
BAYLORGENETICS.COM

BAYLOR GENETICS
2450 HOLCOMBE BLVD.
SUITE 2210
HOUSTON, TX 77021-2024

PHONE
1.800.411.4363
FAX
1.800.434.9850

CONNECT

1 // 3 09.24.26

FINANCIAL ASSISTANCE PROGRAM & APPLICATION
Baylor Genetics recognizes that genetic testing may create financial challenges. To support patients, Baylor Genetics offers a Financial Assistance Program 
(FAP) to help meet genetic testing needs.

To determine eligibility, the patient or legal representative should complete the information below and submit the form to billing@baylorgenetics.com. 

The application may also be submitted via secure web form at: www.baylorgenetics.com/assistance-form/.

PROGRAM PROCESS & REQUIREMENTS

1.	� FAP is available to apply for at any time throughout the process (e.g., prior to the test being ordered, while testing is being performed, or at the very end  
of the billing process after a statement has been issued). 

2.	 You must be a US resident to qualify for financial assistance. 

3.	 Financial assistance is for testing that is billed through insurance or for uninsured patients.   

	 a.	� For patients with health insurance, the insurance provider will be billed first. The patient’s qualified amount for financial assistance will be applied to 
any unpaid balance remaining after billing insurance. Financial assistance is not available for patients who have health insurance but are choosing to 
pay for testing themselves. 

4.	 To determine whether you qualify for Baylor Genetics’ FAP, complete the form and submit the required information:  

	 a.	 The patient / applicant’s total annual gross household income (pre-tax).

			   ›	� This includes gross salary (e.g., wages), unemployment compensation, disability and worker’s compensation, social security and/or 
supplemental (SSI) benefits, public assistance (e.g., TANF, SNAP, etc.), pension/retirement, dividends/interest, rents/royalties, alimony, child 
support, and/or other assets. 

	 b.	 Household size (e.g., number in household).

			   ›	� This means individuals in the household supported by gross annual household income, including the patient. 

5.	 A member of Baylor Genetics’ Billing team will reach out to the patient / applicant to discuss payment options, if the out-of-pocket cost is more than $250.  

6.	� If the patient / applicant qualifies, financial approval will last for one calendar year. Any testing performed within that year will be covered by  
financial assistance. 

PATIENT INFORMATION

/ /
Patient Last Name Patient First Name MI Date of Birth (MM / DD / YYYY)

Address City State  Zip  

Applicant First Name  
(if different than the Patient)

Applicant Last Name  
(if different than the Patient)

Relationship  
to Patient  

Email Phone

Total Annual Gross Household Income Number in Household  

Yes No

Are you a self-pay patient?

Yes No

Do you have health insurance?

Yes No

If yes, is your insurance through a State Medicaid Program?

EXTENUATING CIRCUMSTANCES

Please check off any extenuating circumstances you would like us to consider:

Significant medical expenses, including non-local travel expenses for treatment (e.g. hotel, airfare, etc.) >$1,000.

Alimony and/or child support expenses >$1,000 per month.

Financially supporting family member(s) outside of my household. 

Currently enrolled in short- or long-term disability with my employer. 

Temporary or permanent loss of income due to diagnosis or treatment. 

Other (write in or include when submitting the form):

https://www.linkedin.com/company/baylorgenetics
https://x.com/BaylorGenetics
https://www.instagram.com/baylorgenetics/
https://www.facebook.com/BaylorGenetics/
https://www.youtube.com/@baylorgenetics
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FINANCIAL ASSISTANCE PROGRAM & APPLICATION

/ /
Name of Patient or Authorized Patient Representative Relationship to Patient  

(Note: Not a required field)
Signature of Patient or Patient Representative Date Signed (MM / DD / YYYY)

ATTESTATION

I understand and acknowledge that:  

	 1.	 Baylor Genetics determines eligibility for financial assistance independently of the healthcare provider who is ordering the test.  

	 2.	 Baylor Genetics may request additional information or documentation to verify information provided on this application.  

	 3.	 I understand that approval is not guaranteed and that Baylor Genetics will notify me of the determination.  

	 4.	 I further certify and agree that I will not seek reimbursement or credit for this testing from any insurer, or other source of financial assistance.  

	 5.	 By signing below, I acknowledge that the information provided is true and complete.   

Patient Representative Certification: If I am signing this application for the patient, I confirm that I have reviewed the purpose of this form with the patient and that the patient 
gave permission for me to complete it on their behalf. I also confirm that the details included in this application were provided by the patient and, to the best of the patient’s 
knowledge, are true and complete. Signing this form does not make me financially responsible for the testing or related services. If I am the ordering physician, my signature 
also confirms that the patient was not able to sign this application at the time it was completed, and that no authorized representative was available or willing to sign for the 
patient. 

This form is available online at www.baylorgenetics.com/assistance/. A Spanish version of the form is also available online.  

FOR INTERNAL (BAYLOR GENETICS) USE ONLY

APPROVED

DENIED
/ /

Approver’s Name Approved Amount Date (MM / DD / YYYY)

What You May Owe Based on Your Household Income

Household Size You may owe $0 
if your income is at or below  

You may owe $150 
if your income is at or below  

You may owe $250 
if your income is at or below  

1 $31,920 $63,840 $95,760 

2 $43,280 $86,560 $129,840 

3 $54,640 $109,280 $163,920 

4 $66,000 $132,000 $198,000 

5 $77,360 $154,720 $232,080 

6 $88,720 $177,440 $266,160 

7 $100,080 $200,160 $300,240 

8+ $111,440 $222,880 $334,320 

This table is based on the 2026 federal poverty guidelines and will be updated as federal guidelines change annually.

https://www.linkedin.com/company/baylorgenetics
https://x.com/BaylorGenetics
https://www.instagram.com/baylorgenetics/
https://www.facebook.com/BaylorGenetics/
https://www.youtube.com/@baylorgenetics
http://www.baylorgenetics.com/assistance/
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Availability of Language Assistance

Spanish ATENCIÓN: Si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. También están disponibles de forma gratuita ayuda y servicios auxiliares apropiados 
para proporcionar información en formatos accesibles. Llame al 1-800-411-4363 (TTY: 711) o hable con su proveedor. 

Chínese 
(Simplified)

中文 
注意：如果您说[中文]，我们将免费为您提供语言协助服务。我们还免费提供适当的辅助工具和服务，以无障碍格式提供信息。致电 1-800-411-4363（文本电话：711）或咨询您的服务
提供商。 

Chinese 
(Traditional) 

中文
注意：如果您說[中文]，我們可以為您提供免費語言協助服務。也可以免費提供適當的輔助工具與服務，以無障礙格式提供資訊。請致電 1-800-411-4363（TTY：711）或與您的提供者討
論

Tagalong PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng serbisyong tulong sa wika. Magagamit din nang libre ang mga naaangkop na auxiliary na tulong at serbisyo 
upang magbigay ng impormasyon sa mga naa-access na format. Tumawag sa 1-800-411-4363 (TTY: 711) o makipag-usap sa iyong provider.

Vietnamese
LƯU Ý: Nếu bạn nói tiếng Việt, chúng tôi cung cấp miễn phí các dịch vụ hỗ trợ ngôn ngữ. Các hỗ trợ dịch vụ phù hợp để cung cấp thông tin theo các định dạng dễ tiếp cận cũng được cung cấp 
miễn phí. Vui lòng gọi theo số 1-800-411-4364 (Người khuyết tật: 711) hoặc trao đổi với người cung cấp dịch vụ của bạn.

Arabic
 ةيبرعلا

ًناجم اهيلإ لوصولا نكمي تاقيسنتب تامولعملا ريفوتل ةبسانم تامدخو ةدعاسم لئاسو رفوتت امك .ةيناجملا ةيوغللا ةدعاسملا تامدخ كل رفوتتسف ،ةيبرعلا ةغللا ثدحتت تنك اذإ :هيبنت  .ا
.ةمدخلا مدقم ىلإ ثدحت وأ (711) 4364-411-800-1 مقرلا ىلع لصتا

French ATTENTION : Si vous parlez Français, des services d’assistance linguistique gratuits sont à votre disposition. Des aides et services auxiliaires appropriés pour fournir des 
informations dans des formats accessibles sont également disponibles gratuitement. Appelez le 1-800-411-4364 (TTY : 711) ou parlez à votre fournisseur.

Korean  
한국어 
주의: [한국어]를 사용하시는 경우 무료 언어 지원 서비스를 이용하실 수 있습니다. 이용 가능한 형식으로 정보를 제공하는 적절한 보조 기구 및 서비스도 무료로 제공됩니다. 1-800-411-4364 (TTY: 711)번으로 
전화하거나 서비스 제공업체에 문의하십시오.

Russian  
РУССКИЙ 
ВНИМАНИЕ: Если вы говорите на русский, вам доступны бесплатные услуги языковой поддержки. Соответствующие вспомогательные средства и услуги по предоставлению информации в 
доступных форматах также предоставляются бесплатно. Позвоните по телефону 1-800-411-4364 (TTY: 711) или обратитесь к своему поставщику услуг. 

Portuguese 
(Brazilian)

Modelo de aviso de disponibilidade de serviços de assistência linguística e auxílios e serviços auxiliares (§ 92.11) 
ATENÇÃO: Se você fala [inserir idioma], serviços gratuitos de assistência linguística estão disponíveis para você. Auxílios e serviços auxiliares apropriados para fornecer informações 
em formatos acessíveis também estão disponíveis gratuitamente. Ligue para 1-800-411-4364 (TTY: 711) ou fale com seu provedor.

Haitian
Kreyòl Ayisyen  
ATANSYON: Si w pale Kreyòl Ayisyen, gen sèvis èd aladispozisyon w gratis pou lang ou pale a. Èd ak sèvis siplemantè apwopriye pou bay enfòmasyon nan fòma aksesib yo disponib 
gratis tou. Rele nan 1-800-411-4364 (TTY: 711) oswa pale avèk founisè w la. 

Hindi 
ि ह ंद ी
धय्ान द े:ं यदि आप हि ंद ी बोलत े ह ै,ं तो आपक े लि ए निःश लुक् भाषा सहायता स ेवाए ं उपलबध् होती ह ै ।ं स लुभ पर्ारपू ो ं म े ं जानकार ी पर्दान करन े क े लि ए उपय कुत् सहायक साधन और स ेवाए ँ भ ी निःश लुक् 
उपलबध् ह ै ।ं 1-800-411-4364 (TTY: 711) पर कॉल कर े ं या अपन े पर्दाता स े बात कर े ।ं

German ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose Sprachassistenzdienste zur Verfügung. Entsprechende Hilfsmittel und Dienste zur Bereitstellung von Informationen 
in barrierefreien Formaten stehen ebenfalls kostenlos zur Verfügung. Rufen Sie 1-800-411-4364 (TTY: 711) an oder sprechen Sie mit Ihrem Provider. 

Polish UWAGA: Osoby mówiące po polsku mogą skorzystać z bezpłatnej pomocy językowej. Dodatkowe pomoce i usługi zapewniające informacje w dostępnych formatach są również 
dostępne bezpłatnie. Zadzwoń pod numer 1-800-411-4364 (TTY: 711) lub porozmawiaj ze swoim dostawcą.

Italian ATTENZIONE: se parli Italiano, sono disponibili servizi di assistenza linguistica gratuiti. Sono inoltre disponibili gratuitamente ausili e servizi ausiliari adeguati per fornire 
informazioni in formati accessibili. Chiama l’1-800-411-4364 (tty: 711) o parla con il tuo fornitore.

Urdu
  ودرا
 تفم یھب تامدخ روا دادما نواعم بسانم ےیل ےک ےنرک مہارف تامولعم ںیم سٹیمراف یئاسر لباق ۔ںیہ بایتسد تامدخ یک ددم تفم یک نابز ےیل ےک پآ وت ،ںیہ ےتلوب ودرا پآ رگا :ںید ہجوت
 ”۔ںیرک تاب ےس ہدننک مہارف ےنپا ای ںیرک لاک رپ (TTY: 711) 4364-411-800-1 ۔ںیہ بایتسد
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