Saint Agnes Medical Center

Thank you for your interest in our Financial Assistance Program. If you and/or a family member have
applied for financial assistance at Saint Agnes Medical Center within the last six (6) months, please contact
our office at (559) 450-3145 or (855) 224-5998 before completing this application.

Please return the completed application and all applicable documents listed below within thirty (30) days:

[l Three (3) months complete, itemized bank statements for all checking, savings, and/or
investment accounts showing deposits and withdrawals. Please provide explanation for all

deposits. (Required)

'] Proof of earned and/or unearned income as documented below. (Required)

1. Three (3) recent pay stubs for yourself, spouse and all dependents showing pay rate and hours
worked OR
2. Current, or most recently filed, federal tax return for yourself and spouse OR
Contribution statement from family/friends stating how living expenses are being met AND
4. Any of the following documents, as applicable for yourself, spouse and all dependents:
O Most recent tax return including Profit/Loss statement if self-employed
Most recent tax return for verification of dependents
Unemployment benefits statement
Student financial aid award letter
Determination letter for public assistance (e.g., CalFresh, Medi-Cal, etc.)
Social Security and/or Social Security Disability award letter or check
Dividend, interest and income from any other source (e.g., rental income, alimony
income, retirement benefits, etc.).

w
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If you are unable to provide any of these documents, please provide a letter of explanation as to why the
documents were not returned.

Please return the financial assistance application and supporting documents to:
Saint Agnes Medical Center

Patient Financial Services

PO Box 190930

Boise, ID 83719-9919

Return by:

Please allow approximately 30 days for processing once we have received a completed application. If you
have any questions or require information in another language, please contact our office at the number
listed below.

Sincerely,
Saint Agnes Medical Center

Customer Service
(559) 450-3145 or (855) 224-5998



Saint Agnes Medical Center

NOTICE INFORMING INDIVIDUALS ABOUT NONDISCRIMINATION AND
ACCESSIBILITY REQUIREMENTS

Saint Agnes Medical Center, honor the sacredness and dignity of every person, complies with
applicable Federal Civil Rights laws, and does not discriminate on the basis of protected classes,
including but not limited to, race, color, national origin, age, disability or sex.

Saint Agnes Medical Center: Provides free aids and services to people with disabilities to
communicate effectively with us, such as:
e Qualified sign language and interpreters services through video and audio interpreter
system network.
e Written information in other formats such as large print, audio, accessible electronic and
other formats.

Provide free language services to people whose primary language is not English, such as:
e Qualified interpreters services
e Information written in other languages

If you need these services, please contact us at (559) 450-3000 TTY (559) 450-3233 for assistance

If you believe that Saint Agnes Medical Center has failed to provide these services or discriminated
in another way on the basis of race, color, national origin, age, disability or sex, you can file a
grievance in person, by mail, fax or email to:

Saint Agnes Medical Center,
Attn: Risk Management
1303 E. Herndon Ave.,
Fresno, CA 93720
559-450-7475,

Email: Information@samc.com

You can also file a civil rights complaint with the US Department of Health & Human Services,
Office of Civil Rights electronically via web, by mail or phone to :

Department of Health & Human Services
200 Independence Avenue, SW, Room a509F,
HHH Building, Washington, DC 20201
Web https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Phone 1-800-368-1019 TTY 1-800-537-7697
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Saint Agnes Medical Center

Spanish
ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiistica.
Llame al 1-559-450-3000 (TTY: 1-559-450-3233).

Tagalog
PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa

wika nang walang bayad. Tumawag sa 1-559-450-3000 (TTY: 1-559-450-3233).

Chinese

AR WREERAER T B I EESESREIART - 555(F8 1-559-450-3000 (TTY:
1-559-450-3233).

Vietnamese

CHU Y: Néu ban ndéi Tiéng Viét, cé cac dich vu ho trg ngdn ng? mién phi danh cho ban. Goi 6 1-
559-450-3000 (TTY: 1-559-450-3233).

Korean

FO: =2 HE MESIAI= R, AN K& MHIAE 22 0/|E0tA &= JASLICH)HSZ
M 3Stoll =& Al 2. 1-559-450-3000 (TTY: 1-559-450-3233).

Armenian

NRTURLNRESNRL Bph junund bp huybpkl, wyw dkq wiggwp Jupng ko
npudwunnyb (Ekqqujut wowljgnipjut Swnwynipiniuiutp: Quuquhwnptp 1-559-450-3000
(TTY: 1-559-450-3233).

Russian

BHUMAHMWE: Echu Bbl rOBOPUTE Ha PYCCKOM fA3blKe, TO BaM A0CTYMHbI becniaTHble ycayru
nepesoga. 3soHuTe . 1-559-450-3000 (TTY: 1-559-450-3233).

Hindi

7ot Sl amsﬁ‘raﬁaﬁg%ﬁmw:@w HTYT ETIaT 41U 3T §| ) W hiel
11-559-450-3000 (TTY: 1-559-450-3233).

Japanese

FEFEIE  BAREZESINIGEES. EHOSEIEZXCHAWZITEY) £T. BEEE
[T ZEHK CFEE LY, 1-559-450-3000 (TTY: 1-559-450-3233).

French

ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés
gratuitement. Appelez le . 1-559-450-3000 (TTY: 1-559-450-3233).

Panjabi
foos e A 3R UAs S8 J, 30 3 {30 AT AeT 393 S8 Hes Qussn J1) '3

& AJ11-559-450-3000 (TTY: 1-559-450-3233).

Portugese
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Saint Agnes Medical Center

ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para . 1-
559-450-3000 (TTY: 1-559-450-3233).

German

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen
zur Verfligung. Rufnummer: . 1-559-450-3000 (TTY: 1-559-450-3233).

Farsi

Gz 1) e S0 Gl o SanS s o Sosae SipasdIa Halis coas s DleSIg cols Uil
1-559-450-3000 (TTY: 1-559-450-3233 < jlaa acs i, ol Gl oS5 ys0

Cambodian N . . e

ELEUUJE‘—?% TCIUNISEHERSRAW FRLCSEI, Ii?fﬂiﬁ%tﬁjiﬁf‘—? TopuuBy st fWRR U
AEGESEUUL0RHEMY 51 $180ME 4 1-559-450-3000 (TTY: 1-559-450-3233).

Thai

Feu: frauani ineauaidnsnlfiiznisdsawmaenisnm i Tns 1-559-450-3000 (TTY: 1-559-450-3233).

Lao

{U09QIL: 1999 WIVCDIWIZI 290, NIVOINIVFOBCTHSNIVWITY, LoV,
ccunDwoLlviv. Ins 1-559-450-3000 (TTY: 1-559-450-3233).

Arabic

) - r"dC PASENE Gomad K Ud'ts‘ )y aala Ur‘*u“&ﬁ UJ& 8B i gleay Je g._a\dec\o, I ad @ DGe 1
-4l lduas sldda: 11-559-450-3000 (TTY: 1-559-450-3233).

Hmong

LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau
559-450-3000 (TTY: 1-559-450-3233).

Samoan

MO LOU SILAFIA: Afai e te tautala Gagana fa'a Samoa, o loo iai auaunaga fesoasoan, e fai fua e
leai se totogi, mo oe, Telefoni mai: 1-559-450-3000 (TTY: 1-559-450-3233).

Hawaiian

E NANA MALI: In3 ho‘opuka ‘oe i ka ‘Glelo [ho‘okomo ‘Glelo], loa‘a ke kokua manuahi ia ‘oe. E
kelepona ia 1- 1-559-450-3000 (TTY: 1-559-450-3233).
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Saint Agnes Medical Center

CONFIDENTIAL APPLICATION FOR FINANCIAL ASSISTANCE

Professional services provided by affiliated physicians or other providers may be billed separately.
Application of Financial Assistance is at the discretion of those providers in accordance with their policies,
procedures, and applicable regulations. The information provided in this application may be provided to
affiliated providers to assist the patient. Saint Agnes Medical Center honors the sacredness and dignity of
every person, complies with applicable federal and state laws, and does not discriminate on the basis of
protected classes, including but not limited to, race, color, national origin, age, disability or sex.

Patient Name

Date of Birth

Street Address

Telephone

Message Phone

City/State/Zip

Social Security Number

Mailing Address (if different) or email if preferred

Please provide the following information for yourself (if not the patient), spouse and

dependents:

Name

SSN

Date of Birth

Relationship to Patient

Please list all account numbers and/or dates of service to be considered for financial assistance:

Patient Name

Account #

Date of Service Medical Balance
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Saint Agnes Medical Center

Healthcare Marketplace Status

Have you applied for Insurance? o No O Yes If Yes, Name/ID
O Medicaid - State
If Yes, did you apply through: o Health Exchange/ Healthcare.gov
o Other
Were you approved for an insurance 5 No O Yes
plan?
Have you enroIIe:d and paid the 5 No O Yes
premium for an insurance plan?
Monetary Assets
Checking Account Balance Bank: S
Savings Account Balance Bank: S

Employment

Person Employed Employer Gross Pay Period # of Pay Periods | Annual Gross
$ S
$ S
$ $
$ $
Other income Source Monthly Annually
Alimony S S
Public Assistance Program S S
Type (e.g., Cash, Food Stamps, etc.)
Payment from Retirement Plan S S
Social Security / Social Security Disability S S
Unemployment or Worker’s Comp No. of S S
Weeks:
(SS'tart Date: End Date: ) Per Week
Other Income (Stocks/Bonds/Annuities/Interest/Rental Property) $ $
Other Income (from family, friends, church, etc...) S S
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Saint Agnes Medical Center

VERIFICATION OF INCOME AND IDENTIFICATION

If we need additional information, you will be notified by telephone, US Mail or e-mail.

| certify that all information is true and complete to the best of my knowledge. | understand that the
information provided will be verified and treated as personal and confidential. | authorize the release of
any and all information from the California Department of Health Care Services. | understand that | must
provide verification of income, expenses, dependents, bank statements, pay vouchers and tax
statements if applicable. | also understand that | will be liable for payment of any services rendered at
Saint Agnes Medical Center if the above information is given under false pretenses. | know that | am asking
for financial assistance from Saint Agnes Medical Center only and not from other health care providers or

physicians.
SIGNATURE: DATE:
SPOUSE SIGNATURE (if applicable) DATE:
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