s~~~ Northwell
SS~ Health®

APLIKASYON POU ASISTANS FINANSYE POU LOPITAL NYS UNIFORM
(NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATION)

Ou ka elijib pou asistans finansye lopital pou peye fakti w yo si ou pa gen asirans, si w fin itilize asirans ou, oswa si ou

gen asirans sante men ou gen prév ki montre ou peye depans medikal an total ki plis pase 10% nan revni w. Lé w ranpli
fom sa a sa pral kdbmanse demann ou pou asistans finansye lopital la. Tout lopital nan Eta New York itilize fom sa a.

Aplikasyon sa a dwe enprime nan lang prensipal’ pasyan lopital la sevi a pale.

Non pasyan an (ranpli enfomasyon ki aplikab)
Non pasyan an(Prenon, dezyém prenon, siyati)

Dat nesans (mm/jj/aaaa)

Adrés # Apatman/Inite

Vil Eta Kod Postal

# Telefon pou kontak

Non Paran/Gadyen oswa Reprezantan Legal (si pasyan an se yon timoun mine oswa yon adilt ki enkapab)

Adrés Imél (si genyen)

Enfomasyon sou Fanmi:

Tanpri site anba a tout manm fanmi ki abite nan kay la. Kay ou a gen ladann oumenm, mari oswa madanm ou oswa
patné domestik ou, ak nenpot timoun oswa 10t depandan. Pa egzanp, sa ta gen ladan | tout moun ki site sou menm
deklarasyon revni oswa taks.

Revni brit vle di revni ou anvan yo retire taks..
Revni brit ka gen ladan | lajan ou fé nan travay ou (salé, poubwa, salé nan travay endepandan), revni ou pa travay pou li

(sekirite sosyal, envalidite, ak benefis chomaj), kontribisyon (lajan fanmi oswa zanmi w ba w), ak 10t sous revni (asistans
tanporé ak revni sekirite siplemante).

' “Lang Prensipal yo” gen ladan yo nenpét lang yo itilize pou kominike nan omwen 5% vizit pasyan chak ane, oswa nenpot
lang plis pase 1% popilasyon zon sevis lopital prensipal la pale, jan yo kalkile sa ak enfomasyon demografik ki disponib
nan Biwo Resansman Etazini an, ak done ki soti nan sistém lekol yo.
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APLIKASYON POU ASISTANS FINANSYE POU LOPITAL NYS UNIFORM
(NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATION)

Non konplé Relasyon Total revni brit (aktyéel)

Oumenm

Lopital la ka mande w pou soumét dokiman kdm prév revni; kék egzanp dokiman yo ta ka gen ladan yo souchék, yon
let anplwayé w la bay si sa aplikab, oswa Fom 1040.

Estati Asirans Sante
Eske w gen nenpdt fom asirans sante, tankou Medicaid, Medicare, oswa asirans prive
atravé anplwayé w oswa asirans ou achte poukont ou? Wi O Non

Siw reponn “Non,” éske w ta renmen jwenn &d pou w aplike pou nenpot nan pwogram sa yo? Wi O Non

Pasyan ki pa gen ase asirans: moun ki gen asirans ak gwo depans medikal.
Si ou gen asirans, tanpri bay yon estimasyon fakti medikal ou te peye nan 12 mwa ki sot pase yo.

$

Lopital la ka mande w pou soumét dokiman kdom prév ou peye pou depans medikal yo.

Pasyan/Pati ki responsab: Si se pa pasyan an, site non moun k ap siyen fom lan ak otorite yo genyen pou siyen
nan non pasyan an (pa egzanp, mari oswa madanm, paran, reprezantan legal).

Mwen konprann enfomasyon mwen soumét yo ka sijé a verifikasyon ki sot nan sous ekstén. Mwen sétifye enfomasyon
an se laverite epi li konplé dapre tout sa mwen konnen.

Pasyan/ajan/fanmi/gadyen* (Siyati) Dat Leé Ekri non an lét majiskil
(Patient/Agent/Relative/Guardian (Signature)) (Date) (Time) (Print Name)

Relasyon si se pa pasyan an
(Relationship if other than patient)
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ELIJIBILITE MINIMOM AK DIREKTIV
(MINIMUM ELIGIBILITY AND GUIDELINES)

Kalandriye aplikasyon an, Dwa Pasyan an, ak Konfidansyalite

Ou ka aplike pou asistans finansye a nenpot moman pandan pwosesis koleksyon an.

Ou pa oblije fe okenn peman nan lopital sa a jiskaske ou resevwa yon desizyon sou aplikasyon w lan pou asistans
finansye. Lopital yo pa ka voye kont yo nan koleksyon pandan y ap travay sou aplikasyon w lan.

Si yo refize ba w &d finansye, ou gen dwa pou fé apél. N ap mete enfomasyon sou fason pou w fé sa nan notis
lopital la ou resevwa a. Ou ka gen dwa fé apél konsénan montan asistans finansye ou resevwa a. Lopital la pral
mete enfomasyon sou fason pou fé apél nan lét desizyon y ap voye ba w la.

Lopital yo pa kapab voye fakti ki poko peye bay yon ajans koleksyon pandan omwen 180 jou apre premye fakti ou
te resevwa a.

Yo entedi lopital yo pou yo pran aksyon legal, tankou fé pwosé kont ou, pou rekipere fakti medikal ki poko peye
pou pasyan ki pi ba pase 400% nivo povrete federal la. Ou ka jwenn direktiv povrete a la a:
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines

Yo pral sélman itilize nenpdt enfomasyon ou bay nan aplikasyon sa a pou detémine si w kalifye pou asistans
finansye epi yo pral rete konfidansyel nan limit lalwa pémét sa.

Yon lopital pa ka refize w sévis ki nesesé sou plan medikal paske ou gen yon fakti medikal ou poko peye.

Si w bezwen asistans ak aplikasyon sa a, tanpri kontakte Biwo Asistans Finansye Northwell Health nan
(800) 995-5727.

Tanpri soumét aplikasyon w lan 1&€ w pale ak yon reprezantan nan nimewo telefon ki anwo a, sou enténét nan
https://www.northwell.edu/assistance, oswa pa lapds nan Northwell Health Financial Assistance Unit, P.O. BOX
9001, Melville, NY 11747

Si w bezwen plis éd ak aplikasyon sa a oswa &d pou fé apél a yon desizyon, ou ka kontakte Community Health
Advocates: 888-614-5400.

Elijibilite
Pa gen anyen ki limite kapasite yon lopital genyen pou | etabli elijiblite pasyan an pou rabé sou peman nan nivo revni

ki pi wo pase sa ki espesifye pi ba a epi/oswa pou bay pi gwo rabé sou peman pou pasyan ki elijib pase sa Lwa sou
Sante Piblik egzije. Anplis de sa, estati imigrasyon pa dwe yon krité elijiblite nan objektif pou detémine é&d finansye.

Moun ki pral site la yo elijib:

Moun ki gen revni ba ki pa gen asirans sante; oswa

moun ki pa gen ase asirans (depans medikal ki soti nan poch yo akimile nan douz mwa ki sot pase yo ki monte a
plis pase dis pousan revni anyel brit moun sa a); oswa

moun ki fin itilize tout benefis asirans sante yo, epi ki ka demontre yo pa kapab peye tout chaj yo; oswa

selon diskresyon lopital la, moun ki ka demontre yo pa kapab peye kopeman yo epi/oswa franchiz yo ka mande
yon peman redui oswa yon rabé sou peman.

Moun ki rive jiska 400% nivo povrete federal la kalifye pou asistans finansye.
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ELIJIBILITE MINIMOM AK DIREKTIV
(MINIMUM ELIGIBILITY AND GUIDELINES)

Nivo povrete federal (2025)

Kantite moun ki nan kay la 200% 300% 400%
1 Moun $ 31,300 $ 46,950 $ 62,600
2 Moun $ 42,300 $ 63,450 $ 84,600
3 Moun $ 53,300 $ 79,950 $ 106,600
4 Moun $ 64,300 $ 96,450 $ 128,600
5 Moun $ 75,300 $ 112,950 $ 150,600
6 Moun $ 86,300 $ 129,450 $ 172,600
7 Moun $ 97,300 $ 145,950 $ 194,600

Yo fé mizajou chak ane: https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
To Rabé Minimom

Si w kalifye pou asistans finansye, yo pral redui fré w yo selon revni w sou yon echél fré mobil nan fason sa a:

Nivo Revni Peman

Anba 200% NPF Anile tout chaj yo

Pasyan ki pa gen asirans: Echél mobil jiska 10% nan montan lajan Medicaid t ap gen
pou peye pou sevis(yo).

200% - 300% NPF
Pasyan ki pa gen ase asirans: Jiska yon maksimom 10% nan montan lajan yo t ap gen
pou peye dapre pataj fré asirans pasyan sa a.

Pasyan ki pa gen asirans: Echél mobil jiska 20% nan montan lajan Medicaid t ap gen
pou peye pou sevis(yo).

301% - 400% NPF
Pasyan ki pa gen ase asirans: Jiska yon maksimom 20% nan montan lajan yo t ap gen

pou peye dapré pataj fré asirans pasyan an.

Lopital yo ka chwazi bay pi gwo rabé pou pasyan ki elijib yo epi/oswa ofri rabé sou peman pou pasyan ki nan nivo
revni ki pi wo.

Plan vésman

Plan vésman yo disponib pou pasyan ki pa kapab peye to redui a yon sél kou. Peman mansyél yo pa ka depase 5%
revni brit ou pa mwa ak pousantaj enteré yo chaje pasyan an sou balans ki poko peye a, si genyen, pa dwe depase
2%.
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Northwell

DEMANN POU PREV REVNI MOUN KI NAN KAY LA
(REQUEST FOR PROOF OF HOUSEHOLD INCOME)

Tanpri mete enfdbmasyon sou revni pou pasyan an, konjwen yo ak nenpot moun ki depandan yo (tankou timoun). Pa
egzanp, sa a ta enkli tout moun ki sou menm deklarasyon taks (moun ki ranpli taks la, mari | oswa madanm li, ak

depandan | pou taks) nan kalkil revni moun ki nan kay la.

Sa ki anba la a se yon lis dokiman ou ka itilize pou pwouve revni ou. Ou pa oblije bay tout dokiman sa yo. Ou kapab
tou bay yon deklarasyon ki montre pa gen revni ki rantre nan kay la si ou pa gen revni.

Ou ka bay paj detéminasyon elijiblite a tou ki sot nan NY State of Health Marketplace. Si w genyen dokiman sa a, ou
pa oblije bay lopital la okenn 10t enfomasyon sou revni ki site anba a.

Si moun nan kay la
resevwa:

Kantite lajan pa mwa:

Aplikan an ka bay:

Tanpri bay yon souchék, oswa yon léet ki soti nan men
anplwayé w la sou papye antét konpayi an, ki siyen epi

Sale $ ki gen dat, oswa dénye deklarasyon taks sou revni ou te
ranpli.
Kopi let/sétifika, oswa korespondans Administrasyon
Sekirite Sosyal Etazini voye ba w, oswa lét benefis ou

Peman Sekirite Sosyal $ resevwa chak ane. Pou mande yon kopi lét benefis Sekirite
Sosyal ou a, rele 1-800-772-1213 oswa vizite www.ssa.
gov.
Kopi let/sétifika, oswa deklarasyon benefis mansyeél ki
soti nan Depatman Travay Eta New York, oswa kopi kat

Konpansasyon pou $ peman direk ki gen pati ki enprime, oswa korespondans

chomaj ki soti nan Depatman Travay Eta New York, oswa kopi Ki
gen enfomasyon sou kont resipyan an ki soti sou sitweb
Depatman Travay Eta New York (www.labor.state.ny.us).
Kopi let/sétifika, oswa korespondans Administrasyon

Peman pou envalidite $ Sekirite Sosyal, oswa kopi lét benefis ou resevw chak ane.

P Pou mande yon kopi Iét benefis ou a, rele 1-800-772-1213

oswa vizite www.ssa.gov.

Konpansasy\o n pou $ Kopi lét la oswa soucheék.

aksidan yo fé nan travay

Alimoni/Sipo alimanté pou $ Kopi 6donans tribinal la, oswa 3 mwa chék ou chanje/resi

timoun yo.

Dividann/Enteré $ Deklarasyon dividann chak trimés oswa deklarasyon 1 mwa.
Let ki endike montan lajan ou resevwa ki pa lajan ou

Lot $ touche nan travay ou (si genyen), tankou revni lwaye, lajan
kach ou touche pou ti travay ou fé nan brikolaj pasi pala,
elatriye.

Pa gen revni $0 Deklarasyon ki siyen ki fé konnen ou pa gen revni.
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NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATI

You may be eligible for hospital financial assistance to pay your bills if you are uninsured, if your insurai usted,
or if you have health insurance but have proof of paid medical expenses totaling more than our income.
Completing this form will start your request for hospital financial assistance. This form is used b ospitals in New

York State.
This application must be printed in the primary’ languages spoken by patients served by dhe

Patient Name (complete information that is applicable)

Patient Name (First, Middle, Last)
Date of Birth (mm/dd/yyyy)
Address Apartment/Unit #

City State Zip

Contact Phone #

Parent/Guardian or Lawful Representative Name (E@ minor child or an incapacitated adult)

Email Address (if any)

Family Information:
Please list below all family membefg in household. Your household includes yourself, your spouse or domestic
partner, and any children or other{de ents. For example, this would include everyone listed on the same tax return.

Gross income means your i before taxes are deducted.

Gross income can consis earnings (wages, salaries, tips, earnings from self- employment), unearned income
(social security, disabi nemployment benefits), contributions (funds from family or friends), and other sources

of income (tempori assistancCe and supplemental security income).

T “Prima wudes any language that is used to communicate in at least 5% of patient visits per year, or any

lang y more than 1% of the primary hospital service area population, as calculated using demographic
info idiY available from the United States Bureau of the Census, supplemented by data from school systems.
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NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATI

Full Name Relationship Total Gross In ent)

Self

The hospital may request you submit documentation as proof of § ; eXamples of documentation might include a
pay stub, a letter from your employer if applicable, or Form 1040.

Health Insurance Status
Do you have any form of health insurance, including Medigaid, care, or private

insurance through your employer or purchased on you

OYes 0[O No

If you answered “No,” would you like assistance i or any of these programs? [JYes [INo

Underinsured patients: people with insur andthigh medical expenses.
If you have insurance, please provide an esti e medical bills you paid in the past 12 months.
$

The hospital may request you subndit doc ntation as proof of paid medical expenses.

Patient/Responsible Party: | t the patient, list the name of the person signing the form and their authority to
sign on behalf of the pati (ewy., spouse, parent, legal representative).

| understand that the infor ubmit may be subject to verification from external sources. | certify that the information
is true and complete to t of my knowledge.

Patient/Agent/Relati uardian® (Signature) Date Time Print Name

er than patient
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MINIMUM ELIGIBILITY AND GUIDELINES

Application Timeline, Patient Rights, and Confidentiality
*  You can apply for financial assistance at any point during the collection process.

* You do not have to make any payment to this hospital until you receive a decision on yo ion for financial

assistance. Hospitals may not forward accounts to collection while your application is p¢

« If you are denied financial assistance, you have the right to appeal. Information on o0 will be included
in the hospital’s notice you receive. You may have the right to appeal the amount financial assistance. The
hospital will include information about how to appeal in their decision letter.

* Hospitals cannot send unpaid bills to a collection agency for at least 180 da your first bill.

* Hospitals are prohibited from taking legal action, including filing lawsuits, tO
patients below 400% of the federal poverty level. Poverty guidelines ¢
https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guideli

unpaid medical bills for
ere:

* Any information provided in this application will only be used by t ospl determine your eligibility for
financial assistance and will remain confidential to the extent permit law.
* A hospital cannot deny you medically necessary services bec have an outstanding medical bill.

» If you need assistance with this application, please contact No ell Health’s Financial Assistance Office at

(800) 995-5727.
* Please submit your application by speaking to a re% at the above phone number, online at

https://www.northwell.edu/assistance, or by mail at | Health Financial Assistance Unit, P.O. BOX 9001,
Melville, NY 11747

» If you need additional assistance with this a
Community Health Advocates: 888-614-5400.

Eligibility
Nothing limits a hospital's ability to est atient eligibility for payment discounts at income levels higher than

those specified below and/or to provi ayment discounts for eligible patients than those required by Public
Health Law. Additionally, immigrati t hall not be an eligibility criterion for the purpose of determining financial
assistance.

help appealing a decision, you can reach out to

charges; or

« at the hospital's tion, individuals who can demonstrate an inability to pay their co- pay and/or deductible can
r discounted payment.

request duc
Individu { % of the federal poverty level are eligible for financial assistance.
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MINIMUM ELIGIBILITY AND GUIDELINES

Federal Poverty Levels (2025)
Household Size 200% 300%
1 Person $ 31,300 $ 46,950
2 Persons $ 42,300 $ 63,450
3 Persons $ 53,300 $ 79,950 $ 106,600
4 Persons $ 64,300 $ 128,600
5 Persons $ 75,300 $ 150,600
6 Persons $ 86,300 $ 172,600
7 Persons $ 97,300 950 $ 194,600
Updated annually: https://aspe.hhs.gov/topics/poverty-economic- verty-guidelines

Minimum Discount Rates

If you qualify for financial assistance, your charges will be Mcording to your income on a sliding fee scale
as follows:

Income Level Payment 'e
Below 200% FPL Waive all charges

Uninsured patie scale up to 10% of the amount that would have been paid for
the service( caid.

200% - 300% FPL
Underin ts: Up to a maximum of 10% of the amount that would have been

paid pdfSua such patient's insurance cost sharing.

Uginsure ients: Sliding scale up to 20% of the amount that would have been paid for
e®ervice(s) by Medicaid.

301% - 400% FPL
erifisured patients: Up to a maximum of 20% of the amount that would have been

ursuant to such patient's insurance cost sharing.

Hospitals may cha@se, to provide greater discounts for eligible patients and/or offer payment discounts for patients at
higher income |

Instalilment Plans

Installme available to patients who are unable to pay the reduced rate all at one time. Monthly payments
cannot gxc of your gross monthly income and the rate of interest charged to the patient on the unpaid
bala iffany8hall not exceed 2%.

VDO46HAITIANCREOLE (1/29/25) MINIMUM ELIGIBILITY AND GUIDELINES Page 9 of 10



= ‘ Northwell
::“ Health-

REQUEST FOR PROOF OF HOUSEHOLD INCOME

Please include the income information for the patient, their spouse, and any dependents (such as chi r
example, this would include everyone on the same tax return (tax filer, spouse, and tax depende e

calculation of household income.

The following is a list of documents you can use to prove your income. You do not have to ese
documents. You can also provide a statement of no household income if you have no inco

You may also provide the Eligibility determination page from the NY State of Health eiplace™f you have this
document, you do not have to provide any other income information listed below to th pital.

If Household Receives:

Amount per Month:

A t May Provide:

Wages $

Please provi heck Stub, or Letter from
Employer letterhead, signed and dated,
or most iled income tax return.

Social Security Payment $

Unemployment Compensation | $

.S¥Social Security Administration, or

an fit letter. To request a copy of your Social
Sec benefit letter, call 1-800-772-1213 or visit

w a.gov.

y of award letter/certificate, or monthly benefit
tatement from NYS Department of Labor, or Copy of
Direct Payment Card with printout, or
Correspondence from the NYS Department of Labor,
or Printout of recipient’s account information from the
NYS Department of Labor’s website
(www.labor.state.ny.us).

Disability Payment

Copy of award letter/certificate, or correspondence
from Social Security Administration, or copy of annual
benefit letter. To request a copy of your benefit letter,
call 1-800-772-1213 or visit www.ssa.gov.

Workers Compensation $ Copy of Award Letter or Check stub.

Alimony/Child Support $ gr?:g/k:}‘rgggir;gder, or 3 months of cashed

Dividends/Interes $ Quarterly dividend statements or 1 month statements.

Other $ Letter stating the am_ount of non-wage earpings (if
any), such as rental income, cash for odd jobs, etc.

No Inco $0 Signed statement of no income.
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