
Qualifying Information Form 

Please Note The information obtained on this form is used by HealthFirst for eligibility and statistical 
reporting purposes only. Your name and personal information will not be disclosed or shared.  

Patient Name: _____________________________________ Today’s Date: ___________  
(Print First and Last Name)  

Date of Birth: ____________  

Household Family Size (including yourself): _______________  

Gross Monthly Income (before taxes and deductions): $______________________ 

_____________________________________________	 	          _________________ 
Patient/Parent/Legal Guardian Signature		 	 	 	 Date 
(Must be 18 years or older) 

I a parent/legal guardian please print name here:_________________________________________ 


