WE CAN HELP YOU!
MARTIN COUNTY HOSPITAL DISTRICT

FINANCIAL ASSISTANCE PROGRAM

If you are uninsured and need help, you may qualify for financial assistance.

If you receive any of the following services:

*WIC «FOOD STAMPS
or
If your total yearly income is at or below 300% of the 2020 Federal Poverty Income Limits (FPIL)

Persons in January 2020
Family or Poverty
Household Guidelines
300%
$38,280

$51,720
$65,160
$78,600
$92,040
$105,480
$118,920
$132,360
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** In order to determine if you are eligible, our Financial Advisor will need to visit with you in
person. Please call 432-607-3618 for an appointment. Proof of income will be required.
Cosmetic Surgeries do not apply.
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DISTRICT

Martin County
Hospital

Financial Eligibility Office
PO Box 640
Stanton, TX. 79782
Phone: (432) 607-3618 Fax: (432) 607-3644

The items listed below are required documents and must be provided to
support your application for financial assistance. Additional documents

may be requested at the time of applicant screening:

Identification with picture ( Texas Driver’s License or ID)

Health Insurance Cards (current and for any insurance in the prior 120 days)
Birth certificates for everyone in your household

Social Security cards for everyone in your household

Verification of all income- Last 3 MONTHS of check stubs

Verification of all income- If self-employed last 6 MONTHS of check
stubs

Prior year Tax Returns (Eorm 1040) or No File Letter from IRS if no
taxes are filed

Bank Statements — Checking and Savings / Personal and Business

(most recent 3 MONTHS, print outs from on-line bill pay are not
acceptable)

Bank Statements- for Self- Employed- Checking and Savings/Personal and
Business (most recent 6 MONTHS)

Verification of Other Income such as: Social Security Income Award Letter,
child support, unemployment, retirement income, VA benefits, Rental
property income, royalties or any other form of income.

Proof of Midland county residence - current utility bill (ONLY water, gas
or electricity bills with name and address allowed. No phone bills.)

Rent-Rental lease or contract.

Medicaid denial/acceptance letter (Please apply if you have not)

All documents must be received Within 30 days of your signed application or your

application will be denied.

Our office is open Monday thru Friday from 8:00 a.m. to 5:00 p.m.
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Martin County
Hospital

Financial Eligibility Office
PO Box 640
Stanton, TX. 79782
Phone: (432) 607-3618 Fax: (432) 607-3644

Los articulos que se enumeran a continuacion son documentos requeridos y
deben proporcionarse para apoyar su solicitud de asistencia financiera. Se
pueden solicitar documentos adicionales en el momento de la seleccion
del solicitante:

e Identificacién con foto (Licencia de conducir o ID de Texas)

e Tarjetas de Seguranza de Salud (actuales y para cualquier seguro en los 120 dias
previos)

o  Certificados de nacimiento para todos en su hogar
e Tarjetas de Seguro Social para todos en su hogar
e Verificacion de todos los ingresos - Ultimos 3 MESES de talones de cheques

o Verificacidn de todos los ingresos- Si los ingreso de negocio propio duran 6
MESES de talones de cheques

e Declaraciones de impuestos del afio anterior ( Forma 1040) o una letra de No
Presentar del IRS si no se hizo los impuestos.

o Declaraciones Bancarias - Cheques y Ahorros / Personal y Negocios
(Los ultimos 3 MESES, las impresiones de la factura en linea no son aceptables)

e Declaraciones Bancarias - para Ingreso de Negocio Propio - Cheques y Ahorros /
Personal y Negocios (Ultimos 6 MESEYS)

o Verificacion de Otros Ingresos como: Carta de los Ingreso del Seguro Social,
pension alimenticia, desempleo, ingresos de jubilacion, beneficios de VA, ingreso
de propiedad de renta, regalias o cualquier otra forma de ingreso).

e Prueba de la residencia del condado de Midland - factura actual de servicios

publicos (SOLAMENTE facturas de aqua, gas o electricidad con
nombre y direccion permitidos.

e Renta - contrato de renta.

Todos los documentos deben ser recibidos dentro de los 30 dias de su solicitud

firmada o su solicitud sera denegada.
Nuestra oficina esté abierta de lunes a viernes de 8:00 am a 5:00 p.m.




Martin County Hospital District
Financial Assistance Application

Patient Name Patient Account Number
Telephone Number Social Security Number Birth Date (Month/Day/Year)
Mailing Address City State Zip

O Employed

O Unemployed

Employer (Name, Address and Telephone Number)

Spouse Name Social Security Number Birth Date (Month/Day/Year)
Patient’s Father (If patient is a minor) Social Security Number Birth Date (Month/Day/Year)
Patient’s Mother (If patient is a minor) Social Security Number Birth Date (Month/Day/Year)

A. Wages & Other Resources: Please provide the annual income for your household - spouse, life partner, others contributing to income.
Total Checking & Savings Balance: Please provide the combines total amount of checking and savings accounts available to you and other
household members, Yearly Income, Other Resources: stocks, bonds, trust funds, royalties, etc. along with the yearly income you receive
from these other resources, including interest income, dividends, and rental income.

$ Yearly Household $ Yearly Income,
Income Other resources
$ Total Checking & Savings

Account Balance

B. Household Members: Please provide the number of persons in the patient’s household.

Do you own a home? (circle one) Yes No If yes, provide value of home: $
Do you rent? (circle one) Yes No If yes, monthly rent amount: $
C. Taxes:
Did you file a tax return for the last tax year? (Circle One) Yes No
Can you be claimed as a dependent on someone else’s taxes this year or the prior year? (Circle One) Yes No

If yes, please provide

D. Income Verification: Please provide ALL of the following documents to verify household income.

e IRSForm W-2 e  Employer Verification

e  Paycheck Remittance e  Proof of Participation in Governmental Assistance programs such as food stamps, CDIC, Medicaid or AFDC
e TaxReturn e  Social Security or Unemployment Compensation Determination Letters

e  Bank Statements e  Other, Please Describe

If you are unable to provide one of the sources of income documentation listed above, please explain why this information is not available:

I understand Martin County Hospital District may verify the financial information contained in this Financial Assistance
Application in connection with Martin County Hospital District's evaluation of this Application, and by my signature hereby
authorize my employer to certify the information provided in this Application. I also authorize Martin County Hospital
District to request reports from credit reporting agencies and the Social Security Administration. I certify that this
information is true to the best of my knowledge and I am aware that falsification of information on this Application may result
in denial of financial assistance. I understand and will provide any outstanding supporting documents within 30 days of my
signature below.
Date

Signature of Patient or Responsible Party

Date

Hospital Approval /Title




Dear Patient:

As part of our commitment to serve the community, Martin County Hospital District elects to provide financial
assistance to individuals who satisfy certain income requirements.

To determine if a person may qualify for financial assistance, we need to obtain certain financial information as outlined within
this application. Your cooperation will allow us to give consideration to your request for financial assistance.

Please complete the Financial Assistance Application and return the completed form to the Financial Eligibility Office, or the
completed form may be mailed to the following address:

Martin County Hospital District
ATTN: Financial Assistance Program
PO Box 640
Stanton, Texas 79782

You will continue to receive statements and attempts to collect this debt will continue until such time that the application is
approved for assistance.

Below please find the instructions for completing the financial application. Should you need assistance in completing the form,
feel free to contact us at (432) 607-3618.

Any consideration or potential approval of assistance applies ONLY to services provided by Martin County
Hospital District and is not related or applied any way to any physician bills whether by your attending
physician or any consulting, pathologist, radiologist or any other physician which may be involved in your
care.

Section A: Wages & Other Resources

In Section A of the Financial Assistance Application, please indicate the Dollar Amount each listed person receives as
compensation and whether the amount represents hourly, weekly, monthly, or yearly compensation. Persons in the household
include patient, spouse, or others contributing to the household income. In the last part of Section A of the Financial Assistance
Application, please indicate the Dollar Amount you have invested in checking accounts, savings accounts, stocks, trust funds etc.
In the second blank please indicate the Dollar Amount of income you receive yearly from such investments. For example, in the
first blank one might put that they have $5,000 in a savings account and in the second blank they might put that they earn $250
interest yearly on that account.

Section C: Household Members
Section C of the Financial Assistance Application requests information on the number of persons in the patient’s household. This
number should include the patient, the patient’s spouse and the patient’s dependents or any other person living in the household
providing any support. If the patient is a minor, please include the patient, the patient’s mother and/or father and/or legal
guardian and any Resident Dependents of the patient’s mother and/or father, and/or Legal Guardian and/or significant other.

Section D: Income Verification
In order to consider your request for financial assistance, verification of the wages reported in Section A of the Financial
Assistance Application is required. Please provide a copy of an IRS Form W-2, Wages and Tax Statement; pay check remittance;
tax return; bank statement or other appropriate indicator of income. or proof of participation in a public benefit program such as
Social Security, Unemployment Compensation, Medicaid, County Indigent Health Program, AFDC, Unemployment Insurance,
Food Stamps, WIC, or other similar indigence related programs.

If you are unable to provide one of the sources of income documentation listed above, please provide a written
explanation in Section D of the Financial Assistance Application.

For assistance in completing this application, please contact us at (432) 607-3618, Monday through
Friday between the hours of 8:00 a.m. and 5:00 p.m.
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