
 
 

Date:_____________________ 
 
 
 
_______________________________ 
 
_______________________________ 
 
_______________________________ 
 
ADMISSION/SERVICE DATE:  _____________________________ 
ACCOUNT #:   

 _____________________________ 
 
Dear Sir/Madam: 
 
As per your request, attached is the form to be completed for a charity care consideration.  Please 
be sure to complete all questions on this form and return it to us as soon as possible for 
management=s review. 
 

Return To: 
 

St. John=s Episcopal Hospital 
Charity Care Consideration Department 

700 Hicksville Road, Suite 210 
Bethpage, New York 11714 

 
Thank you.        
 

Sincerely, 
 
 
 

______________________________ 
Credit and Collections Manager 

 
 

 



 
 

 
 

INFORMATION USED TO EVALUATE DETERMINATION OF CHARITY CARE 
 
In order to fairly administer Charity Care guidelines, applicants will be asked to provide and fill 
out the attached form.  St. John=s Episcopal Hospital will verify (when necessary) the following 
information: 
 
$ Types of services received or anticipated (i.e., is it a chronic condition that may qualify 

for other forms of government assistance or other significant expenses anticipated?) 
$ What is the family size? 
$ What is the gross monthly income of the household and from what sources? 
$ What are the reasonable monthly expenses of the household? 
$ What kind of other resources/assets does the household have? 
$ Coinsurance and deductibles of $200 or less will not be considered for charity care. 
$ Can the patient quality for one of the assistance programs available in the community?  

(coverage considered will include, but not be limited to, Medicaid, Medicaid via SSI, 
County Assistance, CHCEP Program) 

 
 

 
DOCUMENTATION REQUIRED FOR PROOF OF INCOME 

 
Please submit one of the following documents to be reviewed for possible charity care: 
 

~ Income tax return, or if no return filed, letter from employer verifying 
income for last four (4) pay periods. 

G Unemployment insurance stubs. 
G Support paymentsBdivorce or separation. 
G Retirement benefits, workers= compensation, pension. 
G Letter of support from responsible party, with income documentation 

 
 Please be sure to complete all questions on both sides of this form and return it to us as soon as 
possible for management=s review as follows: 

 
St. John=s Episcopal Hospital 

Charity Care Consideration Department 
700 Hicksville Road, Suite 210 

Bethpage, New York 11714 
Attention:  Novelteen Watson 

(516)349-2902 
 

 
 

APPLICATION FOR FINANCIAL ASSISTANCE 
 



NAME: 
_______________________________________________________________________________________________________________________________ 

                                    FIRST                                                     MIDDLE                                                                 LAST 
 
ADDRESS: ___________________________________________________________________________________________________________________________         
   NUMBER AND STREET                                                  CITY                                           STATE                               ZIP CODE 
 
TELEPHONE NO.: ___________________________________________   SOCIAL SECURITY NO.: 

_____________________________________ 
 
OCCUPATION: ______________________________________________   RATE OF PAY: 

$________________________HOUR/WEEK/MONTH 
 
EMPLOYER: ________________________________________________   ADDRESS: 

___________________________________________________ 
 
HOSPITAL INSURANCE: 
 
_____________________________________________________________   POLICY NO.: 

________________________________________________ 
                NAME OF INSURANCE CO./GROUP PLAN 

 
 
DATE OF SERVICE: 

 
TYPES & FREQUENCY OF SERVICES: 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
INCOME LIST COMBINED INCOME FOR YOURSELF, SPOUSE AND 
OTHER DEPENDENTS FROM: 
 

 
TOTAL FOR LAST 

 3 MONTHS 

 
TOTAL FOR LAST  

12 MONTHS 

 
WAGES 

 
$ 

 
$ 

 
FARM OR SELF EMPLOYMENT 

 
 

 
 

 
PUBLIC ASSISTANCE 

 
 

 
 

 
UNEMPLOYMENT/WORKERS= COMP. 

 
 

 
 

 
STRIKE BENEFITS 

 
 

 
 

 
ALIMONY/MAINTENANCE 

 
 

 
 

 
CHILD SUPPORT 

 
 

 
 

 
MILITARY FAMILY ALLOTMENTS 

 
 

 
 

 
PENSIONS 

 
 

 
 

 
INCOME FROM DIVIDENDS, INTEREST, PROPERTY 

 
 

 
 

 
OTHER 

 
 

 
 

 
TOTAL INCOME 

 
$ 

 
$ 

 
FAMILY SIZE (USE SEPARATE PIECE OF PAPER IF MORE SPACE IF REQUIRED): 
 

 
NAME 

 
AGE 

 
RELATIONSHIP 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
 

 
LIVING EXPENSES: 
 
RENT OR MORTGAGE $________________PER MONTH   INCOME   $________________PER MONTH   
TELEPHONE  $________________PER MONTH  EXPENSES  $________________PER MONTH 
GAS & ELECTRIC  $________________PER MONTH  DIFFERENCES  $________________PER MONTH 
WATER   $________________PER MONTH  CHARITY CARE  RATE $________________PER MONTH 
CAR (YEAR ______)  $________________PER MONTH 
GAS   $________________PER MONTH  TOTAL EXPENSES             $________________PER MONTH 
INSURANCE  $________________PER MONTH 
CAR FARE  $________________PER MONTH 
FOOD    $________________PER MONTH 
MISCELLANEOUS  $________________PER MONTH 
LIFE INSURANCE             $________________PER MONTH


