UNIVERSITY OF ROCHESTER MEDICAL CENTER

HIGHLAND HOSPITAL

Charity Care Application
Application Completed By:___________________________________


Date: ____/____/____

Please Mark Line N/A if non-applicable

Patient Name:
 ________________________________

Date of Birth: 
 ___/___/___

Responsible Person:_____________________________



Spouse/Parent Name: ___________________________


 

Address: _______________________________


Phone #: Home: (      )_____________


            _________________________________


   Work : (      )_____________

Employer: _____________________________________

Gross Salary:  $_______per_______

Spouse’s Employer:  ________________________________

Gross Salary:  $_______per________

Number of people in the family_________________________ 

Other income including SSI/Social Security/Child Support payments: 
 Who receives income___________________  Source_____________  Gross amount $ _______
per ________ 
Day Care Cost per child
                       



           Amount paid $                 per 

Please list all household members including minor children under 21 who lives with you (even if they are not applying for Charity Care at this time.  Use extra sheet if necessary.)
First and last name
  Date of Birth
         Relationship to you        Social Security Number   Medical insurance/        










            Cost
	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Medicaid

Statement
	[ Please check the appropriate statement boxes.  Attach copies of DSS notice including attachments.] 
1.    I/We  ( [ ] have / [ ] have not ) applied for Medicaid to cover these services.  

If not, please explain reason:  ________________________________________________________________

________________________________________________________________________________________
2.    I/We ( [ ] have / [ ] have not ) been rejected by Medicaid.

Reason for reject: Include a copy _____________________________________________________________
________________________________________________________________________________________

3.    I/We ([ ] have/ [ ] have not) been rejected by Child Health Plus or Family Health Plus_______________

________________________________________________________________________________________

4.      I/We received an approval from Medicaid, but with a monthly spend down of  $____________________


The Strong Health Charity Care Program helps people who are unable to pay all of their medical bills.  You may qualify for discounts on medical care through the Charity Care Program if:

· You do not have health insurance

· Your health insurance does not cover all of the medical care you need

· You are not eligible for Medicaid or some other type of insurance

· You meet the financial criteria
___________________________________________________________________________________________________
I understand that this application for Charity Care is confidential and will be used to determine my eligibility for uncompensated services under the Charity Care guidelines established by Highland Hospital. If any information that has been given proves to be untrue, I understand that Highland Hospital may re-evaluate my financial status and take whatever action becomes appropriate.

Signature of responsible party:___________________________________________________________

Date:________________________________________________________________________________ 

Please turn this form over, complete the items on the back, and return it.
	Return 

Form
	PLEASE PROVIDE COPIES OF THE FOLLOWING DOCUMENTS:

· Wage/Income statements for the past 90 days

· Complete previous year’s tax return
· Copy of insurance/Medicaid denial notices
RETURN TO:

Highland Hospital

Business Office/Cashiers

1000 South Ave. Box 24
Rochester, NY  14620
If you have any questions about completing this form, 

I can be reached at (585) 341-0023


Thank you for your cooperation.
The following income guidelines may help determine if you are eligible for Highland Hospital’s Charity Care program.  The intent of providing this information is to enable you to determine if you or your household may be eligible for this program.   If you are in doubt, or if extenuating circumstances have occurred, we encourage you to submit this application for consideration.  Other payment options may be available, even if you do not feel that your household qualifies for Charity Care. After a completed application has been submitted, bills may be disregarded while that application is being reviewed.  (The following guidelines are effective 02/01/11.
	2011 CC Schedule
	 
	 
	 
	 
	 
	 

	CC% Allowance
	Household Size
	% of FPL
	One Person
	Two Person
	Three Person
	Four Person
	Five Person
	Six  Person

	
	FPL -Annual Gross  
	
	10,890
	14,710
	18,530
	22,350
	26,170
	29,990

	
	Monthly Gross 
	
	908
	1,226
	1,544
	1,863
	2,181
	2,499

	100%
	 
	up to 200%
	21,780
	29,420
	37,060
	44,700
	52,340
	59,980

	
	
	
	1,815
	2,452
	3,088
	3,725
	4,362
	4,998

	80%
	
	201 – 250%
	27,225
	36,775
	46,325
	55,875
	65,425
	74,975

	
	
	
	2,269
	3,065
	3,860
	4,656
	5,452
	6,248

	60%
	
	251 – 300%
	32,670
	44,130
	55,590
	67,050
	78,510
	89,970

	
	
	
	2,723
	3,678
	4,633
	5,588
	6,543
	7,498

	40%
	
	301  -350%
	38,115
	51,485
	64,855
	78,225
	91,595
	104,965

	
	
	
	3,176
	4,290
	5,405
	6,519
	7,633
	8,747

	20%
	 
	351 - 400%
	43,560
	58,840
	74,120
	89,400
	104,680
	119,960

	
	
	
	3,630
	4,903
	6,177
	7,450
	8,723
	9,997

	0
	
	over 401%
	
	
	
	
	
	


For Office Use Only:
Date Received in PAO:
____/____/____



By:     ____________________________


Approved By:
______________________________
               Rejected By:     ____________________________


Reason:

____________________________________________________________________________


__________________________________________________________________________________________



Applicant advised on ____/____/____ by  [  ] phone  [  ] letter  [  ] in person.



An account for $______________________ for _______ payments established.
Rev. 01/11tk
