Presumptive Charity

Patient Name

Date of Service .

Total Charges -

The following is a listing of types of accounts where financial assistance is considered to be
automatic and may be approved for financial assistance without a financial assistance application or

documentation of Income:

00 Guarantors with a history of bad debt closed and returned or inability to pay by our 3rd party

collection agency.
0 Applicants whose socio-economic data clearly indicates an inability to pay.

0 Reside at a homeless shelter or receipt of care from a homeless clinic.

[ Deceased and no estate is located.

O Letter or Record of participation in the following programs: Women, Infants, and Children
program, TANF, SNAP, WIC or prior Medicaid Eligible.

] Health condition of patient, age of patient, employment status, size of debt and marital status
combined to present a high likelihood of inability to pay

7 Other circumstances which a reasonable person would conclude the debt for services will not be

paid.
0 Experian Financial Clearance tool
7 Prior charity approval
1 Out-of-state Medicaid



B orerto
Hospital

645 S. Central Ave. Chicago, IL. 60644

Patient Date:

Account:

Below is a list of documentation that you_MUST provide with your application for financial assistance .
Eligibility is based on current Federal Poverty Guidelines.

® Copy of last year’s W2 forms, (4) pay stubs, SSI award letter
® Copy of last year’s complete tax form.

® Room and Board Letter if applicable or Rent Receipt

® Driver’s License (Photo I.D.)

® Social Security card

Please feel free to contact our office if you have any questions or concerns Monday ~Friday
from 8:00am-5:00pm office :773-854-5083 cell:773-762-9748 Fax: 773-626-7902

Thank you,




Loretto Hospital

LORETTO HOSPITAL
Financial Assistance Application

Important: You may be able to receive free or discountad care: Completing this application will help Loretto Hospital determine

if you can receive free or discounted services or other public programs that can help pay for your healthcare. Please submit this
application to the hospital. '

If you are uninsured, a social security number is not required to qualify for free or discountad care. While a sogial security
number is not required for some public aid programs, including Medica d, providing a sccial security number will help the
hospital determine whether you qualify for any public programs.

Please complete this form and submit it to the hospital in person, by mail or by fa< ta apply far free or discounted care within 60
days fallowing the date of discharge or receipt of outpatient care.

Patient acknowledges that he or she has made a good faith effort to provide all information raquested in the application to
assist the hospital in determining whether the patient is eligible for financial assistance.

Internal Use Only:
Application Date: MRN:

Account Mumber:

\pproved %: Denied/Reason: Pt's Bal Due:

Jatient Information:

‘atient Mame: Phone #:

atient Date of Birth:

atient Address:

atient an Illinois resident at time of service? (circle one) YES NO
itient involved in an alleged accident? (circle one) YES MO
itient victm of an alleged crime? (circle one) YES MO

tient Social Security Number (not required if uninsured):

tient telephone or cell phone number:

tient email address (if applicable):

ipplicable: Guarantor Information (If patient is a minor or spouse ‘partner Is responsible for patient):



N fe,
uarantor Mame:
L)

.,
iadrantor Addrass:

iuarantar t2lephone or call phone number,

*amily Household Information:

Jumber of persons in the patient’s family household:

samoer of persarns wha are dependent of the catiert:

_ist the agas of the deperderts in tre heusafcld.

Dependents Age
Dependents '
Dererdents
Derendents
Decendents
Decerdents
Dependents

[N fds [0 [N [

Patient’s Family Income and Employment Information:

Patent - ara you erploysd? ozl ore
[¥ y=s, please completa the fallowing:

N3me of erploy2r:

Addrass of emciayzr

Taleprere ndmeer of empicyer.

Spouse of patart - ars you ampioysd? IrnEore
I7 yes, please compets tre filowing:

Mamre of ergloyzrn

Addrass of amployer:

siachaore number of 2mplayer:

[¥ the patiant is a miror, is the parent or guardian of the — ~or 270,20 oI e

I yes, please completz the fallowing:

Mame of errployer:

Addrass of emplayer:
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Telephone number of employer:

Marital status of the patient (please circle one):
Single Married Widowed Separatad* Divorced*

*If the patient is separated or divorced, is the financial responsibility for medical care set forth in the dissolution agreement or
court order? (circle one) YES NO

Gross monthly family income:

$ | Total household employment income (including self-employed)

$ ! Unemployment compensation

$ ' Social Security

$ | Sacial Security Disability

$ . Veterans’ pension

$ . Veterans’ disability

$ | Private disability

] | Workers' Compensation .

5 | Temporary Assistance for Meedy Families

5 ' Retirement Income

5 | Child Suppoart, alimony or other spousal support

b Other Income .

; . Total gross monthly family income

lease provide docurrentation of the following: Are you enrolled [ any of the following? (cirde all that apply)
'aycheck stubs (last 4) Women, Infants and Childran Nutritton Program (WIC)
lenefit statements Supplemental Nutriticn Assistarce Pregram (SNAP)
ward letters Illincis Frze Lurch and Braakfast Program

‘ourt orders Low Income Home Energy Assistance Program (LIHEAP)

ederal tax raturns
ither documents in support of Income
Ex. Bank Statement

Ay zSmmurity-cazed orgram that Zrovides 3czass to medical s3rz zasad In cw-rcome drarcial status

surance, Benefit Information:

oes the patient have medical insurance? (circle one) YES NO
yes, please specify:

‘be of coverage (please circle one):

1lth Medicare Medicare Part D Medicars Sipplerert Medicald Vatarars

sured Member Mame:

surance Co. Mame:

bscriber ID:

11
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Asset and @stimated asset value information:
»’ r

Bl

$ " Checking

$ ~ Savings

$ - Stocks

$ Certificates of deposit

5 Mutual funds

$ Health savings/Flexible spending acccun®

$ " Real property

$ Do you own a home or property ? Yas  or
No

5 Automobiles ar other vehicles

5 Maka: Maodel: Y23e:

3 Maka: Model: ‘(2ar:

5 Maka: Model: Y23

5 Total assets and estimatad assats infarTalcr

Monthly expense information and estimated expense figures:

5 _ Housing (rent or mortgage)
" If nothing, please explain:
_ Utilities
Gas
_ Electric
Phone
~ Food
~ Transportation (car bus fare, 2t2.)
Child Cars
" Loans (student, payday 'etz.)
" Medical expenses
. Other expenses
Total monthly expense infarmatior

[ certify that the information in this applcation is true a~d ccrr=ct tS tre best of my <nzwedge. [t aogly fzr any stats,
federal or local assistance for which I ma; be el gikls t3 rec pay far tris rospifa o 1 Jrdarsta~d that the nfsrmation
provided may te verified by the hospital, and I aitharza tre roscita to cortatt fird paies 2 serfy the azzuracy of the
information pravided in this application. [ understand thas f I knowirgly crovide Lrirue rrormatcr in s aocl cator, [ will be
ineligible far financial assistance, any financial assistarce gra~tad to me may raverse. a~c I o ke raspensitlz for the payment
of the hospital bill.

Patient or applicant’s signature: Cat=:

If 3 patient meets the prasumptive eligibility critaria of Loratic Hosoita ors ctherstse crasemphy/ely 2 gitlz oy srtae of the
patient’s family income, the patient shall nct be raquirad iz csrpleta the porticrs of the 3zl ater addrassing the monthly
expense infarmation and estimatad expense figuras.

PLEASE NOTE: THIS APPLICATION IS FOR HOSPITAL SERVICES ONLY. YOU MA'Y RECEIVE A BILL FOR THE PHYSICIAN PROFESSIONAL SERVICES.




State of lllinois

Department of Human Services 1 (PERMANENT) B
APPROVED REPRESENTATIVE CONSENT FORM _‘ 5

=

APPROVED REPRESENTATIVE'S INFORMATION (PLEASE PRINT LEGIBLY OR TYPE)

Name:

Address:

City: State: Zip Code:

Telephone Number:;

CLIENT SECTION

| want the person named above to apply for cash, medical and/or Food Stamp blenefits for me and/or my family. | understand
that | am still responsible for the information that my representative gives to the Department.

Client's Signature (or mark):

Signature of Witness
(if client signed with a mark):

Date:

REPRESENTATIVE SECTION

I have talked to the client about why they are signing this form. | (or the company [ represent) will submit to the lllinois
Department of Human Services a request for cash, medical, and/or Food Stamp benefits on their behalf. | have also told this
client that DHS needs to have certain facts to make a correct decision on their eligibility for benefits.

I have told the client that they need to cooperate with DHS to obtain any needed verification(s) for the eligibility decision.

Representative's Signature:

Relationship to Client:
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