
We may be able to help find funds for under insured patients. Mountain view charity (MVC) provides health-care grants 
that help southeastern Idaho patients receive medical treatment. It is designed to help patients maintain their insurance 
coverage or to fill in the gaps that insurance neglects. 
 

 

Medical Financial Assistance can include future expenses of:  Office Visit Co-Pays, Deductibles, Diagnostic Testing, Lab 
Work, Doctor Appointments and Hospital Costs.  All payments are sent to the provider, clinic or hospital directly. 
Funds requested can only be applied to patient’s out-of-pocket costs.  Uninsured patients are required to seek health 
insurance coverage. If coverage is obtained, applicant needs to provide proof of insurance. If patient is denied insurance, 
applicant needs to provide a letter of insurance coverage denial. Funding will not occur until this step is met. 
 

 FUNDING IS ONLY APPROVED FOR FUTURE COSTS. PLEASE FILL OUT THIS FORM AND RETURN IT 30 DAYS BEFORE 
PLANNED SERVICES to Affleck M.D. Eye Care at 2900 Valencia Drive, Idaho Falls, Id 83404.  Call 208-523-6868 and ask for 
Stephanie or Julie if you have any questions.   

Full Name:  

Birthday:  Today’s Date:  Date of Future Surgery:  

Mark the box if we can leave a detailed message. 

 Best day time phone number   Best evening time phone number  
 

1). Do you have health Insurance?    Yes,   No 

If no, please explain why? 

  

2). What is the amount of your yearly deductible?  $ 

3). How much of your deductible do you have left to meet?  $ 

4). Will you be able to pay the co-insurance/co-pays of your treatment?      Yes,   No 

If no, please explain why? 

  

 

5).  Do you have a supplement, or secondary insurance?     Yes,   No 

6). Do your income restricted?     Yes,   No 

7). Are you  retired?   Unable to work?   Unable to find work? 

Please list any reason(s) you feel you cannot meet your financial obligations and faces significant obstacles to getting 
care.  

  

 

MVC form 

APPLYING FOR MOUNTAIN VIEW CHARITY 
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