
       Coverage Assistance & Financial Assistance  

 

CAFA Overview 

The information collected in this application is required in order to determine eligibility for Coverage Assistance and Financial Assistance (CAFA). 

CAFA is a financial assistance program for uninsured patients who have received services with AnMed Hospital and/or AnMed Physician Services. 

Eligibility is based on a patient’s household income as compared to federal poverty guidelines.   

Requirements to Apply for CAFA 

 The patient must be uninsured. 

 The patient must reside in South Carolina or Georgia. 

 The patient must fully cooperate with determination of other coverage options including but not limited to Medicaid, Cobra, Workman’s 

Compensation, Liability, etc.  If additional information and/or proof of income, bank statements, etc. is requested, a letter will be mailed to 

the patient to let them know what is needed and the deadline to submit.  If the information is not received by the deadline, the patient will 

not be eligible for CAFA.   

 The patient must complete the CAFA application in its entirety. 

Documents required to accompany the CAFA Application  
Please send only copies as these will not be returned.  

o Proof of last month’s household income: Check stubs, unemployment letter, Award Letter from SSA. 

o Bank statements for the last two months (checking and/or savings) for all bank accounts patient and spouse are listed on. 

o If legally separated from your spouse, please provide proof of the legal separation. 
 

Patient Information 
Patient Name Social Security Number Date of Birth Account #  

 

Mailing Address City State/Zip 

Street Address if different than above City State/Zip 

County you reside Place of Birth Legal resident/citizen :  Yes    or   No   Lived in US since  

Mother’s Maiden Name Phone Email 

 

LIST ALL HOUSEHOLD MEMBERS 
Name 
 

Date of Birth SSN Relationship to Patient Sex/Race 

 
 
 

  
                       _                         _ 

  

 
 
 

  
                       _                         _ 

  

 
 
 

  
                      _                          _ 

  

 
 
 

  
                     _                           _ 

  

 
 
 

  
                     _                          _ 

  

 
 
 

  
                      _                         _ 

  

If additional space is needed please use the notes section of this application.   

Current Employment 
 
 

Pay Rate                                              Hr/Wk Job title Date of Employment 

Spouse’s Employment 
 
 

Pay Rate                                              Hr/Wk Job title Date of Employment 

 

If there is no household income, please have the person supporting you to complete this section.  

 

 
 

This is to certify that I am/was providing the following type of support and assistance to the above named applicant:   Food       Shelter      Cash   Amount per month: $______________ 
I am not responsible, nor able to pay for any hospital or medical expenses for him/her.   
 
Signature _______________________________________________________________ Phone Number _________________________________________  Date __________________________________ 
 
Address if different from above: _____________________________________________________________ City _______________________________ State _______________ Zip ___________________  

 

 
 

 
 

 

 
 

 
 



Has a member of the household lost their job within the last 60 days?  

 

                          

Check one                             YES                                                      NO  

Did he/she receive a COBRA election Notice?   
 

 

Check one                YES                                        NO 

Did he/she elect COBRA coverage?  
 

 

Check one                YES                                        NO 

Have you or do you plan to apply for disability with Social Security Administration?                            

Check one                             YES  Date _______                            NO  

Are you pregnant?                       YES                        NO   

Were you in foster care in SC at the age 18 or older?               YES                                          NO 
 
 

Monthly Household Income 
Type of income Monthly Gross Income for Applicant Monthly Gross Income for Spouse 

Employment Income $ $ 

Retirement/Pension  $ $ 

Social Security Retirement $ $ 

Social Security Disability Income $ $ 

Unemployment Income $ $ 

Child Support $ $ 

Alimony $ $ 

Other (list source here ___________________) $ $ 
 

Acknowledgement and Signatures 
I hereby certify the information provided in this CAFA application is true, accurate and complete to the best of my knowledge.  I hereby authorize AnMed to contact any person, firm, 
or organization to verify any of the information given and I hereby authorize any such person, firm, or organization to release to AnMed any financial information it may request.  If the 
hospital believes that I may be eligible for coverage, I agree to cooperate with the facility’s efforts in obtaining benefits.   
Applicant Signature                                                                                                                                                                                                                    Date 
 

 
 

Notes 

 

 

 

 

 

 

 

 

 
 

How to submit application:  Hand deliver to:    AnMed Business Office 

522 North McDuffie Street 

Anderson, SC 29621  

   Mail to: AnMed Health  

Attention: Financial Counselors 

800 North Fant Street 

Anderson, SC 29621 

  

 

 

 

 

 

 

 

 

 

 

 

 



Anderson County 

South Carolina 

APPOINTMENT OF PERSONAL REPRESENTATIVE AND 

AUTHORIZATION FOR RELEASE OF INFORMATION 

This is to certify that I, the undersigned, have applied or wish to apply for Medical Assistance benefits for and on behalf of myself or   

(Patient): ______________________________________  I hereby appoint  Financial Counselor(s): _________________________________                                         

or his or her successor on the Financial Counseling staff of AnMed Health, as my agent and personal representative and as the agent and personal 

representative of the Patient for the purpose of initiating applications for such benefits and/or conducting any and all activities associated with 

determining eligibility for such benefits, including, if required, the initiation and conduct of administrative and/or judicial appeals procedures 

concerning eligibility for such benefits.  I also authorize the Hospital to use its own personnel and, at its own expense, to obtain legal consultation 

and representation to evaluate and pursue activities related to a determination of my or the Patient's entitlement to Medical Assistance benefits.  This 

appointment and authorization shall also be valid for purposes of the AnMed Medical Assistance Fund (“AMAP”) and any Hospital charity program 

for which I or the Patient may apply. 

Furthermore, I hereby request and authorize the appropriate County Department of Social Services where any such application is to be made or is 

pending, and the South Carolina Department of Health and Human Services to accept this appointment of my personal representative and agent 

with respect to any application for such benefits and to accept from and release to said personal representative or counsel (or other representative of 

the Financial Counseling staff of AnMed Health) any and all information related in any way to any application and determination of eligibility for such 

benefits.  I specifically request that copies of all notices about or requests for information related to eligibility for such benefits be provided to my 

personal representative at (864) 512-3435   or by mail addressed to the attention of such personal representative at Office of Financial Counseling, 

AnMed Health, Anderson, SC. 

Furthermore, I hereby authorize and direct any other person, firm, corporation, government agency, or other entity (specifically including but not 

limited to the Social Security Administration, all physicians, hospitals, banks, credit unions and insurance companies) who has or may have 

information from records or services rendered prior or subsequent to the execution of this authorization (specifically including but not limited to my 

identifiable health information concerning medical treatment and/or health status, insurance coverage of any type, eligibility for any benefits under 

the Federal Social Security Act, or financial information of any type) that is or may be relevant to the determination of eligibility for such benefits to 

release such information to the said personal representative as he or she may request.  I UNDERSTAND THAT INFORMATION TO BE RELEASED 

MAY INCLUDE INFORMATION REGARDING DRUG OR ALCOHOL ABUSE, SICKLE CELL ANEMIA, PSYCHOLOGICAL OR PSYCHIATRIC 

IMPAIRMENTS, SEXUALLY TRANSMITTED DISEASE, ACQUIRED IMMUNODEFICIENCY SYNDROME (AIDS), AIDS RELATED COMPLEX 

(ARC), HUMAN IMMUNODEFICIENCY VIRUS (HIV) AND/OR GENE-RELATED IMPAIRMENT OR GENETIC TESTING RESULTS. 

This consent may be revoked by me at any time by written notice to the Financial Counselor at the address shown above, except to the extent that 

action has already been taken in reliance on this consent.  Unless so revoked, this consent shall be valid for the longer of three hundred sixty-five 

(365) days from the date indicated below, or until my Medicaid eligibility is finally determined and the time for appeals has lapsed.  I specifically 

waive any lesser time periods or restrictions required by any entity from whom information is requested as set out above.   

The purpose of disclosure is to review these materials in connection with Medicaid, AMAP, or other health benefit eligibility and/or coverage. The 

doctrine of informed consent has been explained to me and I understand the contents to be released, the need for the information, and that there are 

statutes and regulations protecting the confidentiality of authorized information.  I hereby acknowledge that this consent is truly voluntary. 

I further request that a photocopy or telefacsimile of this signed appointment and authorization be accepted and honored as if it were an original.  

This appointment of personal representative is made pursuant to applicable state and federal law including but not limited to 42 C.F.R.  §431.200 et 

seq., 42 C.F.R. §435.907 and §435.908, S.C. Code Regs. §§ 114-410, 126-380, and South Carolina Medicaid Manual §1.02.02. 

Date: ______________________________    Signature ________________________________________________  

___________________________________________________  ________________________________________________ 

Witness        Typed or Printed Name 

 

___________________________________________________ 

Witness 

(Witnesses (2) required if signature is by mark.) 

 

 

 



 



 

 

 

 



 

 

 



 


