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Application for Hospital Care Assurance Program/ Financial Assistance Program
Patient Name:	______________________________________	Date: __________________
Address: ____________________________________________	City: ___________________
State:_______________ Zip:____________________________	Phone:	________________
Date(s) of hospital/physician services for which you are applying for assistance: ___________
Were you an Ohio resident at the time of your service? _____________________________
Were you an active Medicaid recipient at the time of your service? ___________________
If yes, please list your Medicaid ID number: _______________________________________
Were you an active recipient of Disability Assistance at the time of your service? ________
Did you have health insurance (other than Medicaid) at the time of your service? ________
If yes, please list you insurance information: _______________________________________
             Please provide the following information for all of the people in your immediate family who live in your home.  For purposes of HCAP/FA, this is defined as the patient, patient’s spouse, and all of the patient’s children under the age of 18 who live in the patient’s home.
	Name:
	Age:
	Relation to Patient:
	3 mo. Income prior to date of service
	12 mo. Income prior to date of service
	Source of Income

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



Total Persons in Family:_____________________	Total Family Income: _________________________
IF you report $0 income, you will be asked to provide a brief explanation stating how you and your family pay for basic living expenses (food, housing, clothing, etc.)
By my signature below, I certify that everything I have stated on this application is true.
__________________________________________________________________       Date:______________________________
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Patient Name:_________________________________________________________________________
Address:___________________________________________________________________________________________________________________________________________________________________
Patient DOB:__________________________________________________________________________

I HEREBY GIVE MY PERMISSION FOR TRINITY HOSPITAL TO RELEASE THIS INFORMATION TO TRINITY MEDICAL GROUP OFFICE REGARDING MY FINANCIAL STATUS.

Signature_______________________________________________________     Date:__________________________________
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Notice:  Effective 9/1/2011, financial assistance applications will need renewed every 90 days.  Inpatient services will require applications for every admission unless you are admitted multiple times within 45 days for the same underlying condition.  The new charity care policy has implemented a standard co-pay amount to be collected for all hospital and physician office visits as outlined below:

Inpatient: $100.00 
ER: $ 50.00
Surgery: $300.00
Labs/Imaging: $20.00
Physician Office: $25.00
Specialist OV: $45.00
Therapy: $25.00 (each visit)
The Ohio HCAP program covers “basic, medically necessary hospital services” only.   Elective/ cosmetic surgeries and procedures, anesthesiologists, outside professional services associated with your hospital visit (i.e. Dennison Radiology, Modern Pathology, Mid-Ohio Emergency Physicians, and Midwest Ultrasound) are not covered under HCAP.  This list is not all inclusive.  Services that are not covered under HCAP WILL require the co-pay listed above to be paid at the time of service or the service will be rescheduled (excluding Emergency room services).
If you are denied for both HCAP and Charity Care due to excess income, you may request that your application be reviewed for Medical Indigence.  Medical Indigence requires proof that your hospital bills exceed greater than 30% of your prior year’s income.  You must initiate the process of screening by scheduling an appointment with the THTC financial counselor at 740-922-7450 ext. 2161.

Signature_______________________________________________________    Date_________________________________
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[bookmark: 2011]
2011 Federal Poverty Guidelines


48 Contiguous States and DC
	 Household size
	 100%
	 150%
	200% 
	 300%
	400% 

	 1
	$10,890
	$16,335
	$21,780
	$32,670
	$43,560

	 2
	14,710
	22,065
	  29,420
	44,130
	58,840

	 3
	18,530
	27,795
	  37,060
	55,590
	74,120

	 4
	22,350
	33,525
	  44,700
	67,050
	89,400

	 5
	26,170
	39,255
	  52,340
	78,510
	104,680

	 6
	29,990
	44,985
	  59,980
	89,970
	119,960

	 7
	33,810
	50,715
	  67,620
	101,430
	135,240

	 8
	37,630
	56,445
	  75,260
	112,890
	150,520

	 For each additional person, add
	$3,820
	$5,730
	  $7,640
	$11,460
	$15,280

	
	
	
	
	
	




Source: Federal Register, Vol. 76, No. 13, January 20, 2011, pp 3637-3638
Living Expenses:
	Type:
	Amount:

	Rent/Mortgage
	

	Utilities
	

	Auto
	

	Food
	

	Other:
	



image1.jpeg
(l‘, TRINITY
(&R HOSPITAL
~ TWIN CITY
Ministry of Sylvania Franciscan Health

Sponsored by The Sisters of St. Francis
of Sylvania Obio




image2.jpeg
). TRINITY
G HOSPITAL
TWIN CITY

Ministry of Sylvania Franciscan Health
S d by The Sisters of St. Francis
of Sylvania Obio




