Cook County North Shore Hospital

Community Care Application

Name:__________________________________________________________________

Address:________________________________________________________________

Phone (H)_____________________________(W)_______________________________

Social Security # _______________________
Date of Birth __________________

Account that you are applying for assistance:

Patient: ________________________________
Date of Service ______________

Family Information:  Please enter your name below in addition to the names, ages, and relationships of all family members living with you.  If a family member is over 18 please indicate if student.

Name





Age


Relationship

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

Income Information:

Family income for past 12 months from all jobs _______________________________

Expected income for next 12 months:________________________________________

Gross Income from all sources: ___________________________________________

Please attach proof of income such as copy of W-2 form, front two pages of federal income tax return or social security check.

Insurance Company Name:________________________
Policy # ______________

Address: _______________________________________
Group # ______________

Cook County North Shore Hospital

515 5th Avenue West

Grand Marais, MN  55604

218-387-3040
	# in Family
	You Pay 5%
	You Pay 25%
	You Pay 50%
	You Pay 75%
	You Pay100% 

	1
	0 – 10,830
	10,831-14,404
	14,405-18,086
	18,087-21,660
	21,661 +

	2
	0 – 14,570
	14,571-19,379
	19,380-24,332
	24,333-29,140
	29,141 +

	3
	0 – 18,310
	18,311-24,352
	24,353-30,578
	30,579-36,620
	36,621 +

	4
	0 – 22,050
	22,051-29,327
	29,328-36,824
	36,825-44,100
	44,101 +

	5
	0 – 25,790
	25,791-34,301
	34,302-43,069
	43,070-51,580
	51,581 +

	6
	0 – 29,530
	29,531-39,275
	39,276-49,315
	49,316-59,060
	59,061 +

	7
	0 – 33,270
	33,271-44,249
	44,250-55,561
	55,562-66,540
	66,541 +

	8
	0 – 37,010
	37,011-49,223
	49,224-61,807
	61,808-74,020
	74,021 +


Updated Fee Schedule August, 2009
Release / Obtain Information:  North Shore Hospital may release this information or obtain financial information to / from the Sawtooth Mountain Clinic for the purpose  determining eligibility. 

_____________________________________________
_______________________

Signature







Date

I hereby swear that the above information is correct as stated.  Falsifying this information is a crime punishable by law.

_____________________________________________
_______________________

Signature







Date


An Equal Opportunity Employer
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