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Financial Assistance Program
[bookmark: _Hlk93408193]Dear Patient, 	
Under the Ohio Hospital Care Assurance Program (HCAP), Blanchard Valley Health System offers basic, medically necessary hospital-level services free of charge to individuals who are residents of Ohio whose income is at or below the Federal Poverty Income Guidelines looking back 3 years from initial statement balance notification.  
In addition to the HCAP program, Blanchard Valley Health System provides financial assistance on a sliding scale to patients who live in surrounding counties in Ohio who meet family income levels up to (250%) times the Federal Poverty Guidelines regardless of insurance status looking back 1 year from initial statement balance notification. 

	[bookmark: _Hlk93408269]Family Size 
	*HCAP 2026 Federal Poverty Income Level
	BVHS Financial Assistance Program (Family income up to 250% of Federal Poverty Level)

	1
	 $  15,960.00 
	 $    39,900.00 

	2
	 $  21,640.00 
	 $    54,100.00 

	3
	 $  27,320.00 
	 $    68,300.00 

	4
	 $  33,000.00 
	 $    82,500.00 

	5
	 $  38,680.00 
	 $    96,700.00 

	6
	 $  44,360.00 
	 $  110,900.00 

	7
	 $  50,040.00 
	 $  125,100.00 

	8
	 $  55,720.00 
	 $  139,300.00 


2026 Federal Poverty Income Guidelines 
*For families/households with more than 8 persons, add $5,680 for each additional person* Before we consider your application for Financial Assistance, we will determine if you are eligible for a state program. 

Completing Application for Financial Assistance 
Your application must be signed and completed, or your application will be closed. Please do not use white out on any part of the application.
To determine eligibility for HCAP or Financial Assistance, we look at your family income and size looking back 3 months prior to the date of service.  
Eligibility for HCAP (If you are under the federal poverty limits, you should qualify for Ohio Medicaid and are encouraged to apply prior to applying for HCAP)
1.) You must be a resident of Ohio
2.) You must be at or below 100% of the Federal Poverty Income Guidelines in the 3-month period prior to the date of service. 
3.) Family members include you, your spouse and/or natural/adopted children under the age of 18 living at home. 
Eligibility for BVHS Financial Assistance
1.) You must be between 101%-250% of the Federal Poverty Guidelines in the 3-month period prior to the date of service.
2.) Family members include you, your spouse and/or natural/adopted children under the age of 18 living at home.
Applications can be requested/submitted by the following options: 
Mail:                                              See if you qualify or         In person:                                                Medicaid Application: 	
Blanchard Valley Hospital          apply online:                    1900 S. Main St Findlay, Oh                  Apply online by visiting medicaid.ohio.gov 
[image: A qr code on a white background

Description automatically generated]Attn: Financial Assistance		      Findlay Hospital-CDS Entrance
1900 S. Main St                                                                       Financial Assistance Drop Box	
Findlay, OH 45840

*To expedite processing your application apply online, please make sure all information is provided. Missing information will result in a closed application. 
[bookmark: _Hlk93408366]
Name: ____________________________________________ Encounter Number: ___________________
Applicant name, if not the patient: __________________________________________________________
Address: _______________________________________________________________________________
Date(s) of service (Covers 90 days of service-excluding inpatient stays): _______________ to ___________   
1.) Did you have medical insurance at the time of service?              			                  Yes____ No____            If yes, please provide insurance name and ID number ____________________________________________________
2.) Were you a recipient of Medicaid for this date of service? 					Yes____ No____
3.) Was this service related to an auto accident, work injury, or third-party liability claim?      	                  Yes____ No____
If yes which one_________________________________________________________	
4.) Is there any attorney representation or settlement expected?					Yes____ No____
5.) Were you residing in Ohio during this date of service?	     			                  Yes____ No____
*Income verification documents must be submitted with the application. Income documents include pay stubs, W-2, social security award letter, etc. These must be provided for the 3-month period prior to your date of service. Bank statements do not qualify as verification of income **Income is based off gross amounts**

	Name (list patient first)
	Date of Birth 
	Relationship to the patient 
	Income for 3 months prior to the date of service
	Income for 12 months prior to date of service

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Total # in family: _________________              Total income: ___________________
Employer information: Patient/Guarantor employer for the last 12 months: 
Name of employer: __________________________________ Date hired: _________ Date ended: _________
Name of employer: __________________________________ Date hired: _________ Date ended: _________
Spouse’s employer for the last 12 months:
Name of employer: __________________________________ Date hired: _________ Date ended: _________
Name of employer: __________________________________ Date hired: _________ Date ended: _________
If you reported no income, please provide a brief explanation as to how you are being supported: 
_____________________________________________________________________________________________
By my signature below, I certify that everything I have stated on this application and any attachments is true. I give Blanchard Valley Health System permission to evaluate my financial status and determine eligibility for various financial assistance programs. In addition, I realize that any money received to me by an insurance company or third-party liability aware, due to services performed for the specific dates of service covered by this application could result in my financial assistance being reversed. I accept responsibility for full and immediate payment of any and all outstanding balances. 
Patient/Guarantor Signature: ___________________________________________ Date:_____________________
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