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Date



Ms. Patient Last name 123 Fern Drive
Fantasy, CT 12345

Patient Name: Last name, Patient Account: MX01234567 Balance Due: $1,137.01

Dear Ms. Last name:

This letter is to inform you that your request for financial hardship has been denied for the following reason(s):

Application Not Received Application Incomplete
2011 Federal Income Tax Form with W-2 Not Enclosed Four Weeks Pay Stubs not enclosed
Documentation Supporting Other Income Sources Not Included

Notarized Letter from Supporting Source
YNHH Free Care Approved or Denial Letter		

If we do not receive the information required within the next ten days, we will proceed with our regular collection process. Please contact me at 203-785-4216 should you have any additional question or require further information.

Sincerely,



Ms. Representative Collection Representative 203.785.4038
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