Financial Assessment for Medical Care

Date: [Insert Date]
To Whom It May Concern,
This letter is to inform you about the financial assessment conducted for [Patient's Name], who is

seeking medical care for [specific condition or treatment]. The assessment evaluates the financial
capability of the patient to cover medical expenses related to [specific medical services].

Patient Information
Name: [Patient's Name]
Address: [Patient's Address]
Date of Birth: [Patient's DOB]

Diagnosis: [Patient's Diagnosis]

Financial Information

Income: [Insert Monthly Income]
Expenses: [Insert Monthly Expenses]

Assets: [Insert Assets Information]

Assessment Summary

Based on the provided financial information, it has been determined that [Patient's Name] has the
following financial capacity for medical care:

« Total Monthly Income: [Amount]
o Total Monthly Medical Expenses: [Amount]
e Available Funds for Medical Care: [Amount]

Therefore, we recommend the following options for supporting [Patient's Name] in obtaining the
necessary medical treatment:

1. [Option 1]
2. [Option 2]
3. [Option 3]



Should you require any additional information or documentation for this assessment, please do
not hesitate to contact us at [Your Contact Information].

Sincerely,

[Your Name]

[Your Job Title]
[Your Organization]

[Your Contact Information]



