Application for Financial Assistance

The MetroHealth Financial Assistance Program / HCAP

If you meet the Federal Poverty Guidelines or would like to be considered for the MetroHealth Financial Assistance Program, please complete this form in its entirety and return it to MetroHealth Medical Center Attention Admitting Department.
PATIENT NAME:  _________________________________   DATE OF APPLICATION:  __________________________

APPLICANT NAME, IF NOT PATIENT:  __________________________________________________________________

(If the applicant is not the patient, please answer the following questions as they apply to the patient.)
ADDRESS:  __________________________________
CITY:  ____________________________________________

STATE:  _____________________________________
ZIP CODE:  _______________________________________

DATE(S) OF SERVICE:

From _________________________ To ______________________________

1. Were you an Ohio resident at the time of service?



Yes _____
No _____

2. Were you an active Medicaid recipient at the time of service?


Yes _____
No _____

3. Were you an active recipient of Disability Assistance at the time of service?

Yes _____
No _____

(If you answered Yes to this question, please attach a copy of your DA card effective during service to this application.)
4. Did you have health insurance (other than Medicaid) at the time of service?
Yes _____
No _____

List below the following information for all of the people in patient’s immediate family who live in the home.  “Family” is defined as the patient,     the patient’s spouse (living in the home or not), and all of the patient’s children under 18 (natural or adoptive) who live in the patient’s home.  

	
	Hourly Rates
	
	Monthly Rates

	Name
	Age
	Medical Record #
	Relationship to

Patient
	Number of Months income received of the 12 months prior to the date of service
	Hourly Rate
	Average Number of Hours Worked Per Week
	And/Or
	Monthly Income (includes SSI, alimony, unemployment) Include the benefit type:  SSI, BWC, Etc.

	(Patient)


	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Total persons in family


	
	
	Total family income
	
	
	
	
	


Please check type of income verification attached.  Please note:  send copies of documents.  Originals will not be returned.


□
Copies of Pay Stubs for the 3 and/or 12 months prior to the date of service


□
Letter from employer stating gross income for the 3 and/or 12 months prior to the date of service


□
Social Security/Pension/Disability benefit letter covering the 3 and/or 12 months prior to the date of service


□
Unemployment benefit verification for the 3 and/or 12 months prior to the date of service

	


If you report a $0 income, please write a brief explanation above of how you are supporting yourself financially for the 3 and/or 12 months prior to the date of service.  If you receive support from someone, please have that person provide a letter stating the time period they have supported you and the type of support that has been provided.

*You are required to notify MetroHealth System of any changes to household income or health insurance status as a participant in this program.

*I hereby authorize credit and employment information to be released to the MetroHealth System and its representatives to determine eligibility for benefits.  I give my permission to The MetroHealth System to provide my name, address, telephone number and necessary medical and billing information to the organization that assists patients of MetroHealth to qualify for government and other medical benefit programs including Johnson & Johnson Patient Assistance Foundation, Inc. and the Lash Group, Inc. for purposes of the Hospital Access Patient Assistance Program.".
*I understand that if I withhold information or present fraudulent information, MetroHealth reserves the right to revoke discounts assigned and retro-adjudicate previously discounted claims.

*By my signature below, I certify that everything I have stated on this application and on any attachments is true.

____________________________________________________
              _____________________________________________________

Applicant Signature





Financial Counselor Signature
Date_______________

                                                        Plan Assigned___________________
2
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