‘ C RAWFO RD FINANCIAL ASSISTANCE APPLICATION

MEMORIAL HOSPITAL

1000 N. Allen St.
Robinson, IL 62454

Completing this application will help Crawford Memorial Hospital determine if you can receive free or discounted
services or other public programs that can help pay for your healthcare.

IF YOU ARE UNINSURED, A SOCIAL SECURITY NUMBER IS NOT REQUIRED TO QUALIFY FOR FREE OR
DISCOUNTED CARE. However, a Social Security Number is required for some public programs, including Medicaid.
Providing a Social Security Number is not required but will help the hospital determine whether you qualify for any
public programs.

Please complete this form and submit it to the appropriate office listed in the contact information below by mail, by
electronic mail, or by fax to apply for free or discounted care within 60 days following the date of discharge or receipt of
outpatient care.

Contact information: ~Crawford Memorial Hospital or CMH Clinic Billing
Attn: Business Office 1002 N. Allen St, Suite B
1000 N. Allen St. Robinson, IL 62454
Robinson, IL 62454 Phone (618) 544-5517
Phone (618) 546-2568, Fax (618) 544-3821 Fax (618) 546-2675
*To be considered for our Hospital Financial Assistance Program, you must have a denial letter from State Medicaid if

your income is less than 134% of the federal poverty level. To be considered for the Financial Assistance for the CMH
Rural Health Clinics all that is required to be submitted is family size and proof of income. In order to share the same
financial assistance application between the hospital and clinic, the asset and expense portion must be completed for the
Hospital Financial Assistance Program but will not be considered for the CMH Rural Health Clinics. Patient
acknowledges that he or she has made a good faith effort to provide all information required in the application for the
Hospital or CMH Rural Health Clinic to determine whether the patient is eligible for financial assistance
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Before considering this form, we are required to make sure that all available insurances, Medicare, Medicaid, and other liable
parties have been billed.

1. This form may be filled out by any person with knowledge of the patient and/or guarantor’s financial situation. We will send
our response to the responsible party on the patient’s accounts.

2. Complete the entire disclosure form, including your signature. We may request proof of address and/ordependents.

3. Source of Income should list all family income - employment, retirement, pension, Social Security, etc. Please supply:

¢ 3 most recent check stubs showing year-to-date totals, or your most recent tax return.

o [f drawing unemployment or social security, we will need proof of the amount.

o If you are not presently employed, we need the most recent bank statement, a signed note from the person paying your living
expenses or from the person you live with. The note should include that you are unemployed and unable to draw
unemployment compensation.

4. If you owe more than $1000 to other hospitals or physicians and will supply copies of most recent bills or statements, that will
be taken into consideration of the financial assistance outcome.

5. The Asset portion of the form will not be utilized in the determination for National Health Service Corp sliding fee scale
eligibility.

6. Please return the completed form, with the documentation, within 30 days to the address/fax above. We will normally respond
within 14 days either with a request for more information or with a decision.

Financial assistance and Illinois Uninsured Patient Discounts may be granted for full or partial payment of CMH bills based on
income relative to the federal poverty guidelines and consideration of other aspects of each patient’s financial and medical situation.
Any amounts remaining after financial assistance or discount have been granted are your responsibility and we will work with you to
set a reasonable payment arrangement. For questions, please contact the appropriate business office listed in the contact information.

Business Office June 2025



Nondiscrimination statement:

Crawford Hospital District complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability or sex.

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-618-546-2657.
UWAGA: Jezeli moéwisz po polsku, mozesz skorzysta¢ z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-618-546-2657.

Notice of Availability of Language Assistance Services

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Call 1-618-546-2657 (TTY: 7-
1-1).

ATENCION: si habla espafiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-618-546-2657 (TTY: 7-1-
1).

UWAGA: Jezeli mowisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-618-546-2657 (TTY: 7-
1-1).

AR MRBERAERPX, BRLABEGESEMRE. FHE 1-618-546-2657 (TTY: 7-1-1).

PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang walang bayad. Tumawag
sa 1-618-546-2657 (TTY: 7-1-1).

Az 13) i€ aaa Aall) Ay yalle a5 el ladd sae bsal) 4 salll Blas, Juail 28 )10 1-618-546-2657 (TTY: 7-1-1).

ATENCAO: Se vocé fala portugués, os servigos de assisténcia linguistica estdo disponiveis gratuitamente. Ligue para 1-618-546-2657
(TTY: 7-1-1).

YBAT A! fxmmio Bu po3MOBIISIETE YKPATHCHKOO MOBOIO, BU MOYKETE 3BEPHYTHUCS IO OE3KOIITOBHOI CITy>kOM MOBHOI i ATPHMKH.
Tenedonyiite 3a HOMepoM 1-618-546-2657 (Teneraiim: 7-1-1).

Alayledl: ) di 1l slladl €ld, dl Nl A&-Udl Ad) dHA HsdHi GUuast 8. 1-618-546-2657 (TTY: 7-1-1) U 514 52.
o <€: afe 3y fEdh sea §, @ smuds fore gud & HINT gTrdr Va1l SUAs € | I B3 1-618-546-2657 (TTY: 7-1-1).
BHUMAHME: Ecnu BbI TOBOpHTE Ha PYCCKOM SI3BIKE, BaM JOCTYITHBI O€CTIaTHBIE YCIYTH S3IKOBOM MOMOIITY. 3BOHHUTE 1O HOMEPY |-
618-546-2657 (TTY: 7-1-1)

FO|: ot=0E AF8StA | = B2, 7 & 20 X[ ¥ MH[AE 0|85 &= }UELILCH 1-618-546-2657 (TTY: 7-1-1) 2

Mot Al 2.

ATTENTION: Si vous parlez francais, des services d'assistance linguistique sont disponibles gratuitement. Appelez le 1-618-546-2657
(TTY: 7-1-1).

PAZNJA: Ako govorite srpsko-hrvatski, besplatne usluge jezicke pomo¢i su vam dostupne. Pozovite 1-618-546-2657 (TTY: 7-1-1).
IKILQ: Ti o ba so Yoruba, awon is¢ iranlowo ede, laisi idiyele, wa fun ¢. Pe 1-618-546-2657 (TTY: 7-1-1).

ATTENZIONE: Se parli italiano, i servizi di assistenza linguistica sono disponibili gratuitamente. Chiama il 1-618-546-2657 (TTY: 7-
1-1).
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