
 
 
 

FINANCIAL ASSISTANCE APPLICATION 

If you can’t pay the balance on your account because of a permanent or short term financial hardship, we may be 

able to help you by providing an interest-free payment plan, a hardship discount or charity care.  In order to receive 

hardship discounts or charity care, you MUST complete the FINANCIAL ASSISTANCE APPLICATION including 

all requested supporting documentation. 

Required Items: 

1) Completed and Signed Financial Assistance Application  

2) Proof of Income for you and your spouse (List A) 

3) Any applicable items on List B may further aid our review 

If you fail to provide any required items, we will be unable to process your application. Please be sure application 

and supporting documentation is complete. If you have questions, please contact us at 919-350-8277 

 

If you provide a letter from your doctor or hospital stating that you have been granted charity care, please provide 

that in lieu of providing source documentation in List A.  All charity care discount letters are verified with your 

physician or hospital 

Please allow 7-10 days for the review of your application.  We will contact you by mail or phone to advise you as to 

the resolution of your application.  Please be sure to write neatly so we can contact you back and include the best 

telephone number to reach you and a full and current mailing address.  If you have not received correspondence 

from us within 30 days, please contact us at 919-350-8277.  Please mail attached application and supporting 

documentation to: 

     RPLA Finance 

     PO BOX 14045 

     Raleigh., NC  27620-4045 
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Fax completed application to: 678-459-0613 

 

Or mail to: Finance Dept 

 PO Box 14045 

 Raleigh, NC 27620-4045  

 

Or email to:  finance@raleighpathology.com 

Certification: 

I certify that the above information is true and correct to the best of my knowledge.  I acknowledge 

that providing false information constitutes fraud.  I authorize release of information needed to verify 

this application, including from my employer, for the purpose of evaluating financial need. 

Patient Signature______________________________ Date____________________ 

Spouse Signature______________________________ Date_____________________ 

Guarantor Signature____________________________ Date_____________________ 

Other Patient Representative_____________________ Date_____________________ 

(Relationship to patient)_______________________________________ 
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