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. s Patient Type
I. Patient Demographics Amount of W/O &

Patient Name: i S/A Results: h/h $

{Last) {First) (Middle) Facility

Account #

(SSN) (DOB) Med. Rec.#

Guarantor/Guardian Name:
(Last) (First) (Middle) (DOB) {SSN)
Address:
(Street) (City) (State) (Zip Code)

(Phone)
Have you applied for Financial Assistance with any Novant Health, Inc. facility (e.g. Novant Medical Group, Presbyterian Hospital, Brunswick

Community Hospital, Thomasville Medical Center, Forsyth Medical Center, etc.) in the past? Yes No.
If yes, date of application or approval?

Il. Household Information

| Marital Status (Circle One) | Married [ Single [ Separated | Total in Household

Dependents Name(s) Relationship Dependent Date of Birth

. Employment/iincome

Patient/Guarantor Employer:

Gross Monthiy Income Amount $

Income Source-Please attach verification or explanation of current situation

Spouse or other Income Source and Gross Monthly Amount $

Total Annual Gross Household Income $

If no income, how do you support yourself?

Do you have an active bank account? Did you file taxes for the prior year?

IV. Insurance Verification
Daes your employer offer health insurance YES NO
Do you have any health insurance YES NO

Name of Insurance Company:

Are you employed? [ YES [ NO

If you have become unemployed within the last 90 days, please provide:
The name of your last employer and dates of employment:

Give the name of your employer sponsored insurance carrier:

Are you eligible for COBRA Benefits?

| certify that the information provided is true and to the best of my knowledge. | understand that fraudulent or misieading information will make me ineligible for any
financial assistance. | authorize the release of any information needed to verify the information provided and for billing and collections in compliance with applicable
federail and state faws. Proof of income may be required before any consideration is made. Acceptable proof of income maybe but not limited to: copy of paycheck
stubs, copy of last year's tax return, or letter from empioyer stating present salary and hours worked.

Signature Patient/Guarantor: Date:
% Federal Poverty Level: | Decision Based On:
Comments/Summary:

Signature of Interviewer Date:

Signature of Manager Date: Approved Denied
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Financial Assistance Application (Attachment A)

Patient Statement:

(Please use the space below to provide additional information about your financial
situation and your ability to pay. If you are unemployed, please provider information
related to how you are supporting yourself and who provides food and shelter.)

Addition Comments:

[ certify that the information provided is true and to the best of my knowledge. | understand that
fraudulent or misleading information will make me ineligible for any financial assistance. | authorize the
release of any information needed to verify the information provided and for billing and collections in

compliance with applicable federal and state laws. Proof of income may be required before any
consideration is made. Acceptable proof of income may be, but not limited to: copay of paycheck stubs,

copy of last year's tax return, or letter from employer stating present salary and hours worked.

Signature of Patient/Guarantor: Date:

Signature of Interviewer: Date:

For Administrative use only
If catastrophic, please document amount that patient is able to pay based on follow-up interview(s):
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Financial Navigator

Consent for Release of Information

I, , authorize the Financial Navigator of Novant Health to
assist me in completing applications for programs to help cover medical expenses.
(Assistance programs may include resources from state, federal or private agencies.)
The financial navigator shall have access to obtain and copy any records, and/or
information pertaining to but not limited to the physician services. (Patient Initial)

The Financial Navigator, Novant Health Michael Jordan Family Medical Clinic, may
obtain information from the County Department of Social Services, any information,
whether oral or written, regarding Medicaid eligibility. | request that a copy of the

approval or Form 5020 be sent to the Financial Navigator assisting me with my
application. (Patient Initial)

| acknowledge that this consent has been explained to me and is voluntary. |

understand that I/Financial Navigator may revoke this authorization at any time, but it
will not have an effect on prior actions the Financial Navigator took before the received

revocation. (Patient Initial)

This consent for release of information will be valid for one year or until final
determination of any benefit applications submitted on my behalf. | further understand
that by signing below, | am authorizing the release or exchange of these records to
obtain medical assistance.

Account: Patient Medical Record #:

Patient Name:

Patient Legal Guardian Name (if applicable):

Patient/Legal Guardian Signature Date

Person receiving/communicating the information:

Signature of Financial Navigator Date

Phone Number: () - Ext.




Health starts in our homes, schools, and jobs. When we know more about you, we can provide better care to
suppott your health and wellness. We cannot guarantee help in 2ll areas, but will do our best to respond to your

priotities. your response. If you do not want to answer, leave the question blank.
1. Within the past 12 months, did you worty that your food would run v -
% out before you got enough money to buy more? e
N |2 Within the past 12 months, did the food you bought just not last and v N
you didn’t have money to get more? e °
3. Within the past 12 months, have you ever stayed: outside, in a car, in a
tent, in an overnight shelter, or temporarily in someone else’s home Yes No
ﬁ (“couch-surfing”)?

4, Are you worried about losing your housing? Yes No
ua 5. Withi.n .the past | 2 months, have you been unable to get utilities (heat, Yes No
(amm) electricity) when it was really needed?

6. Within the past 12 months, has lack of transportation kept you from
G . . . . g Yes No
o™ e medical appointments or from doing things needed for daily living?

7. Do you feel physically or emotionally unsafe where you currently live? Yes No

8. Within the past 12 months, have you been hit, slapped, kicked, ot v N

otherwise physically hurt by anyone? ° ©

9. Within the past 12 months, have you been humiliated or emotionally

Yes No
abused by anyone?

10. Are any of your needs urgent? For example, “I don’t have food
A tonight”, “I don’t have a place to sleep tonight”, “I am afraid T will get Yes No

hurt if I go horme today”?
'ﬁ"’“ 11. Would you like help with any of the needs that you have identified? Yes No

If

you would like help:

What steps have you taken to address these needs? Check the box that describes what you have.

I am using it T applied fc?r 1t{ but I 1 am using it I applied f(?r 1t,' but |
A not using it yet am not using it yet
AP or Food .
SNA S o o0 Medicaid
tamps
WIC Transportation
Food Pantry Disability
Housing Employment
Other:
Shelter R

Last four digits of patient’s SSN :
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Michael Jordan Family Medical Clinic

***place patient label here***
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Novant Health Charity Care Program

The charity care program, provided by all Novant Health Affiliates (“Novant Health”), allows qualified
low-income patients to receive free care for emergency or medically necessary services (elective
services are not included). Charity care is not health insurance.

Eligibility Criteria
e Patients must live within the Novant Health catchment area
s Patients must be uninsured and not be eligible for health insurance through an employer,
spouse’s employer, school, Medicaid, Medicare, worker’s compensation, veteran benefits, etc.
* Household income must be within 300% of the Federal Poverty Level.

What happens after you apply?

Please allow at least 14 business days for processing of your application. Once approved, you may be
enrolled into the program for up to six months. You must reapply every six months to remain in the
program. You will receive a letter in the mail confirm your approval.

We must have your application and supporting documents to process and approve you for the program
You must maintain a provider at the clinics listed below as your primary care physician.

What IS covered?
e Services provided by your primary care physician
* Services provided by another Novant Health clinic when referred by your primary care physician

What IS NOT covered?
¢ Any referral outside of Novant Health
¢ NH Emergency Department
¢ Radiologist or third party imaging services
e Anesthesiologist
* Surgery
¢ Pathologist or laboratory services
e Services billed to the hospital
¢ Services outside of your primary care physician’s office that are not medically necessary

What if | need assistance with services outside of Novant Health?

Our clinics have social workers on staff to assist with linking you to community resources such as dental,
vision, food pantries, patient assistance programs, etc. Please feel free to schedule an appointment with
a social worker to discuss any linkage community resources you need.

Please consuit with your provider regarding medical needs and resources outside of the scope of social

work.
B NOVANT @ MOVEMENT lmww B NOVANT
m HEALTH FAMILY WELLNESS CENTER | N2 X m HEALTH
Michael Jordan Family Medical Clinic Movement Family Wellness Center Michael Jordan Family Medical Clinic- North End

3149 Freedom Dr Charlotte NC 28208 2225 Freedom Dr Charlotte NC 28208 2701 Statesville Ave Charlotte NC 28206
Ph: 980-302-9405 Ph: 980-302-9000 Ph: 980-302-8521
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Novant Health complies with applicable Federal civil rights laws and does not discriminate on'the basis of race, color,
national origin, age, disability, or sex. Novant Health does not exclude people or treat them differently because of race,

color, national origin, age, disability, or sex.

Novant Health:

1. Provides free aids and services to people with disabilities to communicate effectively with us, such as:
1. Qualified sign language interpreters -
2. Written information in other formats (large print, audio, accessible electronic formats, other

formats)

2. Provides free language services to people whose primary language is not English, such as:
1. Qualified interpreters
2. Information written in other languages

If you need these services, please contact Novant Health interpreter services toll-free at 1-855-526-4411, then select
option 3. TDD/TTY: 1-800-735-8262.

If you believe that Novant Health has not provided these services or discriminated in another way on the basis of race,
color, national origin, age, disability, or sex, you can file a grievance with:

Patient services department
Attn: Section 1557 coordinator
200 Hawthorne Lane
Charlotte, NC 28204

Telephone: 1-888-648-7999 (toll-free)
TDD/TTY: 1-800-735-8262
NovantHealth.org/home/contact-us.aspx

You may file a grievance by mail, in person at the Novant Health facility where care was provided, or by submitting the
form at the link above. If you need help filing a grievance, call toll-free, 1-888-648-7999 or TDD/TTY 1-800-735-8262.

You may also file a civil rights complaint with the U.S, Department of Health and Human Services, Office for Civil Rights,
electronically through the Office for Civil Rights Complaint Portal, available online at
ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at hhs.gov/ocr/office/file/index.html
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ATTENTION: Language assistance services, free of charge, are available to you. Call 1-855-526-4411. Select option 3.
TDD/TTY: 1-800-735-8262.

ATENCION: Los servicios de asistencia lingiisticos, gratuitos, estdn
disponibles para usted. Llame al 1-855-526-4411. Seleccione la opcion 3.
TDD/TTY: 1-800-735-8262.

BB BaLUEREENES BEIRE, FEHET 1-855-526-4411,

Espafiol {Spanish)

-~ Ch. »,
FHHL (Chinese) EEZIE3, TDD/TTY : 1-800-735-8262,
e o s P CHU Y: C6 céc dich vu hé trg ngdn ngi¥ mién phi dénh cho quy vi. Goi 1-
Tiéng Viét (Vietnamese) 855-526-4411. Chon tiy chon 3. TDD/TTY: 1-800-735-8262.
Fof B2 olof A& ME|AE oj&&t4 + Q&L/L) 1-855-526-
=0 (Korean) 4411 5O HBJBHAIL. 24132 L EJB}L/A[L. TDD/TTY: 1-800-
735-8262.

IMPORTANT : Des services d’assistance linguistique gratuits sont @ votre
disposition. Appelez le +1 855 526 4411. Sélectionnez I'option 3. Dispositif
de télécommunication pour sourds et malentendants : +1 800 735 8262.
4 (Arabic) 1-855-526- adl ole Juaail .l d-lio diilzealt Digilll bk luall Coloks :alszDlo
" .1-800-735-8262 : pat!l Ciilg/l/ i Juaid jlgz 3 L iz 4411
BHUMAHMUE: [ina eac docmynHa 6ecnnamHan ycayea A3uiKoeoll
nod0depxxu. MossoHume no menegory 1-855-526-4411. Boibepume
sapuasm 3. Tekcmoseill menegon/menemaiin: 1-800-735-8262.
ATENSYON: May mga libreng serbisyo ng tulong sa wika na available sa

Francais (French)

Pycckuis (Russian)

Taga'ﬁ. (Tagalog - iyo. Tumawag sa 1-855-526-4411. Piliin ang opsyon 3. TDD/TTY: 1-800-
lipino} 735-8262.
i (Farsi) plads .yl 3 OG)LH o OBl ysb 4 dazyi cilads (d2571-855-526-4411
awjS . uin5 oleld . AuiS eolziil ) TDD/TTY :1-800-735-8262
ATICE (Amharid TAANF:- PEYS ACEF KTAT FF 198 L75 b 11-855-526-4411 AL
L.LDbz: T 4680 33 LIPLMr TDD/TTY - 1-800-735-8262.

HINWEIS: Es stehen lhnen kostenlose Sprachassistenzdienste zur

Verfiigung. Wiéhlen Sie +1 855 526 4411, Wihlen Sie Option 3 aus.
TDD/TTY: 1 800 735 8262.

1-855-526- -t leluwd Cado elads (§ Cale] ilato o Olj o & QT 4297 D1y

Deutsch {German)

5 (Urdu) .1-800-735-8262 -TDD/TTY -usiz- 3 Jbkts - )5 03 » 4411
R (Hindi) &7 & ST g [7:Ycep YT FETI HaTY TUTY 61 1-855-526-4411
& Pl B/ [AHeT3 7/ TDD/TTY: 1-800-735-8262.
aes21dll (Gujarat) AIGH et M2 HIS PN HSIY e?cyw?, [deil Y& Guao 8. 1-855-
. 526-4411 Y2 514 52) [d56U 3 Y 52] TDD/TTY: 1-800-735-8262.

AT 7 GO GVl [STCer] O STRI3e] A[I< o7
OIT/ 1-855-526-4411 TEHH (PIV P/ [AFH 3 [NAE7 B/

I (Bengali)
TDD/TTY: 1-800-735-8262 /




