NC | Androscoggin Valley
Hospital

Dear Panent:

If payment of health care expenses could creste a financial hardship please complete the attached application if
you have or had a planned. scheduled. non-emergent service and are a resident living i Coos, Grafton or Carroll
County in NH, Oxford County. ME or Essex County, VT. If you had unscheduled services. no resident
requirements apply. For more mformation, please contact Customer Service Department Personnel by calling
603-326-5628 or visit the Customer Service Department located on the first floor of the hospital. Look for the
Customer Service Financial Counseling signs.

The application and supporting documentation required will help us determme if you are eligable for financial
assistance at Androscoggin Valley Hospital (AVH) and/or Androscoggin Valley Surgical Associates (ASA).
This 1s an income and asset based program. Any information provided is copfidential, Please use the check
Iist below to ensure all the necessary information needed to process the application has been included/or alf
members living in the household and/or included on the Federal Income Tax Return.

Please call if clanfication is needed prior to submitting the application at the telephone numbers listed above.
1. Completed application signed by all houschold family members 18 yearsor older. 0

2. Proof of residency - driver's license or non-driver 1D will be required if address on supporting
documentation is not within the service areas hsted above. 0

3. Complete copy of most recent Federal Income Tax Retum(s) (1.e. 2020 retum will be accepted until Apeil
18, 2021 unless 2021 return s available) WITH ALL schedules AND W-2's. 0

4.  Copy of the four (4) most recent consecutive paycheck stubs or a statement from employer showing the
gross income total for one month 0

5.  Copy of ALL pages of the three (3) most recent bank statements (1e. savings, checking, money market
account, certificate of deposit). Verification of deposits over SS000 may be required. 0

6.  Copy of most recent retirement or investment statements (Le. 401K, 4038, IRA. Mutual Fund, stocks,
bonds ). 0

7. Copy of all income sources (1.c. annual social secunty, Veteran's (VA) or pensaon benefit letters,
unemployment or workers compensation letter, disability compensation benefitststements, etc.). 0

8.  Copy of medical assastance letter (1.e. Dept. of Health and Human Services) o health insurance card. 0

9.  Copy of current property tax bill with assessed value AND copy of mongage statement with current
outstanding balance for property excluding primary residence (1.¢. 2nd bome, cottage, camp, land, reatal
elc.). 0

You will continue to be financially responsible for any services you recave until ehigibility s determned. If you
have not recerved a determination within thirty (30) days of submitting your completed application and
supporting mnformation, or if you need help completing the application, please contact the Customer Service
Department at 603-326-5628.

Completed applications and supporting documents should be retumed to: Androscoggin Valley Hospatal,
Attention: Customer Service Department, 59 Page Hill Road. Berlin, NH 03570.



-1 Androscoggin Valley

Financial Assistance Application Hospital
[1. Patient's infarmation |
Last ame First Mame il Initial Sodal Security Mumber  Date of Birth

Serest Address City State Iip Code

hailing Addrady City State Iip Code

Hame Fhane Murmber Onker Phire Mummber

Marital Status (circla anaj: Citiganckip Stafus (girgle anpl
| soge | ramied | Ceilbnien | Sepamied | Dworced | widewad [ us. citian | v Asicham | Wi Resdent |

|2. Parson Responsible for Paying the gill

Lacit Marms First Hame Mliddla Initial Sodial Seneity Mumbar Diate of Birth

Strest Address City State Zip Code

|2. Household Information
=% Plhease indicate ALL people ling in the household, including the applicant: [Us= additional sheet of paper if needed]

Name: Relationship to Fatient Date of Birth Social Security ¥ Agplying for assistance?
1. 'I'Er_i NU
é YES { NO
l YES J N

A. Iz this application for futwe or past sevices? |drde) FUTURE [/ PAST
B Dioes anyong inyaur household kave insurance? {oircle) YES f NO
Haalth Irduirarce Policy Name;
Policy 10 ¥:
Health Savirgs dccount? {circle) TES f NO
€. Has anyona In your hausehold applad for Medicaid ? {drola) YES f ND
D Have you appled lor finantial assstance at andiFer laclicy? {crche) YES /RO o ViR where?
E. Iz arvpone in ywour Bovsehold pragnant? (cirde) LS F NO

F. Has anyane inyouwr howsehald served inthe mibtary? |crde) YES f NO

G, Haww vou necently filed a workers' compersation or motor vehick accident claim? (rirgla) YES £ 80 1f yas, when:
H. I8 armyees ins pour hogsetold eligible for Social Security Benefins? foircle) YES § MO

|. Does ampane n the hows=hald pey child support? [circle] YES /B0 1 yes, monthly amount paid:

J. Doies aryonee else claim wou an their iIncome tax return? {circle] YES J NO IF yes, wha:

K. Arg thiare arsy adults inthe houserald wha do not have any Incceme ? (rirrlﬂ:u'tEi.l'Hn Wy, i)

L. fire thare iy adults i tha househald wha de net hies any Bank stoounts? (gircle) YES §f RO H'E-‘whu-'
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|¢I. Howsehold Income Information I
Persan 1 Parson 2 Perzon 3

Name of each household mamiber:

MName ol your amployer:

Gross Monthy income from:
Employment:
Sell-Emplopment:
IPrsEmant Accoiants
Real-Extate rentals:
Unemployment:
Reetirameant:
{Soclal Security, pension, anewities)
Alimany § Child Suppart
Cniver income:

Savings and Irmeestments:
Chifking Accaunt Balances:
Savirgs & 0D Accaunt Balances:
IRA, 400k, 4030 Balanoes:
Qs saviogs & investments:

Other:
Butomohike (Year, Maka, Maodal)
Recraaticnal Wehiclke (Year, Make Modal}

|5. Household Expenses |

[ il dwen property athés than your primary residence? [circkz] YES f NO Hyas, additional indormation mey be requested

Mionthly Rert Payment;
Manthly Mortage Payment;
Medicare Part B, Part C, or Part D deducted from Sccial Security Chack

|6. Assignment of Rights (Read Corefuily) |

By signing below | autharice the request for my credit repart andar tax return, | understand that a tax return is nesded 1o process this application and
that more information may be requested before my elgibilty can be d@etermined,

Ini thar mwverd that | haree nod hully disclosed, or have inaccurately represanted, any income or assets, any agreemant 10 geouide you with & charitable cane
discount wiuld be null #nd woid and would be retroactive back to the date the bills were cwed. | may be lisbbe for anyfall legal fees durirg the eallsction
prOCess.

All adult household members wha sign below autharios the rekease ol sy medical, finandal or employment Infarmation which selatss drecthy o their
health care oF 1 their financisl assistance eligibility. This infarmatian may be raleased 1o any heslth care providers from whom househald membars
hawe scught heakth care services of firancial assistarce, All rfermation provided will remain confidential under the provisions of HIFaa, federal
regulations. Electh procedures might ral be cansidersd far assstance.
| gree that |will repay the Tl inancial assistarce award if | recere payment af any kind far the medical serdos covered by this applicatian, for
example Insurance paymants, govarnment program payments, sward from a lawsuit ar any cthar paymree,

IF 1 receios Firancial Assitance, | agree bo bell the organization whene | first applied of amy chengss which could impact elgihiley, including changss ie
family size, ircoma and haalh insurance coverage, | understand that if myfour medical sitvation changes so that |fwe might be eligible for 5 pubiic
assistance pragram, | will nead to apply W0 that program and provide prood of application.

Applicant Signature Date Co-Applicant Skgnatane Date



Application Addendum

PLEASE ANSWER THE FOLLOWING QUESTIONS TO ASSIST Us
IN MAKING A DETERMINATION ON YOUR APPLICATION.

If the guestion does not pertain please answer NAA.

If vou are currently unemploved, when was vour last day of work?

Are you eligible for unemployment compensation?

If you are temporarily out of work, do vou expect to return to the same job?

If 20, when?

Ade vou a parent who 15 unable to work because of health reasons?

Are you a single parent with more than 50% custody of vour child/children?

Do you receive Social Security benefits as a result of a disability?

Do you have health problems that limit vour ability o work?

Do vou have a whole Life insurance policy?

If you did not enclose a copy of last vear's tax return, please indicate the reason why:
D ot have to file - retired.
Did not make enough money to file.

Did nodt keep a copy of last year™s tax retum.
Pease contact us at 326-5628 to request a transeript of tax return form.



Authorization to Release Information

I hereby authorize and

request: The MH Department of Health and Human Services

Berlin District Office, Littleton District, other district office, and/or Central
MName and Address of Medicaid Unit

Individual or Agency
Providing the Information

to provide the following information:  The status of my application for assistance and'or what information

maybe still required for a determination to be made. A copy of my notice of decision(s), information

{verbal and/or written) regarding my eligibility, approval, or denial for all programs. The amount of my

monthly spend down. Information regarding why my case closed,

to: Androscoggin Valley Hospital, ATTN: Customer Service Department,
50 Page Hill Road, Berlin, NH 03570

MName and Address of

Individual or Agency Fax: 603-326-5658, Telephone: 603-126-5628

Receiving the Information

I grant my permission for the reproduction of the above information to be given to the individual or agency
names. Release of confidential information is subject to State and Federal laws. By signing this release, I
acknowledge my permission to release the specified information to the individual/agency | have named.

This authorization expires in one year

(Drate)
Information released cannot be re-released by the receiving individual/agency without additional authorization.

{Signature) {Date)

{Printed Name) {Date of Birth)

If the signature above is not that of the person to whom the information pertains, the relationship of the signer 1o
that person must be indicated. In addition, the signature must be witnessed.

{Relationship) {Wiiness)

(Date)



PATIENT- YOU MUST KEEP THIS PAGE FOR COVERAGE REFERENCE

Excluded Procedures/Services/Supplies for Reduced Charges

Bariatric medicine: exercise programs (payment is due prior to service).

Cosmetic procedures/services (physician services and related hospitalization), including charges for
plastic and cosmetic surgery, botox injections, laser treatment (i.e. hair removal, spider veins, facial and
neck, wrinkle reduction, pigmented lesions, ete.).

Dental services.

Diabetic Education for weight loss only. Must have valid diagnosis (i.e. diabetes, renal disease)

Experimental/lnvestigational procedures (i.e. fertility treatment and testing) except initial physician
consultation charge.

Insurance company claims denied for lack of referral/pre-certification that the patient is required to
obtain or for patient failure to submit information being required by the insurance company.

Occupational Health Services.

Physical exams and related services for work or insurance purposes or as required for other
administrative or liability reasons.

Services or procedures for any condition, disease or injury arising out of or in the course of employment.
when the member has the opportunity to be covered by a Workers' Compensation Program.

Services or procedures as a result of any accident covered by any liability insurance.
Sex transformation procedures and related services.

Sterilization and/or reversal of voluntary sterilization charges. Physician consultation charges for
discussion of possible sterilization and/or reversal will be covered.

Supplies, including but not limited to: hearing aid(s) and batteries, custom or other earplugs, swimming
headband, botox serum, cast cover, durable medical equipment.

022016



Provider List

The Androscoggin Valley Hospital (AVH) and Androscoggin Valley Hospital Surgical Associates (ASA) Financial
Assistance Policy will not be applied to charges for emergency and medically necessary care rendered at AVH/ASA if those
charges are not billed by AVH/ASA for the provider.

Providers, from other facilities, providing emergency and medically necessary care at AVH/ASA are not covered under the
AVH/ASA financial assistance policy and charges for their services will be billed by their facility.

Covered and non-covered provider facilities are listed below:
Covered

Androscoggin Valley Hospital
Androscoggin Valley Hospital Surgical Associates

Non-Covered

Catholic Medical Center/New England Heart Institute
Coos County Family Health Services
Dartmouth Hitchcock Medical Center
Eyesight Ophthalmic Services

I Rhythm

Implantable Product Group (IPG)
Littleton Regional Health Care
Memorial Hospital

North Country Dental

North Country Radiology

Upper Connecticut Valley Hospital
Weeks Medical Center



