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2025
Patient

Assistance Application
         Medicare or Self-Pay Patients
Please call Angie with questions at 802-748-7518

. 








[Place Patient Label Here]

Instructions
Northeastern Vermont Regional Hospital’s staff understands the confusion surrounding healthcare today. We have designed this packet to make your application for Patient Assistance both easy and efficient. The process does require an investment of time. Please read carefully.

Applications must be completed in full and be accompanied by all required supporting documentation. Incomplete applications will remain unprocessed until all information is provided. Applications may be mailed back or a phone call requesting missing information may be made. Applications will be rejected if supporting documentation is not received within 14 days of request.

If you qualify: If you are a resident of Vermont or New Hampshire, complete the application for Medicaid for the state you reside in. Once the application for Medicaid has been processed, you will receive a Notice of Decision from the state. The Notice of Decision and necessary documentation must be attached to the completed Patient Assistance application before it can be processed. Please note there must be two documents that show a physical address. Incomplete applications will be returned to the sender to be completed.
Proof of Income:

1. Complete copy of most current tax return

In the event you do not file taxes: (one of the following)

2. Letter from employer confirming earnings

3. 30 days of paystubs
4. Social Security Annual Notification of Payment
5. Bank Statement

6. Profit and Loss Statement

7. Self-attestation in extenuating circumstances in which no other documentation is available
Documentation necessary for determination:

1. Copy of a recent bank statement for all accounts
2. Copy of property tax bill for second homes/vacation homes
3. Documentation of investment accounts from a broker or financial institution

4. Documentation of child support and/or alimony paid if you would like NVRH to consider your living expenses

Mail the completed application with proof of income and documentation to:

NVRH Attention: PA

PO Box 905

St. Johnsbury, VT 05819

Sincerely,


Mindy S. Vigeant

Mindy S. Vigeant, CRCS-P, CRCS-I
Director of Patient Accounts
Date: ___________________
Applicant-

Last Name: ___________________________ First Name: ________________________ Middle Initial: ______

Spouse or Domestic Partner
Last Name: ___________________________ First Name: ________________________ Middle Initial: ______

Mailing Address: ___________________________________________________________________________

City: _______________________________________ State: ___________ Zip Code: ____________________

Home Phone: ________________________________ Work Phone: __________________________________

Cell Phone: _________________________________ Co-Applicant’s Cell: _____________________________

Household: List spouse or domestic partner and all tax dependents. If you don’t file taxes, please list the people who would be your tax dependents if you filed.
	Household Member’s Name
	Relationship to Applicant
	Age
	Employer or School Attending

(if full-time student)

	
	Self
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Income: is defined as total annual cash receipts before taxes from all sources except as identified below. 
Income includes:

1. Gross wages/salary
2. Net receipts from non-farm or farm self-employment

3. Regular payments from social security, railroad retirement, unemployment compensation, or strike benefits from union funds if taxable.
4. Disability benefits

5. Military family allotments or other regular support from an absent family member or someone not living in the household, if taxable
6. Private pensions, government employee pensions, and regular insurance or annuity payments, dividends, interest, rents, royalties, periodic receipts from estates or trusts, net gambling, or lottery winnings.

Income does not include the following:

1. Tax refunds, gifts, loans and lump-sum inheritances

2. One-time insurance payment or other one-time compensation for injury

3. Non-cash benefits such as employee fringe benefits

4. The value of food and fuel produced and consumed on farms 

5. Federal non-cash benefit programs such as food stamps, school lunches and housing assistance.

List current or last employment (including Business or self-employment) for all household members:
	Household Member
	Employer
	Hire Date
	Term Date
	Weekly GROSS      income

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Income from other Sources: Please list if you receive income from- Social Security, disability, retirement, pensions, renters, business interest or unemployment compensation. *If none, please indicate how you support yourself.*
	Household Member
	Type of Income
	Monthly GROSS Income

	
	
	

	
	
	

	
	
	


Expenses: Please list the total for your monthly expenses as they apply.

Home/Auto Insurance: $___________________/month     Credit Cards: $____________________/month


Automobile loan/lease: $___________________/month     Mortgage/Rent: $___________________/month

Medical (Dental, RXs): $___________________/month     Fuel (Heat): $______________________/month 

Utilities (water, electric): $__________________/month     Property Tax: $____________________/month
Other Expenses: $_________________________/month     Describe: ______________________________
Liquid Assets: List liquid assets such as checking or savings accounts in bank and credit unions, stocks, bonds, mutual funds, bank CD’s, annuities (if liquid), trust funds (if liquid), or any other liquid assets. If none, indicate “NONE”. Applicants with liquid assets of 400% of the Federal Poverty Level or more will not be considered.

	Type, Person

Example: Checking, Sally Smith
	Institution

Passumpsic Savings Bank, St. Johnsbury, VT
	Value

	
	
	$

	
	
	$

	
	
	$

	
	
	$


Liabilities: List liabilities such as mortgage and/or home equity loans, car loans, credit card balances or other debt. If none, indicate “NONE”.

	Type, Person

Example: Mortgage, Sally Smith
	Institution

Passumpsic Savings Bank, St. Johnsbury, VT
	Balance

	
	
	$

	
	
	$

	
	
	$

	
	
	$


Real Estate: Do you own a second home, vacation home, seasonal residence or camp? No____ Yes____
Location: __________________________________________________ Assessed Value: $________________

Location: __________________________________________________ Assessed Value: $________________

Insurance: Does the patient have medical insurance (Example: Medicaid or BC)? No _______ Yes _______ (if yes) 
Insurance Name and ID Numbers: ______________________________________________________________
(if no) 

Have you lost coverage in the last 3 months? No ____________ Yes _____________

Explain: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Other Open Accounts with NVRH: List all open accounts for all family members for the affiliated providers listed below: If not applicable write “NONE”.
	Provider
	Account or Statement Number
	Balance

	 Community Clinics
	
	$

	 Mental Health
	
	$

	 Hospital- ER, PT, OP.NPSPC         
	
	$


I certify, under penalties of law, that the above information is true and accurate to the best of my knowledge. I understand this application is made so the hospital can judge my eligibility for uncompensated services based on the established criteria on file in the hospital. If any information I have given proves to be untrue, I understand that the hospital may re-evaluate my financial status and take whatever action is deemed appropriate to include legal action.

This application is for NVRH HOSPITAL & NVRH PROVIDER PRACTICES services only.
Applicant’s Signature: ______________________________________________ Date: ________________        

Co-Applicant’s Signature: ___________________________________________ Date: ________________

_____________________________ Please Do Not Write Below This Line___________________________
Approved By: ______________________________________          Date: __________________________   
Percentage: ______________________                                Ending: _________________________









In making the determination of eligibility I have considered this patient’s income, expenses, assets and liabilities.

Financial Assistance Application Checklist
· Proof of Income

· Copy of a recent bank statement for all accounts
· Copy of current statement for investment accounts from broker or financial institution
· Tax bill or tax assessment on second properties owned.

· Documentation of child support and/or alimony paid
· Signatures, applications cannot be processed without signatures from all adults in the household wishing to receive financial assistance.

· Entire application is filled out, if a section or question does not apply, please write “N/A” for not applicable.

Financial assistance is valid for 6 or 12 months depending on individual situations. The Financial Assistance Program at NVRH is not an insurance company and should not be applied for unless you have an outstanding balance that you cannot pay.

The following is a list of the providers rendering care at NVRH who are not covered under the financial assistance program:
· CardioNet
· Shippee Family Eye Care, P.C.
· iRT
· Boston Scientific Cardiac Diagnostics, Inc.
· Orthocare

· Enovis/Surgi-Care

· Rom Tech
· Lab Services sent to the University of Vermont Medical Center

· Northern Counties Health Care providers

· VT Radiologists
Northeastern Vermont

Regional Hospital
	Family

Size
	100% Reduction

Up to 250% FPLG

FAMILY INCOME LEVEL
	70% Reduction

251%-300% FPLG

FAMILY INCOME LEVEL
	60% Reduction

301%-350% FPLG

FAMILY INCOME LEVEL
	50% Reduction

351%-400% FPLG

FAMILY INCOME LEVEL
	Not Eligible

> 400% FPLG

FAMILY INCOME LEVEL

	Assets
	<400% FPLG
	<400% FPLG
	<400% FPLG
	<400% FPLG
	

	1
	$1- $39,125
	$39,126-$46,950
	$46,951-$54,775
	$54,776-$62,600
	>$62,600

	2
	$1- $52,875
	$52,876 -$63,450
	$63,451-$74,025
	$74,026-$84,600
	> $84,600

	3
	$1- $66,625
	$66,626-$79,950
	$79,951-$93,275
	$93,276-$106,600
	>$106,600

	4
	$1- $80,375
	$80,376-$96,450
	$96,451-$112,525
	$112,526-$128,600
	>$128,600

	5
	$1- $94,125
	$94,126-$112,950
	$112,951-$131,775
	$131,776-150,600
	>$150,600

	6
	$1- $107,875
	$107,876-$129,450
	$129,451-$151,025
	$151,026-$172,600
	> $172,600

	7
	$1-$121,625
	$121,626-$145,950
	$145,951-$170,275
	$170,276-$194,600
	> $194,600

	8
	$1- $135,375
	$135,376-$162,450
	$162,451-$189,525
	$189,526-$216,600
	> $216,600

	9
	$1- $149,125
	$149,126-$178,950
	$178,951-$208,775
	$208,776-$238,600
	> $238,600

	10
	$1- $162,875
	$162,876-$195,450
	$195,451-$228,025
	$228,026-$260,600
	> $260,600


2025 Patient Assistance Guidelines

