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Mali Yardim Uygulama Talimatlari
(Financial Assistance Application Instructions)

Northwell Health Mali Yardim Programi, tibbi olarak gerekli hizmetleri almis ama sigortasiz veya belirli bir hizmet igin
kendi yardimlarini bitirmis olan hastalara yardimci olmak igin tasarlanmistir. Program icin uygunluk mevcut gelir dizeyine
dayanir ve asagida goésterilenlerden daha disik hane gelirlerine sahip olan bireyler igin kullanilabilir:

Azami Aile Geliri

(2022 Federal Fakirlik Esaslarinin %500'U)
$67,950
$91,550
$115,150
$138,750
$162,350
6 $185,950
Her ek kisi icin, ekleyin $23,600

* 2022 emsal amagla gdsterilmigtir. Miktarlar gerektiginde yillik olarak gtincellenmektedir.

Hane / Aile Sayisi

AR [W|IN|—~

Bir Mali Yardim basvurusu tamamlarken litfen agsagidakileri unutmayin:

m  Bir basvuru, tim Gerekli Belgeler alinana kadar tamamlanmig degildir. Eksik basvuru degerlendirilimeyecektir
velnormal fatura déngisi devam edecektir.

m  Gerekli Belgeler — ¢ek kopyalarini, maas makbuzlarini veya mali yardim basvurunuzda rapor edilen gelir
turlerinden!herhangi birini destekleyen belgeleri ekleyin. Buna ek olarak, tim faturalari veya basvurunuzun bir!
parcasi olarak!degerlendirilmesini istediginiz belgelerin kopyalarini iletiniz. Gelirleri %150 Federal yoksulluk
diizeyinin altindalkalan hastalar igin ilave belgeler isteme hakkini sakh tuttugumuzu litfen géz 6niinde!
bulundurunuz.

= Tamamlanmis bagvurunuzu aldigimizda, mali yardim bagvurunuzun durumu ile ilgili yazih bildirim alana kadar!
herhangi bir faturayi/belgeyi dikkate almayabilirsiniz.

m Mali yardim programina basvuranlardan, Northwell Health’in sizin i¢in uygun olduguna inandidi devlet destekli!
herhangi bir saglik sigortasi programi (Ornegin, Medicaid, Child Health Plus vb.) bagvurusunda tam bir isbirligi!
beklenmektedir.

m LUtfen bagvurunuzu bu posta adresine gonderiniz: Mather Hospital Northwell Health
Financial Assistance Unit
100 Highlands Blvd Box 9
Port Jefferson, NY 11777

Daha fazla bilgi igin liitfen 631-476-2801 Option 1 ’i arayiniz
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MALI YARDIM BASVURUSU
(FINANCIAL ASSISTANCE APPLICATION)

Basvuru Sahibinin Bilgileri:

- - / /
Bagvuru Sahibinin, Velisinin, Vasisinin ismi Sosyal Guvenlik Numarasi Dogum tarihi: Ay Gin Yil Tercih Edilen Dil
Basvuru Sahibinin Ev Adresi, $ehir, Eyalet, Posta Kodu
( ) - ( ) -
Cep, Ev, Is Telefon Numarasi Cep, Ev, Is Telefon Numarasi E-Posta Adresi
Hastanin bilgileri:

- - / /

Hastanin Adi: Sosyal Guivenlik Numarasi Dogum tarihi: Ay Gln Yl
Hastanin, Bagvuru Sahibine Yakinlik Derecesi: [ Kendisi [] Esi/Partneri [] Velisi/Yasal Vasisi [] Cocugu

[] Diger:

Lutfen Belirtin
LUTFEN HASTANIN ODENMEMIS FATURALARI BULUNAN NORTHWELL HEALTH TESISIiNi BELIRTINIZ:

Yaklasik Hizmet Tarihi: Hesap Numaral/lar:

Ailede Yasayanlarin Sayisi: Bagvuru sahibinin mali sorumlulugunu aldigi, bagvuru sahibi ile birlikte yasayan ve onun bakmakla
ylikiimlii oldugui kisileri siralayiniz. Bagvuru sahibinin bakmakla yiikiimlii oldugu her kisi igin uygun kutuyu isaretleyiniz.

Basvuru Sahibine Yakinlik Derecesi

isim Yas Esinin/Partnerinin Veli Cocuk Diger
1 [ U 0 U
2 O O O 0
3 ] U] ] ]
4 [ U 0 U
5 O O 0 0
Son 30 giin igerisindeki Toplam Briit Aylik Gelir:
Gelir kaynaklari Basvuru Sahibi/Hasta Es/Birlikte Yasadigi

Maas $ $

Sosyal Giivenlik Odemesi $ $

issizlik Tazminati $ $ Liitfen ceklerin, maas
Engellilik [Maluliyet] Odemesi $ $ _r_nalfbuzlanr?m veya

- tim ifade edilen geliri

Isci Tazminati $ $ destekleyebilecek belgelerin

k | iletiniz.

Nafaka/Cocuk Destegi $ $ opyaraTini fen
Temettller (Kar Sahipleri), Faizler, $ $

Kira Geliri

Diger $ $

[ Bir saglk sigortasi temsilcisinin devlet destekli saglik sigortasina bagvuruda bana yardim etmesi igin benimle irtibata
gecgmesini onayliyorum.

irtibat icin en uygun zamanlar: [] Sabah [] Ogleden sonra [] Aksam [] Hafta sonu [] Her zaman
] Benimle irtibata GECMEYIN

Tarafimca temin edilen bilgilerin, belgelerin ve verilen cevaplarin gergege uygun ve dogru oldugunu tasdik ederim. Herhangi
bir indirim veya diizeltme yapilmis bakiyeyi 6deyemem, beni Northwell Health’in olagan fatura ve tahsilat uygulamalarina
tabii tutacaktir.

X / /
Basvuru Sahibi/Hasta Imzasi (Klglik gocuk icin velisi/yasal vasisi) Tarih
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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:
S A Maximum Househ
Household / Family Size (500% of 2022 of Federa delines)

1 $67,950

2 $91.,55

3 d

4

5 )

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.

= Once we receive your compl

notification regarding the st f you¥financial assistance application.

= Applicants for financial assistance
health insurance prog
eligible for.

= Please mail you ion to:!

\&

Mather Hospital Northwell Health
Financial Assistance Unit

100 Highlands Blvd Box 9

Port Jefferson, NY 11777

For more information please call 631-476-2801 Option 1
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, pay stubs or statements that support any of the types of
ce application. In addition, please provide copies of all bills or
of your application. Note that we reserve the right to request
of patients with household incomes under 150% of the Federal

ication, you can disregard any bills / statements until you receive written

re expected to fully cooperate in applying for any government sponsored
g., Medicaid, Child Health Plus, etc.) that Northwell Health believes you may be
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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 Numbé&s(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 nt Spouse/Live-in Partner

Wages $

Social Security Payment

Unemployment Compensation Please provide copies of

checks, paystubs, or
statements to support all
reported income.

Disability Payment $

Workers Compensation

Alimony/Child Support

L5

Dividends, Interest ental Income | $

| A | B A | AR | n| A

Other $

O lallowa insybance representative to contact me to assist me in applying for government sponsored health insurance.
Best tim ed: [ Morning [JAfternoon L[] Evening []Weekend [J]Anytime [ Do NOT contact me
t

| certi 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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