s~~~ Northwell
SS~ Health®

NEW YORK EYALETi STANDART HASTANE MALIi YARDIM BASVURUSU
(NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATION)

Sigortanizyoksa, sigortaniz bittiyse ya da sigortaniz bulunuyor ancak gelirinizin %10’'undan fazla tibbi harcama yaptiginiza
dair kanit bulunuyorsa faturalarinizi 6demek Uzere hastane mali yardimindan faydalanmaya hak kazanabilirsiniz. Bu
formu tamamlayarak hastane mali yardim talebinizi baslatabilirsiniz. Bu form, New York Eyaleti’ndeki tim hastanelerde
kullaniimaktadir.

Bu bagvuru formu, hastanenin hizmet verdigi hastalarin en yaygin' konustugu dillerde basiimalidir.

Hastanin Tam Adi (uygun olan bilgileri doldurun)
Hastanin Tam Adi (ilk ad, Ikinci Adi, Soyadi)

Dogum Tarihi (ay/gin/yil seklinde yaziniz)

Adres Apartman/Daire No.

Sehir Eyalet Posta Kodu

irtibat Numarasi

Ebeveyn/Vasi veya Yasal Temsilci Adi (eger hasta resit olmayan bir gocuk ya da kisith bir yetiskin ise)

E-posta Adresi (varsa)

Aile Bilgileri:

Latfen asagiya hanenizde yasayan tim aile tyelerini yaziniz. Haneniz; sizi, esinizi veya birlikte yasadiginiz partnerinizi
ve bakmakla yikimlii oldugunuz gocuklar ya da diger bireyleri igerir. Ornegin, bu liste ayni vergi beyannamesinde yer
alan herkesi kapsar.

Brit gelir, vergiler diisilmeden 6nceki gelirinizdir.

Briit gelir, is kazancglarindan (maas, Ucret, bahsis, serbest meslek kazanglari), kazanilmamis gelirlerden (sosyal glivenlik,
maluliyet ve igsizlik yardimlari), katkilardan (aile veya arkadaslardan alinan para) ve diger gelir kaynaklarindan (gegici
yardim ve ek sosyal glivenlik geliri) olusabilir.

" “Yaygin diller,” yillik hasta ziyaretlerinin en az %5’inde iletisim kurmak icin kullanilan herhangi bir dili veya ana hastane
hizmet bélgesi nifusunun en az %17’i tarafindan konusulan ve Amerika Birlesik Devletleri Nifus Sayim Burosu tarafindan
saglanan demografik verilere dayali olarak hesaplanan, okul sistemlerinden alinan verilerle desteklenen herhangi bir dili
kapsar.
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NEW YORK EYALETi STANDART HASTANE MALIi YARDIM BASVURUSU
(NYS UNIFORM HOSPITAL FINANCIAL ASSISTANCE APPLICATION)

Tam Adi Yakinhgi Toplam Briit Gelir (Giincel)

Kendisi

Hastane; maas bordrosu, uygun gérulirse isvereninizden alinacak bir yazi veya 1040 Formu gibi belgelerle gelirinizi
ispat etmenizi talep edebilir.

Saglik Sigortasi Durumu
Medicaid, Medicare veya igvereniniz araciliyiyla ya da bireysel olarak aldiginiz 6zel
saglik sigortasi da dahil olmak tzere herhangi bir saglik sigortaniz var mi? O Evet OJo

Eger “Hayir” yanitini verdiyseniz, bu programlardan herhangi birine bagvurmaniz igin
yardim almak ister misiniz? O Evet OJo

Sigortasi Yetersiz Hastalar: Sigortasi olan ancak tibbi giderleri yiiksek olan Kisiler.
Eger sigortaniz varsa, lutfen son 12 ay icinde édediginiz saglik hizmetleri faturalarin tahmini tutarini belirtin.

$

Hastane, 6denmis tibbi masraflarinizi kanitlayan belgeler sunmanizi talep edebilir.

Hastane/Sorumlu Kisi: Eger imzalayan kisi hasta degilse, formu imzalayan kisinin adini ve hangi yetkiye daya-
narak hasta adina imza attigini (6rn. es, ebeveyn, yasal temsilci) belirtin).

Gonderdigim bilgilerin harici kaynaklardan dogrulamaya tabi tutulabileceg@ini anliyorum. Verdigim bilgilerin dogru ve
eksiksiz oldugunu onayliyorum.

Hasta/Temsilci/Akraba/Vasi (Imza) Tarih Zaman Adi Yazdirin
(Patient/Agent/Relative/Guardian (Signature)) (Date) (Time) (Print Name)

Hasta degilse hasta ile iligki
(Relationship if other than patient)
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ASGARI UYGUNLUK KRITERLERIi VE YONERGELER
(MINIMUM ELIGIBILITY AND GUIDELINES)

Basvuru Zamani, Hasta Haklari ve Gizlilik

Borg tahsil surecinin herhangi bir asamasinda mali yardim bagvurusunda bulunabilirsiniz.

Mali yardim bagvurunuza iligkin bir karar bildirimi size iletilene kadar bu hastaneye herhangi bir 6deme yapmaniz
gerekmez. Hastane, basvurunuz degerlendirme agsamasindayken borglariniz igin tahsilat siireci baglatamaz.

Mali yardim bagvurunuzun reddedilmesi halinde itiraz hakkiniz bulunmaktadir. Nasil itiraz edebileceginize dair
bilgiler hastanenin size génderecedi bildirime dahil edilecektir. Mali yardim tutariniza itiraz etme hakkiniz olabilir.
Hastane, itiraz slreci hakkinda bilgileri karar mektubuna dahil edecektir.

Hastaneler, ilk faturanizdan itibaren en az 180 giin boyunca 6denmemis faturalari bir tahsilat ajansina gonderemez.

Hastaneler, federal yoksulluk seviyesinin %400’Unin altinda olan hastalardan 6denmemis tibbi faturalar tahsil
etmek icin dava agmak da dahil olmak Uzere yasal islem baglatamaz. Yoksulluk seviyeleriyle ilgili ydnergelere
buradan ulasabilirsiniz: https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines

Bu basvuruda saglanan herhangi bir bilgi yalnizca hastane tarafindan mali yardim uygunlugunuzu belirlemek igin
kullanilacak ve yasalarin izin verdigi élgtde gizli tutulacaktir.

Hastane, 6denmemis tibbi faturalariniz olsa bile tibbi agidan gerekli hizmetleri saglamayi reddedemez.

Bu basvuruyla ilgili yardima ihtiyaciniz varsa, litfen (800) 995-5727 telefon numarasindan Northwell Health
Mali Yardim Ofisi ile iletisime gegin.

Latfen basvurunuzu yukaridaki telefon numarasindan bir temsilciyle goériserek, ¢evrimigi olarak https://www.
northwell.edu/assistance adresinden veya posta yoluyla Northwell Health Mali Yardim Birimi’ne (Northwell Health
Financial Assistance Unit, P.O. BOX 9001, Melville, NY 11747) gobndererek tamamlayin.

Bu basvuruyla ilgili ek yardima veya bir karara itiraz etme konusunda destege ihtiyaciniz varsa, Community Health
Advocates (Toplum Saghgi Savunuculan) ile iletisime gegebilirsiniz: 888-614-5400.

Uygunluk

Hicbir durum, hastanenin asagida belirtilen gelir seviyelerinin Gzerinde 6deme indirimleri sunma veya kamu saglik
yasasinin gerektirdiginden daha fazla 6deme indirimi saglama yetisini sinirlamaz. Ayrica, gé¢menlik statisi mali
yardim uygunlugunu belirleme kriteri olarak kullanilamaz.

Asagidaki kisiler mali yardima hak kazanabilir:

Dusuk gelirli ve saglik sigortasi olmayan kisiler; ya da

son on iki ay icinde kendi yillik briit gelirlerinin %10’undan fazla tibbi masrafi cebinden 6deyen sigortasi yetersiz
kisiler; ya da

saglik sigortasi biten ve tam Ucret 6deme guclne sahip olmadidini kanitlayabilen kisiler; ya da

hastanenin takdirine bagh olarak, katilim payini ve/veya kesintiyi 6deme gicl olmadigini kanitlayabilen kisiler,
indirimli 6deme talep edebilir.

Geliri federal yoksulluk seviyesinin %400’Une kadar altinda olan kigiler mali yardima hak kazanir.
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ASGARI UYGUNLUK KRITERLERIi VE YONERGELER
(MINIMUM ELIGIBILITY AND GUIDELINES)

Federal Yoksulluk Seviyeleri (2025)

Hanedeki Kisi Sayisi %200 %300 %400
1 Kisi 31.300 $ 46.950 $ 62,600 $
2 Kisi 42.300 $ 63.450 $ 84,600 $
3 Kisi 53.300 $ 79.950 $ 106,600 $
4 Kisi 64.300 $ 96.450 $ 128,600 $
5 Kisi 75.300 $ 112.950 $ 150,600 $
6 Kisi 86.300 $ 129.450 $ 172,600 $
7 Kisi 97.300 $ 145.950 $ 194,600 $

Her yil glincellenmektedir: https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines
Asgari indirim Oranlan

Mali yardima hak kazanirsaniz, gelir seviyenize bagl olarak kademeli bir 6lgede gore Ucretlerde asagidaki sekilde
indirim uygulanacaktir:

Gelir Seviyesi Odeme

Federal Yoksulluk

Seviyesinin %200 altinda | '¢PIr odeme alinmaz

Sigortasiz hastalar: Medicaid tarafindan hizmet(ler) icin 6denecek tutarin en fazla
%200 - %300 Federal %10’una kadar kademeli indirim uygulanir.

Yoksulluk Seviyesi Sigortasi yetersiz hastalar: Hastanin sigorta maliyet paylasimina gére ddenecek tutarin

en fazla %10’una kadar indirim uygulanir.

Sigortasiz hastalar: Medicaid tarafindan hizmet(ler) igin 6denecek tutarin en fazla %20
%301 - %400 Federal 'sine kadar kademeli indirim uygulanir.

Yoksulluk Seviyesi Sigortasi yetersiz hastalar: Hastanin sigorta maliyet paylasimina gére 6denecek tutarin

en fazla %20’sine kadar indirim uygulanir.

Hastaneler, uygun hastalar i¢cin daha yiksek indirimler saglayabilir ve/veya daha ylksek gelir seviyesindeki hastalara
ddeme indirimleri sunabilir.

Taksit Planlan

indirimli Gicreti tek seferde édeyemeyen hastalar igin taksit planlari mevcuttur. Aylik 6demeler, aylik briit gelirinizin
%5'ini asamaz ve varsa hastaya 6denmemis bakiye Gzerinden uygulanacak faiz orani %2’yi gegcemez.
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HANE GELIRINi KANITLAMA TALEBI
(REQUEST FOR PROOF OF HOUSEHOLD INCOME)

Lutfen hasta, esi ve bakmakla yikimli oldugu kisilere (gocuklar gibi) ait gelir bilgilerini ekleyin. Ornegin, bu
hesaplamaya vergi beyannamesinde yer alan herkes (vergi mikellefi, esi ve vergiye tabi bagimli kisiler) dahildir.

Gelir ispati olarak kullanabileceginiz belgelerin listesini asagida bulabilirsiniz. Bu belgelerin timind saglamak
zorunda degilsiniz. Ayrica geliriniz yoksa, hane gelirinizin olmadigini belirten bir beyan sunabilirsiniz.

NY Eyaleti Saglik Sigortasi Platformu’ndan (NY State of Health Marketplace) alinan Uygunluk belgesini de
sunabilirsiniz. EGer bu belgeye sahipseniz, agagida listelenen diger gelir bilgilerini hastaneye vermeniz gerekmez.

Hane Halkinin Gelir

Kaynaklar:: Aylk Tutar: Basvuru Sahibinin Sunabilecegi Belge(ler):

Ldtfen bir maas bordrosu, sirketin antetli kagidina yaziimisg,
Maaslar $ | tarihli ve imzali isveren mektubu veya en son doldurulmus
gelir vergisi beyannamesini ibraz edin.

ABD Sosyal Givenlik Kurumu’ndan alinan édenek

onay mektubu / sertifikasi veya yillik destek 6demesi

$ mektubunun bir niishasi. Sosyal Glvenlik destek 6demesi
mektubunuzun bir nishasini talep etmek igin 1-800-772-

1213 numarali telefonu arayabilir veya www.ssa.gov

adresini ziyaret edebilirsiniz.

Sosyal Glvenlik Odemesi

New York Eyaleti Calisma Bakanligr’'ndan alinan 6denek
onay mektubu / sertifikasi veya aylik destek bildirimi,
Dogrudan Odeme Karti giktisi, New York Eyaleti Calisma
Bakanligr'ndan gelen yazigmalar veya alicinin hesap
bilgilerini iceren New York Eyaleti Calisma Bakanligrnin
internet sitesinden alinmis ¢ikti (www.labor.state.ny.us).

issizlik Tazminat $

ABD Sosyal Guvenlik Kurumu’ndan alinan édenek onay
mektubu / sertifikasi veya yazisi ya da yillik destek
6demesi mektubunun bir nishasi. Sosyal Glvenlik destek
6demesi mektubunuzun bir nishasini talep etmek igin
1-800-772-1213 numarali telefonu arayabilir veya www.
ssa.gov adresini ziyaret edebilirsiniz.

Maluliyet Odemesi $

isci Tazminati $ | Odenek Onay Mektubu ya da Maas Bordrosu niishasi.
Nafaka / Cocuk Destegi $ Mahkeme kararinin veya son 3 aya ait tahsil edilmis
Odemesi ceklerin / makbuzlarin nishasi.

Temettiiler / Faiz Geliri $ Uc aylik temettl hesap dokimleri veya 1 aylik hesap

dokimu.
Diger $ Kira geliri, varsa gegici igler icin alinan nakit gibi tcret disi
9 kazanglarin miktarini belirten mektup.
Gelir Yok 0% | Geliri olmadigina dair imzali beyan.
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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%.
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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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