/;6ne'-' Patient Worksheet

PATIENT FINANCING . . . . . . . . .
The information required in this formwill be used by Springstone to establish your profile.

Soringstone will only pass the information required by the credit grantor to make a
decision on your credit application.

Name of Doctor

Amount Requested $
Applicant Name
Mr. Mrs. Ms. First Name Middle Last Name Suffix
Patient Info
First Name Middle Last Name
The patient is my O Child O Grandparent I Grandchild O Sibling
[0 Spouse/Partner [ Self [Parent
More About You Your Identification
T O Drivers License  [] State-Issued ID
: Lk ype "
Applicant Email 1 Passport O Military ID
Phone Number Number
Date of Birth State
mm/dd/yyyy ]
Expires
Social Security # mm/dd/yyyy

* required field - This field is used to notify the applicant of their loan decision.

Home Address Mailing Address

No P.O. Boxes for this address please. [] Same as home address
Address Address

City City

State State

Zip Code Zip Code
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Resident Type OOwn ORent Residence Length years

months

Monthly Rent/Mortgage $

Enter $0 if mortgage is paid in full or rent is $0.
Employment
Employment Status COEmployed OORetired

Current Employment (if employed): Previous Position (if less than 2 yrs.):

Employer Position
Position Length I:I years I:I months
Phone
Length |:| years months
Gross Annual Salary $
Total Other Annual Household Income*  $
Other Verifiable Income Source(s)  [1Spouse O Child Support O Rental Income
L] Social Security Income [ Retirement/Pension [0 Alimony
U Annuity O Part-time/Second Job [ Disability

* You do not have to reveal alimony, child support, or maintenance income unless you wish it to be considered as a basis for loan repayment.

By submitting this application I/we are agreeing to allow Springstone Financial LLC to verify information I/we have entered as well as to obtain my/our credit
report(s). 1/We understand and agree that the lender can furnish information concerning my account to consumer credit reporting agencies and others who

may properly receive that information. 1/We have read the Springstone Financial LLC privacy statement. |/We testify that all information submitted on
this application is true and correct.

Applicant's Signature
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