ﬂz-NorthShore Financial Counseling

University HealthSystem

Date:

PATIENT NAME:
ACCOUNT:
BALANCE: $
DATE OF SERVICE:

Dear:

This Financial Statement packet is being provided to you for completion so that we may determine if you qualify
for a discount under the NorthShore University HealthSystem Assistance Program.

COMPLETING THIS FORM IS NOT A GUARANTEE OF ELIGIBILITY
FOR NorthShore University HealthSystem FINANCIAL ASSISTANCE.

If you do not complete this packet, or if you return it without the requested documentation, then
NorthShore University HealthSystem will not be able to determine whether you qualify for
Financial Assistance and you will be responsible for the balance due on your account.

To determine if you qualify for Financial Assistance, please return the information checked-off below with this
completed packet:

X 2 most recent paycheck stubs

X] Current proof of income from all other sources; such as Unemployment
compensation, Disability Income, SSI, rental property income, pensions,
annuities, interest payments, etc.

X] Copies of bank statements for checking, savings, Certificates of Deposit, etc. for the
last two months

X] Other - Last Income Tax Return

X If you cannot provide any documentation relating to your income, fill out the
statement below:
l, (name), certify that | have no documents that
prove my family’s monthly income of $ . lunderstand that if the above
information is untrue, any charity granted to me may be forfeited, future requests
may be denied and | will be responsible for payment of the hospital bill.

Please mail this completed packet and the requested documentation within 14 days from the date of this letter.
A letter of determination will be mailed to you after your application is reviewed.

Failure to complete this packet or to return it without all of the documentation requested will affect our ability to
determine whether you qualify for a reduction of your bill or an extended payment plan.

If you have any questions regarding your application please call the Financial Counselor at (847) -

Thank You,
Financial Counseling
NorthShore University HealthSystem

(570) - FC initial: ____

Hospitals » Medical Group * Research Institute *+ Foundation



Charity Care Application Reference Number(s):

INSTRUCTIONS: COMPLETE THE APPLICATION IN FULL AND SIGN THE AUTHORIZATION TO VERIFY INFORMATION.

PATIENT INFORMATION

Last Name First M.I. Age Social Security Number Immediate Family Size
Street Apt. # City State Zip Code Home Phone

Employer Address Cell Phone

City State Zip Code Monthly Gross Income Work Phone

Relationship to Patient | Age
SPOUSE / (PARENT INFORMATION IF MINOR)

Last Name First M.I. Social Security Number | Home Phone
Employer Address Cell Phone
City State Zip Code Monthly Gross Income Work Phone

Support Letter

RE: Date:

Dear ,

The person named above has advised us that you are their sole means of support. To verify this information, please complete this form and
return it to us as soon as possible. A return envelope has been provided for your convenience. Thank You.

The type of support I/WE provide is: (please complete all that apply)

|:| Room and board

|:| Allowance of $

Every week Every 2 weeks Every month

|:| Other support (please explain)

Signature of person completing form Date

Relationship to person named above

OTHER INFORMATION

If you have additional documents that may help NorthShore make a determination regarding your application, such as large outstanding
bills which would show financial hardship, please provide those documents (example: delinquent utility, mortgage or rent bills, medical bills,
bank or checking statements, etc....)

APPLICANT CERTIFICATON: | certify that the above information is true and complete to the best of my/our knowledge. | understand that
as part of the financial screening process, my/our address, employment and credit history may be verified.

Applicant Signature: Date:

Return your completed application and documents to the hospital at the following address:

NorthShore University HealthSystem

Hospitals » Medical Group * Research Institute * Foundation
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