INSTRUCTIONS & APPLICATION FOR FINANCIAL ASSISTANCE/CHARITY CARE 

Instructions
Step 1:

You must apply for medical assistance in the county in which you reside
Please give us a copy of the ‘Notice of Decision’ if you are denied assistance. Then proceed to step 2. (If you have applied for medical assistance within 6 months of applying for the Charity Care program you do not need to reapply.)

Step 2:

To determine your eligibility, you must provide all household income amounts for a 12-month period.


1. Please provide a copy of the most recent pay stub(s) verifying year to date earnings. (This is needed for all jobs that were held within the last year for anyone currently part of your household.) 
2. Please provide a copy of all W-2 forms for any job held in the prior year, and/or a copy of last year’s completed income tax return.  

Step 3:

If you are living with someone else but paying rent, you will need to provide written verification from the person you are paying rent to and the amount you pay.

Determination of eligibility is made based on poverty guidelines set by the Federal Government.  If false information is given, you will be held responsible for your debt upon rejection from the review by the charity care program. All applicants will be sent written verification of eligibility.  A positive verification is good only for current charges on your account, and only good in our facility.

Please make sure you have all the necessary paperwork with you when you apply.  If you have any questions or concerns, please call me at (608) 339-8366.

Cindi
Financial Advisor 

*A copy of the application follows on the next page.
MOUNDVIEW MEMORIAL HOSPITAL & CLINICS

PO BOX 40, FRIENDSHIP, WI 53934

APPLICATION FOR CHARITY CARE ASSISTANCE
NAME_______________________________________________________

ADDRESS______________________CITY____________STATE/ZIP_____________

PHONE_____________ SS#_________________ EMPLOYER___________________

I certify that the above information is true and accurate to the best of my knowledge.  Furthermore, I will make application for any assistance (Medicaid, Medicare, Insurance, etc.) which may be available to pay for my hospital charges.  I will take any action reasonably necessary to obtain such assistance and will assign or pay to the hospital the amount recovered for hospital charges.  

I understand that this application is made so that the hospital can judge my eligibility for uncompensated services under the Hill-Burton Act based on the established criteria on file at the hospital.  Moundview Memorial Hospital & Clinics reserves the right to verify all given information with Trans Union Credit Bureau and any other persons or creditors they see fit to verify the information that is given.  If any information I have given proves to be untrue, I understand that the hospital may reevaluate my financial status and take whatever action becomes appropriate.  

APPLICANT’S SIGNITURE_________________________________________

DO NOT WRITE BELOW THIS LINE. FOR OFFICE USE ONLY

	




LAST 12 MONTHS                      LAST 3 MONTHS                    FAMILY SIZE

Gross Income    _____________________              ___________________                  _____________

Family Income _____________________             _____________________                _____________

Total                   ____________________               ___________________                    ____________

Dates of Service_________________________________________________________________________

Date of Request________________________

ELIGIBILITY DETERMINATION 

Income Verified:            Yes            No

Type of verification: _________________________ Date Received________________

Patient Qualifies:            Yes           No

The applicant’s request for free or reduced services has been denied for the following reasons: 

Date of Determination of Eligibility:______________________

______________________                         _____________________________

Date Applicant notified                               Signature of Hospital Representative
Notice of Availability of Uncompensated Services

Moundview Memorial Hospital & Clinics is required by law to give its services without charge to eligible persons who cannot afford to pay for care.  This excludes outpatient surgeries and/or surgical procedures.
To be eligible to receive uncompensated services, you must be a full time resident of Adams County to qualify for this program for outpatient services and, your family income must be at or below the following levels:

Size of Family                    Poverty Guidelines
         1 ………………………..  $ 15,600.00

         2 ………………………..    21,000.00 

         3 ………………………..    26,400.00

         4 ………………………..    31,800.00

         5 ………………………..    37,200.00

         6 ………………………..    42,600.00

         7 ………………………..    48,000.00

         8 ………………………..    53,400.00

For family units with more than 8 members, add $5220.00 for each additional member.

These figures are 150% of the 2008 poverty income guidelines for all states except Alaska and Hawaii.  If you think that you may be eligible for uncompensated services, you may request an application at the Admissions office or the Patient Accounts Department or print off the above application form.  
Moundview Memorial Hospital & Clinics will make a final determination of your eligibility for uncompensated services based on your written application within 2 working days following a pre-service request, or by the end of the first full billing cycle following a post-service request.

You must exhaust and show verification on all other potential sources of income including Medical Assistance, Medicare or other Governmental programs.       
*Effective 4/1/2008   

