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UTMC Financial Assistance Application 

 
You may qualify for FREE or DISCOUNTED care at UT Medical Center.  If you would like to be considered for 
Financial Assistance through UTMC, please complete the application located on the back of this checklist.  It is important 
that you complete the application in its entirety and return all necessary documentation within 240 days following your 
first billing statement to help UTMC determine your eligibility.  Submit your application to UTMC in person, by mail, 
email, or fax to: 
 

Mail:  UT Medical Center Financial Assistance Program 
PO Box 32749 

Knoxville, TN 37930-2749 
 

Fax:  865-251-4413 
Attn:  UT Medical Center Financial Assistance Program 

 
Email:  BOCustomerservice@utmck.edu 

Subject:  Financial Assistance Application 
 

Please call a UTMC Financial Counselor at 865-251-4400 if you have any questions. 
 
 

The documents listed below will help us in evaluating your application. Please complete this form and submit all required 
documentation listed below within 240 days following the first billing statement and submit to UTMC.   
 
 
Proof of Income: 

♦ Must provide one (1): 
 Most Recent Federal Tax Return 
 Recent W-2’s or 1099’s  
 Two (2) most recent pay stubs 
 Written income verification from employer if paid in cash 
 Social Security Benefits letter(s) if no income 
 Documentation of any other source of income:  Pension, Unemployment, Alimony, Child Support, VA 

benefits, etc. if applicable.  
 Any other reasonable form of income verification acceptable by UTMC 

♦ Must provide: 
 Most recent Bank Statement 

 
 
Other Documentation, if applicable:  
 Copy of divorce decree 
 Declination or denial of insurance coverage 

 
 
 
 
Explanation of any missing documentation: 
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I certify that everything in this application is true and correct to the best of my knowledge. I understand that the information provided may be 
verified by UTMC and I authorize UTMC to contact third parties to verify the accuracy of the information provided in this application.  I 
understand that if I knowingly provide false information in this application, I will be ineligible for financial assistance.   
 

Applicant Signature: __________________________________________________________ Date: ____/____/____ 
 
 

Approved: Y    N   Reason: ____________________UT Authorized Signature:________________________ Date: ____/____/____ 


