
PATIENT APPLICATION

 

Applicant Signature:___________________________

Provider/Clinic Signature:________________________ 

Date:___________

Date:___________

Name:_________________________________________ Date of Birth:________

Address/City/State/Zip:_________________________________________________

County:_____________________________

Emergency Contact Name/Phone #:___________________________________

Have you ever had a mammorgram?

Do you currently have insurance? 

YES

YES 

NO

NO

If yes, when?__________

If yes, name of insurance provider:_____________________________________

*Please submit form to the HCMH Radiology Department, 1000 N. 15th Street, Humboldt, IA 50548.
Forms may also be dropped off at the front desk in the HCMH Lobby. For inquiries please call the
HCMH Radiology Department at 515-332-7663.

Only the first screening and reading by the radiologist will be covered by this program. 
If further imaging is needed after the initial screening it will not be covered by the HCMH
Foundation Mammogram Assistance Program.
Please be advised that applications are on a first-come-first-served basis and due to the high
demand of requests, there is no guarantee that at the time of you application the funds will be
available. 
For other financial aid assistance please call our Business Office at 515-332-4200. 

FOUNDATION

Mammogram
Assistance
Program

The HCMH Foundation provides financial assistance to uninsured
women and men for breast cancer testing. Contact us today for

more information about this program.

1000 15  St. N.th

Humboldt, IA 50548
515-332-4200

humboldthospital.org
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