BOB PIMENTEL IGRA RODEO CRISIS FUND

APPLICATION
|

Name: //Aﬁc o8 /‘%?/
Member Association: ??D A Member’s IGRA Number: _ §oLo
Address: [0 (¢Sl ﬁ%['\"f"ﬂﬁls_\ ‘?r)
City: Aubﬂnm\ State/Province: T X Postal Code: _ 706 Q87
Home Phone: -
Work Phone: -

Cell Phone: 772 338 0694

Social Security Number (U.S.): __ Yo - 8%- Y62 oA

Social Security/Insurance # (Canada):

E-mail Address: W ATe s - Hoo) 98 e f?mm'}. Conn_

Insured: m YES []NO

‘ '7 ‘Name as it appears on Insurance Card:

‘ll:“irst: }/k/ ARpos Middle Initial: ____ Last: %q/

Name of Insurance Company: A E')Lpﬁ
Address: P 0. Rex /o35 Zr,g,!pf/y Ly bsre- o5
City: LQX u\-‘?{?éfd State/Province: é;—;z Postal Code: 543"/2- “ oty

Office Phone:

A OF Docse A
Insurance Deductible: $ .ifZQQ' @ 05 ¢ ?/wpa

Gender: Female
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Contact Information:

Rodeo Location: (?%DQ 3 Y ﬁl 2-

Day: Saturday

Rodeo Director: ’fzou—? Pus /1‘ \«lr Phone #:

Arena Director: ﬁ.//: gmr[ 4 Phone #:

Treatment Level Provided: [ ] First Aid Only
] EMT/Paramedic’
[ ] Hospital Care and Released f

w Hospital Care and Admitted (attach hospital report)

Provide a brief description of the injury if not admitted.
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Amount Requested: $ S0 s

Applicant’s Signature: :7///—* %
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Dignity Health.

St. joseph's Medical Center

14141 Southwest Freeway Suite 300|Sugar Land TX 77478

(D For help with bllilng or to obtaln an itemized
statement, please call: 800-644-0864
Office Hours: M-TH 7a-10p, F 7a-6p, S-8 Ba-4p
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TR I A LT LT LR e R O PR FTUTE TR
MARCUS HOOD
10656 FISHTRAP RD
AUBREY TX 76227-5257

0021 007644

Statement ID: 08178511108500

* Reference Number
0817851 -

Due Date
11/28/2024

Amount Due

$20000 1 $

Amount Paid

of 1

TRO TTRCLC T ¢ (71 Y ELELT LREM PR LEUTITIE {ALL EFFT 4 | AR
St Joseph's Hospital & Medical Center
P O BOX 57123
LOS ANGELES CA 80074-7123

Please detach and return top portion with payment.

Payment Plan Amount Due

Reference Number Guarantor Name Statement Date Due Date
0817851 MARCUS HOOD 11/08/2024 11/28/2024
g e | Payments/. | Patlent:
Sk I ServiceDescriptEon S’atug..__ . ;'f_:-c'har.g?_s vl Adjustments | Balance =
Payment Plan Balance $1,743.32
Payment Plan Amount: $200.00
Payment Plan Amount Past Due: $0.00
$200.00

Thank you for choosing 8¢ Joseph's Hospita! & Medical Center for yo
statement reflects charges for services you have rec

and your insurance provider have made.

This notice is to remind you that your monthly payment of $200.00 to
- | Center Is due by 11/28/2024, Your payment plan may,

| monthly payment(s). If your financlal situation has ¢
| payment plan, please contact us at 800-644-0864 to

terminate If you
hanged and you

liscuss your opti

St Joseph's Hos

teed to change t
ns,

fail to make the n

ur health care negds. This
eived from us, including any payments that you

pital & Medlcal
quired
1e terms of this

It's fast, easy, and no postage necessary.
Enroll today! dignityhealth.org/billpay

$200.00




