
INDIGENT CARE PROGRAM/FINANCIAL ASSISTANCE PROGRAM 

Attached is an application for possible financial assistance. To be considered eligible for financial assistance or to 
maintain your current eligibility, please complete the application in pen or electronically, with the necessary 
documentation. Your application will be denied if not all documentation requested is received. Eligibility will be 
determined within 14 days of receipt of a completed application and documentation from the patient. 

lncome 
□ • Current Bank Statement.
□ • Last three (3) paystubs.  (If cash payment, letter from employer or cash logs)
□ • If self-employed, last three (3) months of Profit and Loss statements
□ • If unemployed, proof that patient has applied for Social Security Disability
□ • Social Security Award Letter or Social Security Disability Award Letter
□ • Pension Benefit
□ • Child support
□ • Veterans Administration benefit

Residence & Transportation 
□ • Current Utility Statement (gas, electric or water).

□ • Residing outside of Seguin, proof of Guadalupe County residency such as:
        (vehicle registration, voter identification, or property tax statement) 

Identification & Benefits 
□ • Texas Driver's License or Texas ID. (must have the applicants current address)
□ • Social Security Card.

□ • If someone is providing assistance to the applicant, the 5th page of the application must be signed (Assistance
Statement Verification. Form H1134/07-2004)

□ • Food Stamp Award Letter

Important: 
Please complete your name, address, sign and date application. 

Indigent Health Care is for Guadalupe County Residents and for adults 18 years and older ONLY. 
If you are out of county, please apply for Indigent Health Care through your county.  

As a condition of your eligibility, Guadalupe County Indigent Health Program requires your cooperation in identifying 
potential payment sources.  If you are out of county, please apply for Indigent Health Care thru your county. If applicable 
and you are not employed at time of application, you will be asked if you have applied for Medicaid, Supplemental Social 
Security Income or the Texas Workforce Commission, proof of such is required. Your application may be pended until 
you are determined ineligible for the other programs. Thank you for your cooperation in the process of your application. 

You must give information about health care insurance and any third party financially liable for health care services paid 
by the county for yourself and members of the household. By signing and submitting this application, you are agreeing 
to give the county the right to recover the cost of health care services provided by the county by any third party. 
If you have answered all the questions on the application including signatures and provided all documents, your 
application can be processed. 

Indigent does not cover physician bills or prescriptions. You may receive a separate bill for physician services

Guadalupe County Indigent Health Care Program 
Attn: Mary Medina (Financial Counselor) 

1215 E. Court St. - Seguin, TX. 78155 
Please call (830) 401-7875 to set up an appointment 

Name:      

Appt:     
 

sfey
Pencil

















 
 

Guadalupe County Indigent Healthcare 
1215 E. Court St., Seguin, TX 78155 

Phone: (830) 401-7550 Fax: (830) 401-7460 
 
Guadalupe County Indigent Healthcare Fraud Policy 
 
Definition: 
Fraud is the deliberate misrepresentation of some material fact for the purpose of 
acquiring benefits.  
 
Policy: 
Guadalupe Regional Medical Center (GRMC) staff shall investigate cases of suspected 
fraud by collecting and documenting evidence. Upon a finding of fraud, the patient will 
be administratively ineligible from the Guadalupe Indigent Healthcare Program. The 
patient who is suspected of fraud will be contacted via certified letter informing the 
patient of the withdrawal of eligibility and current allegations. The patient may submit 
applicable supporting documents/verifications to be considered if he/she disputes the 
allegations. The patient will have the right to appeal any unfavorable decision.  
 
If, after due process, a patient is found to have intentionally misrepresented information 
in order to receive benefits the patient will reimburse Guadalupe Indigent Healthcare 
Program for the cost of benefits the patient was ineligible to receive. The individual will 
be administratively ineligible for Guadalupe Indigent Healthcare Program benefits and 
may be subject to prosecution under the Texas Penal Code. 
 
By signing this, I agree to the policy and I have been given an opportunity to ask 
questions.  
 
 
____________________________     ___________________________    __________ 
Signature           Printed Name                                    Date 
 
 
____________________________     ___________________________    __________ 
Spouse’s Signature          Printed Name                                    Date 
 
 



 
 
 
If I elect to apply for Guadalupe Regional Medical Center’s (GRMC) Prescription 
Assistance Program in addition to the Indigent Healthcare Program:  
 
(Select one) 

� I give my permission for the information I provide in my Indigent Healthcare 
Assistance Application to be shared with GRMC’s Prescription Assistance 
Program.  

� Please do not provide GRMC’s Prescription Assistance Program with any of my 
information. I will provide them with documentation myself if I apply for the 
program. 

 
Two separate applications are required for the Indigent Healthcare Program and 
GRMC’s Prescription Assistance Program.  If you give your permission, information 
contained in your Indigent Healthcare Program Application will be shared with GRMC’s 
Prescription Assistance Program. Please note that approval for one program does not 
guarantee approve for the other program. Additional documentation may be requested 
from you by GRMC’s Prescription Assistance Program after information from the 
Indigent Healthcare Program is provided.  
 
 
____________________________     ___________________________    __________ 
Signature           Printed Name                                    Date 
 
 
____________________________     ___________________________    __________ 
Spouse’s Signature          Printed Name                                    Date 
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