<NAME OF PRACTICE>

<ADDRESS>

<PHONE/FAX>

FINANCIAL HARDSHIP APPLICATION
Please complete the following form, and submit all necessary supporting documentation to our practice. For your security, we recommend that this sensitive information be delivered in person to our practice.

Continued Eligibility: If a waiver is granted, it will automatically expire after a period of <INSERT THE NUMBER OF MONTHS FOR YOUR POLICY> months. Periodically, you may be required to re-certify you financial status. If any of the information that you have provided proves to be untrue, we will promptly reevaluate your financial status and take action necessary to collect on your account. If granted, a waiver may be immediately revoked by the practice, without advance notice, for any reason.
All information relating to this application are kept completely confidential and will only be used to determine eligibility.
	Account Number
	
	Date
	

	Last Name:
	
	First Name:
	
	Middle:
	

	Date of Birth:
	
	/
	
	/
	
	SS#:
	

	Home Address:
	
	Apt #:
	

	City:
	
	State:
	
	Zip:
	

	Home Phone:
	
	Work Phone:
	

	Other Contact:
	

	Name of person completing application (if other than above)
	

	Relationship to patient
	

	Insurance Information
	( Medicare
	( Medicaid
	( Other  (please specify)
	

	
	Primary Insurance
	
	ID#
	

	
	Secondary Insurance
	
	ID#
	


Please answer all the following questions:
Employment Status:
 Employed    Unemployed.  If so, how long?__________    Retired   Disabled

Number of family members living in the household: ____  Housing Status:  Rent  Own  Monthly pmt $_______




Patient


Spouse


Dependants
Monthly Salary (Gross) 

$____________ 
$____________ 
$____________ 

Public Assistance Benefits
$____________ 
$____________ 
$____________ 

Unemployment Benefits 
$____________ 
$____________ 
$____________ 

Social Security Benefits 

$____________ 
$____________ 
$____________ 

Workman’s Compensation 
$____________ 
$____________ 
$____________ 

Child Support 


$____________ 
$____________ 
$____________ 

Other (Alimony, Etc.)

$____________ 
$____________ 
$____________ 

Subtotal: 


$____________ 
$____________ 
$____________ 

TOTAL FAMILY INCOME          $_____________________ 
Explain why you are unable to pay your medical bill(s):

	Please submit TWO of the following documents:
	

	 
Copies of pay-stubs (3 months)
 
Copy of Social Security Income, Social Security Disability, General Assistance or Aid to Dependent Children benefit letter
 
Copy of bank statements (3 months)
	 
Employment verification letter including YTD earnings and pay rate.
 
Copy of Federal & State Tax Returns or W-2 statements for past 2 years
 
Copy of your Medicaid denial letter (if requested)


I HEREBY CERTIFY THAT NO OTHER SOURCE, INCLUDING MEDICAID, WELFARE PROGRAM, PARENT OR OTHER PERSON OR PROGRAM IS LEGALLY RESPONSIBILE FOR MY BILLS. I CERITIFY THAT THE INFORMATION ON THIS FORM AND SUPPORTING DOCUMENTATION IS TRUE AND CORRECT. I AUTHORIZE <PRACTICE NAME> TO VERIFY ANY INFORMATION CONTAINED IN THIS DOCUMENT FOR THE SOLE PURPOSE OF ASSESSING FINANCIAL NEED.

_______________________________________________
________________________


Applicant Signature

                                                                       Date:

FINANCIAL HARDSHIP POLICY AND APPLICATION
<DATE>
Purpose:  This policy has been established to maintain consistency in establishing criteria used to determine the appropriateness of waiving or reducing fees, co-insurance or deductibles in cases of uninsured or indigent patients. All applicants must complete this application for consideration of Financial Hardship concessions.

Policy: In accordance with applicable law, our practice does not routinely waive or reduce co-insurance and/or deductibles, and/or out of pocket amounts unless the patient successfully demonstrates that these fees would cause significant financial hardship as defined by this policy. 

Additionally, as part of this policy, we DO NOT engage in any of the following activities:

· Advertise, or in any way communicate to the general public that payments from insurance (including Medicare and Medicaid) will be accepted as payment in full for services provided by our office.

· Accept “insurance only” or TWIP (take what insurance will pay) as payment in full for services rendered.

· Fail to collect co-insurance and/or deductibles from a patient in order to induce them to obtain referrals to our practice.

· Fail to make a reasonable collection effort to collect a patient's balance.

Waiver Policy:  It is the policy of this practice to bill all applicable out-of-pocket amounts and to make reasonable efforts to collect such amounts in accordance with our collection practices and procedures. However, on a case-by-case basis only, if the patient meets our financial hardship criteria as outlined in this policy, this practice may either waive or lower these amounts.

Financial Hardship Criteria:  The following criteria is used to establish financial hardship:

1. Documented proof that patient is at or below <150% OR YOUR CHOICE> of the current federal poverty guidelines (see Figure A). This can include documents such as the following:

a. W-2 withholding statements or unemployment check stubs for the past 90 days

b. Pay check stubs for the past 90 days

c. Income tax return (most recent signed 1040 and/or W-2)

d. Forms from Medicaid or other State-funded medical assistance

e. Forms from employers or welfare agencies.

2. Patient has other circumstances that indicate financial hardship. These can be situations such as:

a. Proof of all outstanding debts or bills (copies of bills, statements; late notices, etc.)

b. Proof of bankruptcy settlement (if applicable)

c. Catastrophic situations (death or disability in family, divorce)

d. Other documentation that shows that patient would be unable to pay their medical bill and still be able to pay for other basic necessary expenses.

The patient will be notified in writing of the determination of this practice. Their application and supporting documentation MUST be filed in their patient chart.

Figure A
Department of Health and Human Services

2016 Poverty Guidelines
	Family Size
	100 % of Poverty

Source: Federal Register,  January 25, 2016
	<150% OR YOUR CHOICE>% of Poverty

	
	Alaska
	Hawaii
	48 Contiguous states & D.C.
	48 Contiguous states & D.C.

	1
	$14,840
	$13,670
	$11,880
	$17,820

	2
	$20,020
	$18,430
	$16,020
	$24,030

	3
	$25,200
	$23,190
	$20,160
	$30,240

	4
	$30,380
	$27,950
	$24,300
	$36,450

	5
	$35,560
	$32,710
	$28,440
	$42,660

	6
	$40,740
	$37,470
	$32,580
	$48,870

	7
	$45,920
	$42,230
	$36,730
	$55,095

	8
	$51,120
	$47,010
	$40,890
	$61,335

	Add this amount for each additional person over 8 people
	$5,200
	$4,780
	$4,160
	$6,240


Instructions for: Financial Hardship Policy and Application
Background:
Your office should have a written policy regarding determinations of financial hardship and a clear guideline on what qualifies as a hardship (e.g. by using federal poverty guidelines). The Financial Hardship Policy and Application provides both the official policy, and the application which is completed by the patient.

This form is necessary and must be included in their chart if you intend to waive all or part of their co-pay (patient portion) or deductible due to various financial situations.

Caution is advised when implementing hardship waivers. They should ONLY be used in cases where hardship is clearly indicated and properly documented. If not done correctly, waiving deductibles or co-pays could violate several federal laws. Waivers and reductions for co-pays, co-insurances, and deductibles should not be routine and should not be advertised.

Instructions:
Pages 1-2 are the application to be given to the patient to fill out.
Pages 3-4 are to be used as a template to help your office create an official Financial Hardship Policy which should be included in your Policies and Procedures Manual. Items in <BRACKETS> should be modified for your practice. These pages are not given to the patient as part of their application for financial assistance.

Pages 5-6 are the instructions for this form.

_______________________________________________________________________________

Pages 1-2:  These pages are the portion that will be given to the patient or responsible party. Please modify in accordance with your official policy as created on pages 3-4.
· An applicants eligibility should be re-evaluated on a periodic basis as determined by your policy. This could be a number of months or even on an annual basis. Modify the <INSERT THE NUMBER OF MONTHS FOR YOUR POLICY> section as appropriate.

· The “Please submit two of the following” section should be modified in accordance with your financial policy. The information shown here is an example of what you might want to include on your patient application and is typical for many financial transactions. This segment could be replaced by the information from the “Financial Hardship Criteria” portion of the hardship template on page 3.

· The “For Office Use Only – DO NOT WRITE IN THIS BOX” section must be completed for every application to ensure that the proper steps have been taken.
Page 3:
· The <DATE> at the top of this page is the date of the creation of the policy. It is NOT the date given that an application was given to the patient as this is your official policy for internal use.

· Financial hardship criteria were selected from government sources. You do not need to use ALL these, but they are the types of documents used by most businesses for making financial decisions. Add or remove items from this list as deemed appropriate.
· <150% OR YOUR CHOICE>: The poverty level you choose does NOT have to be 150%. You may select the percentage you feel is appropriate. Typically 135%-150% are used throughout the industry.
Page 4:
· Federal poverty guidelines are updated annually. The amounts shown in Figure A on this page reflect the pricing for the 48 contiguous states and D.C. Pricing for Alaska and Hawaii are higher, so please make the appropriate adjustments to Figure A if you live these states. The table below shows the official guidelines for 2016.
Figure A
Department of Health and Human Services

2016 Poverty Guidelines
	Family Size
	100 % of Poverty

Source: Federal Register,  January 25, 2016
	<150% OR YOUR CHOICE>% of Poverty

	
	Alaska
	Hawaii
	48 Contiguous states & D.C.
	48 Contiguous states & D.C.

	1
	$14,840
	$13,670
	$11,880
	$17,820

	2
	$20,020
	$18,430
	$16,020
	$24,030

	3
	$25,200
	$23,190
	$20,160
	$30,240

	4
	$30,380
	$27,950
	$24,300
	$36,450

	5
	$35,560
	$32,710
	$28,440
	$42,660

	6
	$40,740
	$37,470
	$32,580
	$48,870

	7
	$45,920
	$42,230
	$36,730
	$55,095

	8
	$51,120
	$47,010
	$40,890
	$61,335

	Add this amount for each additional person over 8 people
	$5,200
	$4,780
	$4,160
	$6,240


Form may be copied or customized by subscribers/customers for use in their own office – Not to be distributed
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