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FINANCIAL ASSISTANCE APPLICATION

Springfield Hospital (Hospital) is committed to meeting the healthcare needs of its community and will provide care without discrimination to individuals regardless of their ability to pay.
The Hospital offers a Financial Assistance Program (FAP) to reduce the burden of medical expenses for patients who demonstrate financial need. The FAP provides free or discounted care based on household income and the most current Federal Poverty Level guidelines. This financial assistance application is for medically necessary care provided and billed by Springfield Hospital only. 
To process your application, you must fill it out by answering all of the questions completely and including all of the required supporting documentation. For your convenience, the following is a checklist that you can use to be sure that we receive all of the information needed to quickly process your application.

	Minimum Required Documentation:

	Yes
	N/A

	A complete copy of your most recently filed income tax return, with all schedules related to each member of the household and any partnership, self‐employment, or rental income 
NOTE: if you do not file a tax return, please submit the applicable income documentation outlined under “Alternative Income Documentation” so we can determine your eligibility
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	Two recent, consecutive monthly statements for each bank or investment account held by each member of the household (i.e. checking, savings, investment, trusts, CDs, etc.). Do not include retirement accounts.
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	Review that the application is filled out completely, sign and date the application
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	Alternative Income Documentation:  
(To be submitted in lieu of a tax return if you don’t file or would like eligibility to be based on more recent income)

	
	

	One month of recent pay stubs from each place of employment during the year. If you are an undocumented immigrant or don’t have pay stubs for other reasons, submit a signed letter or statement from your employer confirming your employment income.
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	If you own a business, submit a signed statement estimating the amount of net income you project from your business for this year.
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	Unemployment benefits statement(s) 
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	Social Security benefits statement(s) (Supplemental Security Income (SSI) is excluded)
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	Investment statement(s) supporting amounts of investment income, capital gains, retirement or pension income.
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	Profit and loss statement and self-attestation in extenuating circumstances in which no other documentation is available
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FINANCIAL ASSISTANCE NOTICE
Listed below are services that ARE and ARE NOT covered by our Financial Assistance Program.
*** Please read this letter carefully ***

SERVICE AREA ELIGIBILITY
To be eligible for assistance for services provided by Springfield Hospital and its specialty clinics (the “Hospital”), the applicant(s) must be a resident of the State of Vermont, or Sullivan or Cheshire Counties in New Hampshire. This includes students, people who are employed in the area, undocumented immigrants, people who live in the area but do not have housing (ex: homeless), etc. Applicants who reside outside Vermont or the indicated New Hampshire counties may apply with a letter explaining extenuating circumstances that they would like considered for an exception to the residency requirement.

COVERED SERVICES
The Hospital's financial assistance is only for services billed by the Hospital and applies only to services that are deemed medically necessary. Patients are encouraged to inquire before having medical treatment as to whether or not the service is covered by the financial assistance policy.
SERVICES NOT COVERED
Services excluded under our Financial Assistance Program for the Hospital are as follows:
· Services not deemed medically necessary are not covered. Patients are encouraged to inquire before having medical treatment as to whether or not the service is covered by the Hospital’s financial assistance policy.
· Services provided by hospitals or companies that are not owned by Springfield Hospital. Services may be performed at Springfield Hospital that are not covered under our financial assistance program. Examples include Collaborative Anesthesia Partners (anesthesia), Rutland Regional Medical Center (pathology, cytology), UVM Medical Center (pathology, cytology), Dartmouth Hitchcock (radiology services), and North Star Health (Federally Qualified Health Center). Should you receive a bill from someone other than Springfield Hospital, please call them and inquire about their assistance programs. Additional information about Springfield Hospital physician participation in the financial assistance program can be found by visiting physician profile pages at www.springfieldhospital.org.
CONTRACTED SERVICES
Please note the following company DOES accept our financial assistance program:  Bluewater Emergency Partners.  Should you receive a bill from this company, please mail them a copy of your financial assistance award letter that shows the percentage you were granted. It is your responsibility to send them a copy of your financial assistance award letter to avoid collections. 

HELP IS AVAILABLE
If you have a question about covered services or would like assistance with your application, please contact Patient Financial Services: 
· Call: 802-885-7081 extension 7785
· Email: fap@springfieldhospital.org
· Visit our financial counseling office: 25 Ridgewood Rd, Springfield, VT 05156 (appointments are encouraged, but not required)
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 FINANCIAL ASSISTANCE APPLICATION 
Please attach all income verification and send the application to:
Patient Financial Services

P. O. Box 2003, Springfield, VT 05156
Phone: 802-885-7081 ext 7785	Fax: 802-885-8153
or by email to:  fap@springfieldhospital.org
or in person at: 25 Ridgewood Rd, Springfield, VT



This application is intended to provide Springfield Hospital with information concerning your financial status.
It will be used to determine your eligibility for financial assistance.
	You must sign the back page	
Please print:

Name 		                                                          DOB                                Social Security Number		           
Street or PO Box						 
City                                            State                   Zip                  Home Phone 	                    Cell      	 
Email: 						 
Please circle the kind of insurance you have:   Commercial	Medicare	Medicaid	None 

Please tell us about your spouse or domestic partner and all tax dependents: 
If you do not file taxes, please list the people who would be your tax dependents if you filed, or would claim you as a tax dependent. Attach additional paper if needed. 

Name	Social Security #	   Relationship	 DOB	       Applying
[bookmark: _Hlk165466875]                                                                                                                                                                       Y / N
                                                                                                                                                                       Y / N
                                                                                                                                                                       Y / N
                                                                                                                                                                       Y / N
                                                                                                                                                                       Y / N

Please provide financial information for those in the categories below:
· Yourself (If you are 18 or older and are claimed on your parent’s federal income tax return, you should submit your parent’s proof of income).
· Your spouse, civil union partner, or domestic partner.
· Your children or others who are claimed on your most recent Federal Tax Return.
Food Stamps/Subsidy:	Do you receive Food Stamps?	Yes	 No	   Housing Subsidy? Yes	   No	
Employment: Are you presently employed?	Yes	 No 	

Adjusted Gross Income from most recent tax return:  $_______________

Current Gross Monthly Income: (Provide if no tax return is filed, or you want more current income considered.)
	Wages from your job
	$ ___________
	Tips
	$ ___________

	Self Employment or Farm Income
	$ ___________
	Rental Income
	$ ___________

	Social Security Benefits (exclude SSI)
	$ ___________
	Unemployment
	$ ___________

	Pension or Retirement Income
	$ ___________
	Interest & Dividends
	$ ___________

	Other Income (specify):  ________________________________________________
	$ ___________

	
	
	Total Monthly Income:
	$ ___________
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Please complete the following:Signature is required at the bottom of this page.


	ASSETS (Items you own)
	Name of Bank / Other Description
	Balance

	Checking
	
	

	Savings
	
	

	Investments / Trusts
	
	

	Health Savings Accounts (HSA)
	
	

	Other: __________________
	
	

	Other: __________________
	
	

	TOTAL
	
	



	DEBTS (living expenses)
	Creditor Name
	Monthly Payment
	# of Months Past Due

	Rent
	
	
	

	Mortgage
	
	
	

	Mortgage
	
	
	

	Insurance
	
	
	

	Real Estate Taxes
	
	
	

	Auto Loan
	
	
	

	Alimony or Spousal Support
	
	
	

	Child Support
	
	
	

	Electric
	
	
	

	Fuel
	
	
	

	Medical
	
	
	

	Telephone
	
	
	

	Credit Card(s)
	
	
	

	Other: __________________
	
	
	

	TOTAL
	
	
	

	I certify that the information I have provided to determine eligibility is true and complete to the best of my knowledge. If I receive payment of any kind for the medical services covered by this financial assistance application, I agree to repay the financial assistance award up to the lesser of the payment received or assistance awarded. All information provided will remain confidential.


Signature of Applicant	Date



	Name (Please print)
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