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INOVA FINANCIAL AID 
 
 

Date _____/_____/______      IAH    IFH    IMVH    IFOH    ILH 
 
Patient ________________________________________              
  
Medical Record Number _______________________________  
 
DEAR PATIENT/GUARANTOR:    
 
I have received your Inova Financial Aid Form.  In order to process your application, the following 
information is needed.   
 
Provide indicated documents: (All that apply to you. Only copies please, no originals) 
 
X          Copy of 2018 Federal Income Tax Return for Self, Spouse or Domestic Partner  

(Please only send the first 2 pages of your taxes- 1040 forms)  
 
X          Copy of 2 current Pay Stubs for Self, Spouse or Domestic Partner. 
 
 If you get paid in cash, provide a notarized letter from your employer stating your wages and 
hours of work, employer’s names, address, and phone number. 
 
 Proof of any other type of Income received by ANY member of the Household/Family 

--- Unemployment, Social Security, Disability, Retirement, Child Support or Alimony. 
 
 Verification of Support (If you and spouse or partner do not work) (Notarized) 
 
 Proof of residency (9 months prior to date of service) 
 
 Self Declaration of Income (Provide year-to-date declaration from your accountant or 
           notarized document from you)   
         
 Other 
______________________________________________________ 
Failure to submit the requested documents will result in the DENIAL of your application, 
leaving you responsible for the entire balance. 
For any question or if you need more time to gather the documents requested please call at  
571-423-5880.  
If you prefer to send the verifications via fax; our fax number is 571-423-5886.   
 
** Once verifications of income and family size are received, please allow 30 days for 
processing the accounts** 
= = = = = = = = = = = = = = = = =      IMPORTANT!      = = = = = = = = = = = = = = = = =  
 
Attach documents to this sheet                         INOVA Health System 
and mail within fifteen (15) days to:           Financial Aid Office  

       2990 Telestar Court, 1st floor 
                       Falls Church, VA 22042 







Notice of Non-Discrimination 

As a recipient of federal financial assistance, Inova Health System (“Inova”) does not exclude, deny 
benefits to, or otherwise discriminate against any person on the basis of race, color, national origin, 
sex, disability, or age in admission to, participation in, or receipt of the services or benefits under any 
of its programs or activities, whether carried out by Inova directly or through a contractor or any other 
entity with which Inova arranges to carry out its programs and activities. 

This policy is in accordance with the provisions of Title VI of the Civil Rights Act of 1964, Section 504 
of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, Section 1557 of the Affordable 
Care Act, and regulations of the U.S. Department of Health and Human Services issued pursuant to 
these statutes at 45 C.F.R. Parts 80, 84, 91 and 92, respectively. 

Inova: 

· Provides free aids and services to people with disabilities to communicate effectively with us, 
such as:  

o Qualified sign language interpreters 
o Written information in other formats (large print, audio, accessible electronic formats, 

other formats)  

· Provides free language services to people whose primary language is not English, such as: 
o Qualified interpreters 
o Information written in other languages 

  
If you need these services, please let our staff know of your needs for effective communication.  
 
If you believe that Inova has failed to provide these services or discriminated in another way on the 
basis of race, color, national origin, age, disability, or sex, you can file a grievance by contacting our 
Director of Patient Experience at 703-289-2038. You can file a grievance in person or by mail, fax, or 
email. If you need help filing a grievance, the Director of Patient Experience is available to help you.  
 
You can also file a civil rights complaint with the U.S. Department of Health and Human Services, 
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:  
 
U.S. Department of Health and Human Services  
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201 1-800-868-1019, 800-537-7697 (TDD)  
 
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html  
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Spanish 

 
 
 

Korean 

 
 
 

Vietnamese 
 

 
Chinese 

 
 

Arabic 
 
 
Tagalog 
 

 
Farsi 
 

 
Amharic 
 
 
Urdu 
 

 
French 
 
 
Russian 
 
 
Hindi 
 
 
German 
 
 
Bengali  
 
 
Kru (Bassa) 
 
 

Ibo 

 
 

Yoruba 
 

برائے لیے کے مواصلت موثر۔ ہیں دستیاب کو اپٓ میں، مفت خدمات، امداد زبان تو، ہیں بولتے اردو اپٓ اگر: توجہ  

۔دیں بتلا میں بارے کے ضروریات اپنی کو عملہ ہمارے مہربانی  

Akiyesi: Bi o ba nsọ Yoruba, awọn iṣẹ iranilọwọ ede wa l’ọfẹ fun ọ. Jọwọ jẹ ki ara ibiṣẹ wa mọ 

nipa awọn aini rẹ fun ibaraẹnisọrọ ti o munadoko. 

Nrụbama: Ọ bụrụ na ị na asụ Igbo, ọrụ enyemaka asụsụ, n’efu, dịịrị gị. Biko mee ka ndị ọrụ 

anyị mara mkpa gị maka nkwukọrịta ga-aga nke ọma. 

দিৃ# আকষ(ণ ক*ন : আপিন যিদ বাংলা বলেত পােরন, তাহেল আপনার জন7 িবনামেূল7 ভাষা সহায়তা >সবা 
পাওয়া যােব। অনCুহ কের কায(করী >যাগােযােগর জন7 আপনার Fেয়াজনীয়তার িবষেয় আমােদর কমGেদর জানান। 

 
Tò!"ù#!N$%m$% !Dyíin!Cáo:!&!j#!ké!m% !dyi!G$%'$( $%-wù'ù!)*+s$, $%-wù'ù-!po!ní.!nìí.!à!/é'é!gbo-kpá-kpá!!/ó!wu'u-dù!kò-kò!po-ny$% !/0!bìì!
n$1 !à!gbo!/ó!!pídyi2!M3 !dyi!'4!'ò!m$, !n$1 !à!gbo!ní.!m% !m4!nyu4!/4, !à!ku5% à-ny$% !/0$% !ké4!dyí!dyuò.!ké!à!kè!m$% !kè!mu4!jè!c45 ìn!n$%m$% !dyíin2 

Achtung: Wenn Sie Deutsch sprechen, stehen kostenlose Service-Sprachdienstleistungen zu Ihrer 

Verfügung. Teilen Sie unserem Team bitte Ihre Wünsche für eine effektive Kommunikation mit. 

कृपया &यान द) : य*द आप *ह-द. बोलत ेहै, तो आपके 5लए 7नःशु<क भाषा सहायता सेवा उपलBध है। कृपया Eभावी 

संचार-संपकJ  हेतु अपनी आवLयकताओं के बारे म) हमारे कमJचाOरयP को बताएं। 

Внимание: Если вы говорите на русском языке, для вас доступны бесплатные услуги помощи с 
языком. Для эффективной коммуникации, пожалуйста, дайте персоналу знать о ваших потребностях. 

Attention: Si vous parlez Francais, des services d'aide linguistique vous sont proposés gratuitement. 

Veuillez informer notre personnel de vos besoins pour assurer une communication efficace. 

ትኩረት፡ አማርኛ የሚናገሩ ከሆነ ለእርስዎ የቋንቋ ድጋፍ አግልግሎቶች ከክፍያ በነጻ ይቀርብልዎታል፡፡ ውጤታማ 

የሆነ ኮሚዩኒኬሽን የሚፈልጉ ከሆነ ሰራተኛችን እንዲያውቅ ያድርጉ፡፡ 

منظور بھ. بود خواھد فراھم شما برای را یگان صورت  بھ زبانی تسھیلات کنید،  می صحبت فارسی زبان بھ اگر: توجھ  

کنید مطلع خود نیازھای از را ما کارکنان موثر، ارتباط برقراری . 

Atensyon: Kung nagsasalita ka ng Tagalog, mayroong magagamit na mga libreng serbisyong tulong sa wika para sa iyo. 

Mangyaring ipaalam sa aming mga kawani ang iyong mga pangangailangan para sa epektibong komunikasyon. 

  

Chú ý: Nếu quý vị nói tiếng Việt, dịch vụ hỗ trợ ngôn ngữ có sẵn miễn phí cho quý vị sử dụng. 

Xin vui lòng thông báo cho nhân viên biết nhu cầu của quý vị để giao tiếp hiệu quả hơn. 

:        .  

        . 

Atención: Si usted habla español, tiene a su disposición servicios gratuitos de asistencia con el idioma. 

Por favor infórmele a nuestro personal sobre sus necesidades para lograr una comunicación efectiva. 

Interpreter Services are available at no cost to you. 
Please let our staff know of your needs for effective communication. 

أجل من باحتیاجاتك العمل فریق إعلام یرجى. اللغة في للمساعدة المجانیة الخدمات تتوافر العربیة، تتحدث كنت إذا: انتباه  

 .فعالة تواصل عملیة على الحصول


