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OSF HealthCare Financial Assistance Application

 Patient MRN: 

PLEASE ATTACH COPIES OF THE FOLLOWING REQUIRED DOCUMENTATION, THEN COMPLETE AND SIGN THE APPLICATION

 Copies of 2 pay stubs for 30 Days for all income reported  Submit a letter describing your financial situation

 Copies of unemployment statements for 30 days  Copies of Social Security Benefits (if applicable)
Filed Federal income taxes? To request a copy of your taxes, please call 1-800-829-1040 (official transcript, no hand written forms)
 Yes – Please send the most recent Federal income tax returns and supporting schedules
 No – Please explain why:
I have applied for or will apply for federal or state medical assistance (Not Required at NHSC Sites)
 Yes (provide tracking # or denial letter)   No–Not a citizen   No–Over income   No–Other reason, why? 

OTHER MONTHLY INCOME (Please attach copies of your documents to support this income)

Other Wages Misc. Income Disability Income Alimony

Pension Rental Income Veterans Benefits Unemployment

PATIENT/RESPONSIBLE PARTY (Not Required at NHSC Sites) Please check one:   Single   Married   Widowed   Divorced   Legally Separated (documentation required)

Name: (First, Middle, Last) Social Security Number (Not Required at NHSC Sites): Birth Date: (MM/DD/YYYY)

Patient/Responsible Party Address:

Phone Number: Employment Status:
 Full Time  Part Time  Self Employed
 Unemployed  Student  Retired

How Often Paid:
 Weekly  Bi-Weekly
 Monthly  Bi-Monthly

Are you claimed on another tax return?
 Yes    No
If yes, provide tax return of those claiming you.

Household Size 
(Patient, Spouse & Dependents)

Employer Name and Address

Hire Date: (MM/DD/YYYY) Unemployed: (MM/DD/YYYY)

From: To:

Average Gross Monthly Income: 
(Amount before taxes)

$

Monthly SSI/SSDI:

$
The following information is requested, but not required
Race: (Not Required) Ethnicity: (Not Required) Sex: (Not Required) Preferred Language: (Not Required)

SPOUSE (if applicable)

Please check one:    Single    Married    Widowed    Divorced    Legally Separated (documentation required, except for not at NHSC sites)
Name: (First, Middle, Last) Social Security Number (Not Required at NHSC Sites): Birth Date: (MM/DD/YYYY)

Phone Number: Employment Status:
 Full Time  Part Time  Self Employed
 Unemployed  Student  Retired

How Often Paid:
 Weekly  Bi-Weekly
 Monthly  Bi-Monthly

Are you claimed on another tax return?
 Yes    No
If yes, provide tax return of those claiming you.

Household Size: 
(Patient, Spouse & Dependents)

Employer Name and Address:

Hire Date: (MM/DD/YYYY) Unemployed: (MM/DD/YYYY)

From: To:

Average Gross Monthly Income: 
(Amount before taxes)

$

Monthly SSI/SSDI:

$
The following information is requested, but not required
Race: (Not Required) Ethnicity: (Not Required) Sex: (Not Required) Preferred Language: (Not Required)

I certify that the information in this application is true and correct to the best of my knowledge. I will apply for any state, federal or local assistance for which I may be 
eligible to help pay for this hospital bill (not required for NHSC sites). I understand that the information provided may be verified by the hospital, and I authorize the hospital 
to contact third parties to verify the accuracy of the information provided in this application. I understand that if I knowingly provide untrue information in this application, 
I will be ineligible for financial assistance, any financial assistance granted to me may be reversed, and I will be responsible for the payment of the hospital bill.

SIGNATURE REQUIRED IN ORDER FOR APPLICATION TO BE PROCESSED
Patient/Responsible Party Signature(s) Date

DEPENDENTS under age of 18 (If more than 3 dependents use a separate page)

Full Name Relationship Birth Date (MM/DD/YYYY) Claimed as a Dependent on Taxes

1.  Yes  No

2.  Yes  No

3.  Yes  No
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H

om
e Infusion Pharm
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(800) 446-3009 
H

om
e M

edical Equipm
ent:  

(877) 795-0416

Please return your com
pleted application w

ithin 240 days 
of your first billing statem

ent in one of three w
ays: 

●
   Subm

it your application through your O
SF M

yC
hart 

account. (If you do not have an O
SF M

yC
hart account, 

call our office for helping setting one up.) 

●
   V

isit osfhealthcare.org/billing, and look for “financial 
assistance.” You can com

plete the application and upload 
the required docum

ents on this page.

●
   Print and fill out your application on paper and send it 

w
ith copies of your docum

ents by m
ail, fax, or by 

dropping them
 off at any O

SF facility.

You w
ill need the follow

ing docum
ents to apply for financial 

assistance.

	
●

 
Copy of m

ost recent tax return

 
●

 
Copy of m

ost recent W
-2 and 1099 form

s

 
●

 
Copies of 2 m

ost recent pay stubs

 
●

 
W

ritten incom
e verification from

 em
ployer if  

paid in cash

 
●

 
O

ne other reasonable form
 of third party 

incom
e verification deem

ed acceptable by 
O

SF H
ealthCare.
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N

D
ear Valued Patient,

W
e understand that som

e of our patients need 
help to pay for their treatm

ent and eligible 
m

edical bills.

The inform
ation in this application w

ill help us 
determ

ine if you qualify for any type of financial 
assistance. 

If you have questions or concerns about our 
financial assistance application, you m

ay call 
us at (800) 421-5700 or (309) 683-6750. 
Com

plaints or concerns w
ith the uninsured 

patient discount application process or our 
financial assistance process m

ay be reported to 
the H

ealth Care Bureau of the Illinois A
ttorney 

G
eneral at 1-877-305-5145  

(T
TY 1-800-964-3013).

Thank you for trusting O
SF H

ealthCare 
for your health and w

ellness needs. It’s our 
privilege to serve you w

ith the greatest  
care and love.

Please com
plete this application and return all requested 

docum
entation to O

SF H
ealthCare

www.osfhealthcare.org

Im
portant:

YO
U
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AY BE ABLE TO

 RECEIVE FREE O
R  

D
ISCO

U
N

TED
 CARE: 

Com
pleting this application w

ill help O
SF H

ealthCare 
determ

ine if you can receive free or discounted services or 
other public program

s that can help pay for your health care. 

IF YO
U

 ARE U
N
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RED
, A SO

CIAL SECU
RITY 

N
U

M
BER IS N
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T REQ

U
IRED

 TO
 Q

U
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O

R D
ISCO

U
N

TED
 CARE. 

H
ow

ever, a Social Security N
um

ber is required for som
e 

public program
s, including M

edicaid. Providing a Social 
Security N

um
ber is not required but w

ill help the hospital 
determ

ine w
hether you qualify for any public program

s.

Patient acknow
ledges that he or she has m

ade a good 
faith effort to provide all inform

ation requested in 
the application to assist the hospital in determ

ining 
w

hether the patient is eligible for financial assistance.

If patient m
eets the presum

ptive eligibility criteria 
or is otherw

ise presum
ptively eligible by virtue of 

the patient’s fam
ily incom

e, the patient shall not 
be required to com

plete the application’s section on 
m

onthly expenses.  

ATEN
CIÓ

N
: si habla español, tiene a su disposición 

servicios gratuitos de asistencia lingüística.
O

SF H
ealthCare cum

ple con las leyes federales 
de derechos civiles aplicables y no discrim

ina 
por m

otivos de raza, color, nacionalidad, edad, 
discapacidad o sexo.

U
W

A
G

A
: Jeżeli m

ów
isz po polsku, m

ożesz 
skorzystać z bezpłatnej pom

ocy językow
ej. O

SF 
H

ealthCare postępuje zgodnie z obow
iązującym

i 
federalnym

i praw
am

i obyw
atelskim

i i nie dopuszcza 
się dyskrym

inacji ze w
zględu na rasę, kolor skóry, 

pochodzenie, w
iek, niepełnospraw

ność bądź płeć.
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