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                         Patient Account# / MRN: 
Application for Financial Assistance
YOU MAY BE ABLE TO RECEIVE FREE OR DISCOUNTED CARE:  Completing this application will help West Suburban Medical Center determine if you can receive free or discounted services or other public programs that can help pay for your healthcare.  Please submit this application to the hospital.

IF YOU ARE UNINSURED, A SOCIAL SECURITY NUMBER IS NOT REQUIRED TO QUALIFY FOR FREE OR DISCOUNTED CARE.  However, a Social Security Number is required for some public programs, including Medicaid.  Providing a Social Security Number is not required, but will help the hospital determine whether you qualify for any public programs.

Please complete this form and submit it in person, by mail or by fax to apply for free or discounted care within 60 days following the date of discharge or receipt of outpatient care.

West Suburban Medical Center uses an outside service for its financial assistance programs to validate your ability to pay.  In the event that you do not contact us or apply for financial assistance, we may extend you charity (presumptive eligibility) for this episode of care.

Patient acknowledges that he or she has made a good faith effort to provide all information requested in the application to assist the hospital in determining whether the patient is eligible for financial assistance.


1. PATIENT INFORMATION



____________________________

Annual Household Income: $____________________
Patient Name 





____________________________

Family Size/# of Individuals in Household: _________

Street Address



____________________________

Preferred Method of Contact:

Apt. #




(  US Mail

____________________________

(  Phone #:  (____)___________________

City, State and Zip Code


(  I am homeless

____________________________

Patient Date of Birth

____________________________

Patient Social Security Number

2. Were you an Illinois resident when you received your care?



          FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

3. Are you seeking financial assistance for care received in our emergency room?  


  FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

4. Other Guarantor Information
a. Are you married or in a civil union and your spouse/partner is your guarantor?             FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
b. Are you divorced or separated, and is your former spouse/partner financially responsible for medical care per the dissolution or separation agreement?                      FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No
If yes to either question, please provide:

_____________________________

_______________________________
Spouse/Partner Name



_______________________________

 (_____)_______________________

_______________________________

Spouse/Partner Phone Number


Spouse/Partner Address

5.  Are you currently employed?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Is your spouse/partner employed?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

     Employer Name:  ________________________
Employer Telephone #: (      )_______________

     Employer Address:  _______________________



            _______________________

     If you are not employed, have you (or your spouse/partner) been employed within the last 12 months?

       FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

6. Are you covered or eligible for any health insurance policy, including foreign coverage, Health Insurance Marketplace, Veteran’s benefits, Medicaid or Medicare?

 FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

If yes, please provide the following information:

Policy Holder: _________________________
Policy Holder: _________________________

Insurer:  ______________________________
Insurer:  ______________________________

Policy #: ______________________________
Policy #: ______________________________ 

7. Are you seeking financial assistance for treatment related to:
 FORMCHECKBOX 
 Workplace Injury   FORMCHECKBOX 
 Accident   FORMCHECKBOX 
 Crime   FORMCHECKBOX 
 Cancer   FORMCHECKBOX 
 Other ______________________

1. Property.  Please provide information regarding any real estate property (buildings or land) that you own other than your primary residence.  Please indicate if the property is used as income.
Value of all buildings minus amount owed $____________
Income property?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Value of all land minus amount owed $________________
Income property?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

2. Bank Accounts/Investments.  Please list the current balance in each of the following.  If you do not have an account listed below, please indicate “NA” in the lines provided.
Checking Account(s):  $__________________
Savings Account(s):  $____________________

Other Investments (do not list retirement or IRA accounts):  $____________________


I certify that the information in this application is true and correct to the best of my knowledge.  I will apply for any state, federal or local assistance for which I may be eligible to help pay for this hospital bill.  I understand that the information provided may be verified by the hospital, and I authorize the hospital to contact third parties to verify the accuracy of the information provided in this application.  I understand that if I knowingly provide untrue information in this application, I will be ineligible for financial assistance, any financial assistance granted to me may be reversed, and I will be responsible for the payment of the hospital bill.

Patient/Applicant Signature:  ____________________________

Date:  ____________________

Spouse/Partner Signature:  ______________________________

Date:  ____________________

1. Please document annual, taxable income for the current year.
Patient:





Spouse/Partner:  (if applicable)

Income (wages, salary, tips):  _____________
Income (wages, salary, tips):  ______________

Disability Income:  _____________________
Disability Income:  ______________________

Rental and Royalty Income:  ______________
Rental and Royalty Income:  _______________
Social Security Income:  _________________
Social Security Income:  __________________
Alimony Income:  ______________________
Alimony Income:  _______________________
Interest Income:  _______________________
Interest Income:  ________________________
Business Income:  ______________________
Business Income:  _______________________
Retirement or Pension Income:  ____________
Retirement or Pension Income:  ____________

Unemployment Compensation:  ____________
Unemployment Compensation:  ____________

Dividends:  ____________________________
Dividends:  ____________________________

Taxable refunds/credits/offsets:  ____________
Taxable refunds/credits/offsets:  ____________

Capital or Other Gains:  ___________________
Capital or Other Gains:  ___________________
Other:  _________________________________
Other:  _________________________________

Total Income:  $_________________________
Total Income:  $_________________________

2. Please list any cash gifts or support greater than $1,000 received from friends or family in the last twelve months.

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Patient Name:  _____________________
Account or Medical Record #: _________
Step 1:  Patient Information
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Step 2:  Assets





Step 3:  Certification





APPENDIX


Complete this section ONLY if you have not submitted your tax return for the previous calendar year, or if any of the following income sources will vary between the current calendar year and the previous calendar year.








Page 2 of 4
Version:  1/1/14


_1708863661.doc
[image: image1.jpg]\ West Suburban
B Medical Center







