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“The hospital may request you submit documentation as proof of income; examples of
documentation might include a pay stub, a letter from your employer if applicable, or Form 1040,

Health Insurance Status

Do you have any form of health insurance, including Medicaid, Medicare, or private insurance
through your employer or purchased on your own? 0 Yes 0 No
If you answered *No,” would you like assistance in applying for any of these programs?
OYes ONo
Underinsured patients: people with insurance and high medical expenses. If you have
insurance, please provide an estimate of the medical bills you paid in the past 12 months.

$

The hospital may request you submit documentation as proof of paid medical expenses.

Patient/Responsible Party: If not the patient, list the name of the person signing the form
and their authority to sign on behalf of the patient (e.g., spouse, parent, legal
representative).

| understand that the information | submit may be subject to verification from external sources. |
certify that the information is true and complete to the best of my knowledge:

Print Name

Date

Relationship to Patient
Signature
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You may be eligible for hospital financial assistance to pay your bill if you are uninsured, if your
insurance is exhausted, o if you have health insurance but have proof of paid medical
expenses totaling more than 10% of your income. Completing this form will tart your request
for hospital financial assistance. This form is used by all hospitals in New York State.

This application must be printed in the primary" languages spoken by patients served by the
hospital.

Patient Name (complete information that is applicable)

Patient Name (First, Middie, Last)

Date of Birth (mm/ddlyyyy)
Address ApartmentUnit#

City State Zp
Contact Phone #

ParentGuardian or Lawful Representative Name (i patient is a minor child or an incapacitated adul)

Email Address (i any)
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spouse or domestic partner, and any children or other dependents. For example, this would
include everyone listed o the same tax retumn.

Gross income means your income before taxes are deducted.

Gross income can consist of work eamings (wages, salaries, tips, eamings from self-
‘employment), uneamed income (social securiy, disability, and unemployment benefits),
contributions (funds from family or friends), and other sources of income (temporary assistance
and supplemental security income).

Full Name Relationship | Total Gross Income (Current)

Self

*“primary languages” includes any language that s used to communicate in atleast 5% of patient isits per year, or
any language spoken by more than 1% of the primary hospital service area population, a calculated using.
demographic information available from the United States Bureau of the Census, supplemented by data from
school systems.




