OMBNG. 154571672
(Rev. Seplember 2015) > Request may be rejected if the form is incomplete or illegible. '
Department of the Treasury q Y be rej P gible.
Intemal Revenue Service » For more information about Form 4506-T, visit www.irs.gov/form4506t.

Tip. Use Form 4506-T to order a transcript or other return information free of charge, See the product list below. You can quickly request transcripts by using
our automated seli-help service tools. Please visit us at IRS.gov and click on “Get a Tax Transcript...” under “Tools” or call 1-800-808-9946. If you nesd a copy
of your retum, use Form 4506, Requsst for Copy of Tax Return, There is a fee to get a copy of your return,

i 1b First social security number on tax retur, individuat taxpayer identification

1a Name shown on tax return. If a joint retum, enter the name
shown first. number, or employer identification number (see instructions)
|

2b Second social security ber or individ pay
identification number if joint tax retum

2a Ifajoint return, enter spouse’s name shown on tax return.

3 CGurrent name, address (including apt., room, or suite no.), city, state, and ZIP code (sse instructions)

4 Previous address shown on the last return filed if different from line 3 (see instructions)

§ If the transcript or tax information is 1o be mailed to a third party {such as a mortgage company), enter the third panty's name, address,

and telephone number.

Caution: If the tax transcript is being mailed to a third party, ensure that you have filled in lines 6 through 9 before signing. Sign and date the form once
you have filled In these lines. Completing these steps helps to protect your privacy. Once the IRS discloses your tax transcript to the third party listed
on line 5, the IRS has no control over what the third party does with the information. If you would iike to limit the third party’s authority to disclose your
transcript information, you can specify this limitation in your written agreement with the third party.

Transcript requested. Enter the tax form number here (1040, 1065, 1120, ete.) and check the appropriate box below. Enter only one tax form

number per request. »

a  Retum Transcript, which includes most of the line items of a tax retum as filed with the IRS. A tax retumn transcript does not reftect
changes made to the account after the return is processed. Transcripts are only available for the following returns: Form 1040 series,
Form 1085, Form 1120, Form 1120-A, Form 1120-H, Form 1120-L, and Form 1120S. Return transcripts are available for the current year
and returns processed during the prior 3 processing years, Most requests will be processed within 10businessdays . . . . . . [J

b Aceount Transcript, which contains information on the financial status of the account, such as payments made on the account, penalty
assessments, and adjustments made by you or the IRS after the return was filed. Return information is limited to items such as tax liability
and estimated lax payments. Account transcripts are available for most returns, Most requests will be processed within 10 business days d

pt and the Account

6

Record of Account, which provides the most detailed information as it is a combination of the Return Transcri
Transcript. Available for current year and 3 prior tax years, Most requests will be processed within 10 business days O

7 Verification of Nonfiling, which is proof from the IRS that you did net file a return for the year. Current year requests are only available
after June 15th. There are no availability restrictions on pricr year requests. Most requests will be processed within 10 business days. . []
8 Form W-2, Form 1099 series, Form 1098 series, or Farm 5498 series transcript. The IAS can provide a transcript that includes data from
these information retumns. State or local information is not Included with the Form W-2 information. The IRS may be able to provide this
transcript information for up to 10 years. Information for the current year is generally not available until the year after it is filed with the IRS. For
example, W-2 information for 2011, filed in 2012, will likely not be available from the IRS until 2013, If you need W-2 information for retirement
purposes, you should contact the Social Security Administration at 1-800-772-1213. Most requests will be pracessed within 10 business days . []
Caution: If you need a copy of Form W-2 or Form 1099, you shauld first contact the payer. To get a copy of the Form W-2 or Form 1099 filed
with your return, you must use Form 4506 and request a copy of your return, which includes afl attachments.

9 Year or period requested. Enter the ending date of the year or period, using the mm/dd/yyyy format. If you are requesting more than four
years or periods, you must attach another Form 4508-T. For requests relating to quarterly tax retums, such as Form 941, you must enter

each quarter or tax period separately. I J / [ / / ] / / f ) / /

Caution: Do not sign this form unless all applicable fines have been completed.

Signature of taxpayer(s). | declare that | am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtain the tax
information requested. If the request applies to a joint return, at least one spouse musl sign. If signed by a corporate officer, 1 percent or more
shareholder, partner, managing member, guardian, tax matters partner, executor, receiver, administrator, trustee, or parly other than the taxpayer, t
certify that | have the authorily 1o execute Form 4506-T on behalf of the taxpayer. Note: For transcripts being sent to a third party, this form must be

received within 120 days of the signature date,

[] Signatory attests that he/she has read the attestation clause and upon so reading declares that he/she Phone number of taxpayer on line
has the authority to sign the Form 4506-T, See instructions. taor2a

’ Signature (see instructions) Date ) T
Sign }
Here Title (if line 1a above is a corporation, partnership, estate, or lrusl)_
) Spouse’s signature == F—— o Date T
Form4506-T Rev. 9-2015)

For Privacy Act and Paperwork Reduction Act Notice, see page 2. Cat. No, 37667N



. 4506."' Request for Transcript of Tax Return

(F:;vaen . » Do not sign this farm unless all applicable lines have been completed. OMB No, 1545-1872
Wmtdmﬂw > Request may be rejected if the form is incomplete or illegible.

Intemal Revenue Service » For more information abaut Form 4506-T, visit www.irs.gov/form45061.

Tip. Use Form 4506-T to order a transcript or other retum information free of charge. Ses the product list below. You can quickly request transcripts by using
our automated seif-help service tools, Please visit us at IRS.gov and click on “Get a Tax Transcript...” under “Tools” or call 1-800-808-9946. If you need a copy
of your return, use Form 4506, Request for Copy of Tax Retumn, There is a fee to get a copy of your retumn.

1b First soclal security number on tax retum, individual faxpayer identification
number, or employer identification number (see instructions)

1a Name shown on tax return. If a joint return, enter the name

shown first.
Patient A 000-00-0000
2a If a joint return, enter spouse’s name shown on tax return, 2b Second sacial security number or individual taxpayer

identification number if joint tax retum

3 Current name, address {including apt., room, or suite no.), city, state, and ZIP code (see instructions)

Patient A, PO Box, Palmer, AK, 99645
4 Previous address shown on the last return filed if different from line 3 (see instructions)

§ If the transcript or tax information is to be mailed to a third party (such as a morigage company), enter the third party's name, address,
and telephone number.

Cautlon: If the tax franscript is being mailed to a third party, ensure that you have filled in lines 6 through 9 before signing. Sign and date the form once
you have filled in these lines. Completing these steps helps fo protect your privacy. Once the IRS discloses your tax transcript to the third party listed
on line 5, the IRS has no control over what the third party does with the information. If you would like to limit the third party's autharity 1o disclose your

transcript information, you can specily this limitation in your written agreement with the third party.

Transcript requested. Enter the tax form number here (1040, 1065, 1120, etc.) and check the appropriate box below. Enter only one tax form

number per request. P 1040

Retumn Transcript, which includes most of the line items of a tax return as filed with the IRS. A tax retum transcript does not reflect
changes made to the account afler the retum is processed. Transcripts are only available for the following retums: Form 1040 series,
Form 1065, Form 1120, Form 1120-A, Form 1120-H, Form 1120-L, and Form 1120S. Return transcripts are available for the current year
and returns processed during the prior 3 processing years. Most requests will be processed within 10 businessdays . . . . .
b Account Transcript, which contains information on the financial status of the account, such as payments made on the account, penalty

assessments, and adjustments made by you or the IRS after the return was filed. Return information is limited to items such as tax liability
and estimated tax payments. Account transcripts are available for most retums. Most requests will be processed within 10 business days . []

pt and the Account

6

Record of Account, which provides the most detailed information as it is a combination of the Return Transcri
Transcript. Available for current year and 3 prior tax years. Most requests will be pracessed within 10 business days

7 Verification of Nonfiling, which is proof from the IRS that you did not file a return for the year, Current year requests are only available
after June 15th. There are no availability restrictions on prior year requests. Most requests will be processed within 10 business days. .
8  Form W-2, Form 1099 series, Form 1098 series, or Form 5498 series transctipt. The IRS can provide a transcript that includes data from
these information retums. State or local information is not included with the Form W-2 information. The IRS may be able to provide this
transcript information for up to 10 years. Information for the current year is generally not available until the year after it is filed with the (RS. For
example, W-2 information for 2011, filed in 2012, will likely not be available from the IRS until 2013. If you need W-2 information for retirement
purposes, yau should contact the Social Security Administration at 1-800-772-1213. Mast requesls will be processed within 10 business days . []
Caution: If you need a copy of Form W-2 or Farm 1098, you should first contact the payer. Te get a copy of the Form W-2 or Form 1099 filed
with your return, you must use Form 4506 and request a copy of your retutn, which includes all attachments.

9 Year or period requested. Enter the ending date of the year or period, using the mm/dd/yyyy format, If you are requesting more than faur
years or periods, you must attach another Form 4506-T. For requests relating to quarterly tax retums, such as Form 941, you must enter

h quarter o tax period tely.
cach quenterortax period separteY- |2 4 31 4 aois |12 £ 31 / 2010 |12 / m /o3 |12 / 31 / 2012

=

Caution: Do not sign this form unless all applicable lines have been completed.

Signature of taxpayer(s). | declare thal | am either the taxpayer whose name is shown on line 1a or 2a, or a person authorized to obtain the fax
information requested. If the request applies to 2 joint return, at least one spouse must sign. If signed by a corporate officer, 1 percent or more
shareholder, partner, managing member, guardian, tax matters parlner, executor, receiver, administrator, trustee, or party other than the taxpayer, |
cerlify that | have the authority to execute Form 4506-T on behalf of the taxpayer. Note: Far transcripts being sent 1o a third party, this form must be

received within 120 days of the signalure date.

[[] Signatory attests mat_ he/she has read the atta._statiun‘clause and upon so reading declares that he/she Phone number of taxpayer on line
has the authority to sign the Form 4508-T. Se¢ instruclions. laor2a

} Signature (see instructions} Date o
Sign
Here ) Title (if line 12 above is a corporation, partnership, estale, or trust) = -
’ |
Spouse’s signature — Date -
Cat. No. 37667N Form 4506-T (Rev. 9-2015)

For Privacy Act and Paperwork Reduction Act Notice, see page 2.



