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Udhézime si té aplikoni pér ndihmé financiare
(Financial Assistance Application Instructions)

Programi i ndihmés financiare i Northwell Health synon t& ndihmojé pacientét q& kané marré shérbime mjekésore té
nevojshme, por qé jané té pasiguruar ose i kané konsumuar pérfitimet e tyre pér njé shérbim té caktuar. Pérfitueshméria
pér programin bazohet né té ardhurat aktuale dhe éshté né dispozicion pér individé me té ardhura familjare mé té uléta
se ato qé tregohen mé poshté:

Madhésia e vatrés familjare / familjes

Té ardhurat maksimale pér vatér familjare
(500% e Kritereve Federale té Varférisé
pér vitin 2022)

$67,950

$91,550

$115,150

$138,750

$162,350

D[R WIN|—~

$185,950

Pér ¢do person té métejshém, shtoni

$23,600

* 2022 tregohet pér synime ilustrative. Shumat pérditésohen ¢do vit, sipas nevojés.

Kur té plotésoni njé aplikim pér ndihmé financiare, lutemi kini parasysh sa vijon:
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Aplikimi nuk éshté i ploté derisa té dorézohet gjithé Dokumentacioni i Nevojshém. Njé aplikacion jo i ploté
nuk do té shqyrtohet dhe ashtu do té vazhdojé cikli normal i faturimit.

Dokumentacioni i Nevojshém — bashkéngijitni kopje té ¢ceqeve, déftesave té pagés ose ekstrakieve bankare gé
mbéshtetin ¢do lloj t€ ardhure té raportuar né aplikimin tuaj pér ndihmé financiare. Veg késaj, jepni kopje té gjithé
faturave ose ekstrakteve bankare gé ju déshironi té€ shqyrtohen si pjesé e aplikimit tuaj. Kini parasysh se ne ruajmé
té drejtén té kérkojmé dokumentacion shtesé né lidhje me asetet, pér pacientét me té ardhura familjare nén 150%

té Nivelit Federal té Varférisé.

Pasi té marrim aplikimin tuaj té plotésuar, ju mund t'i injoroni té gjitha faturat / ekstraktet derisa t&€ merrni njoftim
me shkrim né lidhje me statusin e aplikimit tuaj pér ndihmé financiare.

Aplikantét pér ndihmé financiare pritet gé té ofrojné bashképunim té ploté, duke aplikuar pér gdo program
sigurimesh shéndetésore té sponsorizuar nga geveria (p.sh., Medicaid, Child Health Plus, etj.) nga ku Northwell

Health beson se ju mund té pérfitoni.

Dérgojeni aplikimin tuaj me posté te:  Mather Hospital Northwell Health
Financial Assistance Unit
100 Highlands Blvd Box 9
Port Jefferson, NY 11777

Pér mé shumé informacion, lutemi telefononi 631-476-2801 Option 1

FINANCIAL ASSISTANCE APPLICATION INSTRUCTIONS
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APLIKIMI PER NDIHME FINANCIARE
(FINANCIAL ASSISTANCE APPLICATION)

Informacion pér aplikantin:

- - / /
Emri i aplikantit, i prindit, i kujdestarit Numri i Sigurimeve Shoqérore  Datélindja: Muaji Data Viti  Gjuha e preferuar

Adresa e shtépisé e aplikantit Qyteti Shteti Kodi postar

( ) - ( ) -

Numri i telefonit celular, né shtépi, né puné Numri i telefonit celular, né shtépi, né puné  Adresa e Emailits
Informacion pér pacientin:

- - / /
Emri i pacientit Numri i Sigurimeve Shogérore Datélindja: Muaji Data Viti
Marrédhénia e pacientit me aplikantin: ] Uné veté [ Bashkéshort/Partner [ Prind/Kujdestar ligjor [1 Fémijé

(] Tjetér:
Lutemi specifikoni
LUTEMI TREGONI INSTITUCIONIN NORTHWELL HEALTH ME TE CILIN PACIENTI KA FATURA TE PAPAGUARA:

Data e pérafért e shérbimit: Numri/at i/e llogarisé:

Madhésia e familjes gjithsej: PEérmendni personat e varur gé jetojné né shtépiné e aplikantit dhe pér té cilét aplikanti mban
pérgjegjési financiare. Shénjoni kutizén pérkatése pér secilin person té vrur.

Marrédhénia

Emri Mosha Bashkéshort/Partner Prind Fémijé Tijetér
1 [ Ul [ [
2. [ U 0 U
3. O U 0 0
4 O O O 0
5. ] L] ] ]
Té ardhurat mujore bruto gjithsej pér 30 ditét e fundit:
Burimet e té ardhurave Aplikanti/Pacienti | Bashkéshorti/Partneri bashkéjetues

Rrogat $ $
Pagesa té Sigurimeve Shogérore $ $ Jepni kopje

. .. - té ¢eqeve,
Kompensim pér Papunésiné $ $ déftesave té

. w . pagés ose
Pagesa té Paaftésisé pér Puné $ $ ekstrakteve,
Kompensim i Punétorit $ $ né mbéshtetje

té cdo té
Pagesa té divorcit/Mbéshtetje pér fémijén $ $ ardhure t&
deklaruar.

Dividendé, Interes financiar, Té ardhura nga renta | $ $
Tjetér $ $

[J Uné jap pélqimin qé njé pérfagésues i sigurimeve shéndetésore té mé kontaktojé, pér t&é mé ndihmuar té aplikoj pér
sigurim shéndetésor té sponsorizuar nga geveria.

Koha mé e miré pér t'u lidhur me mua: L1 Méngjes [ Pasdite [ ] Mbrémje [] Fundjavé (] N& ¢do kohé [ ] MOS mé kontaktoni
Vértetoj se informacioni dhe dokumentacioni i ofruar prej meje dhe pérgjigjet e dhéna jané té vérteta dhe té sakta. Nése
nuk paguaj balancén e reduktuar ose té pérshtatur, atéheré ndaj meje do té zbatohen praktikat normale té faturimit dhe té
mbledhjes sé pagesave té prapambetura té Northwell Health.

X / /
Nénshkrimi i aplikantit/Pacientit (Prindit/Kujdestarit ligjor, pér njé fémijé té mitur) Data
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Financial Assistance Application Instructions

The Northwell Health Financial Assistance Program is designed to help patients who have rece dically
necessary services but are uninsured or have exhausted their benefits for a particular service. Eligi program
is based on current income and is available to individuals with household incomes that are | nWose shown
below:
Do Maximum Househ
Household / Family Size (500% of 2022 of Federa delines)
1 $67,950
2 $91.,55
3 d
4
5 3
6 & $185,950
For each additional person, add $23,600
* 2022 shown for illustrative purpose. Amounts annually as necessary.
When completing an application for Financial Assistance meber the following:
= An application is not complete until all Required on is received. An incomplete application will not be

reviewed and the normal billing cycle will conti

= Required Documentation — attach copie
income that are reported on your financial as
statements that you would like review
additional documentation related to_as
Poverty Level.

of your application. Note that we reserve the right

, pay stubs or statements that support any of the types of
ce application. In addition, please provide copies of all bills or

to request

of patients with household incomes under 150% of the Federal

= Once we receive your compl ication, you can disregard any bills / statements until you receive written
notification regarding the st f youWfinancial assistance application.

= Applicants for financial istance“are expected to fully cooperate in applying for any government sponsored
health insurance prog g., Medicaid, Child Health Plus, etc.) that Northwell Health believes you may be
eligible for.

» Please mail you ioh to: Mather Hospital Northwell Health

Financial Assistance Unit
100 Highlands Blvd Box 9
Port Jefferson, NY 11777

\V For more information please call 631-476-2801 Option 1
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FINANCIAL ASSISTANCE APPLICATION

Applicant's Information:

- - / /
Applicant's, Parent, Guardian Name Social Security Number DOB: Mo Day Year

Applicant's Home Address City State Zip Code

( ) - ( ) -

Cell, Home, Work Phone Number Cell, Home, Work Phone Number Email Address
Patient's Information:

Patient's Name Social Security Number DOB;

Patient's Relationship to Applicant: [J Self [ Spouse/Partner [J Parent/Legal Gua
[ Other:
Please Specify

PLEASE STATE THE NORTHWELL HEALTH FACILITY THAT THE PATIENT H

ANDING BILLS WITH:

Approximate Date of Service: Account Numbés(s
Total Household Size: List the dependents who reside in the appli 's h e for which the applicant takes financial
responsibility. Check the appropriate box for each dependent.
Relationship

Name Spouse/Partner Parent Child Other
1 O O O O
2. O O O O
3. O O O O
4 O O O O
5. O O O O
Total Gross Monthly Income for the last 30 dayss

Sources of Income Appli t Spouse/Live-in Partner

Wages $ $
Social Security Payment $
Unemployment Compensation $ Please provide copies of
. . checks, paystubs, or
D lity P t
isability Paymen $ $ statements to support all
Workers Compensation $ reported income.
Alimony/Child Support $ $
Dividends, InterestsdRental Income | $ $
Other $ $
Olallowah insubance representative to contact me to assist me in applying for government sponsored health insurance.
Best tim ed: [ Morning [ Afternoon L[] Evening []Weekend [J]Anytime [ Do NOT contact me
| certi t formation and documentation provided and that the answers given are truthful and accurate. My failure
to pa educed or adjusted balance will subject me to the normal billing and collection practices of Northwell Health.
X / /
Applicant/Patient Signature (Parent/Legal Guardian for minor child) Date
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