
NELSON COUNTY HEALTH SYSTEM 
CHARITY CARE APPLICATION  

ELIGIBILITY DETERMINATION FORM 
 
 
Date of Request_____________ Patient's Name: __________________________________________  
 
Responsible Party's Name:_____________________ Spouse's Name __________________________  
 
Address:_____________________________________Phone: ________________________________ 
 
    _____________________________________Other Phone #:_________________________ 
  
Charity Care Requested by:____________________________________________________________ 
  
Number of persons in the family:__________________Family income last 12 months:______________ 
(verification through last year's tax return or other official verification as noted on guidelines)  
 
Family income projected next 12 months:_________________________ 
 
Please list all employers for the past year, including their phone number address, and your job duties: 
(Include listings for your spouse as well, if applicable - may continue on back side of form).  
 
Employer:  Phone:  Address:  Your Duties:  
1.________________________________________________________________________________  

2.________________________________________________________________________________ 

3.________________________________________________________________________________ 

4.________________________________________________________________________________  

 
I am seeking Charity Care for services that have    Already been provided    Not yet provided  
 
Further Explanation:  
__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 

(If additional space is required, please continue on the back side of this form.)  
 
I understand that the information which I submit is subject to verification by NCHS and subject to  
review and determination by applicable personnel at NCHS. I certify that the information I have  
provided as well as the information I have noted above, is accurate, true, and correct.  
 
 
        ___________________________________ 

Signature of Requestor  

  



CHARITY CARE GUIDELINES 
 
Charity Care will be available to those whose family incomes do not exceed 200% of the current  
poverty income guidelines established by the Department of Health and Human Services.  
 
If you' do not fall within the income guidelines, but feel you are having a hardship at this time,  
you may complete all application with a Financial Statement and indicate why you are applying  
for this service at this time. 
 
AII amounts charged to patients will be standard charges, which will be adjusted according to a 
patient's household size and income. The attached federal poverty guidelines will be used to  
assess the percentage a patient will be responsible for paying. The guidelines will be updated  
annually to reflect changes in the national guidelines.  
 
All applications for Charity Care must be updated annually. The discount will be applied to  
private pay patient's responsibility/co-pay amounts.  
 
Acceptable forms of verification that will be utilized to determine your eligibility and  
responsibility include:  
 
 (1)  Current state and federal tax documents 

 (2)  Two or more current paycheck stubs 

 (3)  Social Security Benefit Letter (Available through the local Social Security office)  

 (4)  Unemployment Benefit Letter (Available at Job Services)  

 (5)  Other documentation verifying the applicant's gross incomes  

 (6)  Letter denying unemployment benefits 

 
Acceptable forms of verification of NO income include:  
 
 (1)  College students must Include their college ID, class schedule, and a financial aid  

Ietter. 

 (2)  Brief letter from an individual familiar with the applicant's circumstances. The  

letter must include the signature, valid telephone number and the address of the  

individual that we will be able to use to contact the letter writer.  

 (3)  Termination notice or letter from applicant's former employer stating when  

his/her employment ended. The notice/Ietter must include the signature, valid  

telephone number and the address of the individual.  

 (4)  Copy of applicant's monthly bank statement, if he/she is living on savings.  

 (5)  Other documentation indicating the applicant does not have household income.  

 
Denials for assistance from the North Dakota Medical Assistance, Health Steps, and the Caring  
Program for children should be included in the documentation, if applicable.  
 
After completion of the Charily Care Application, and verification forms noted above, the NCHS  
Business Office will review and verify all documentation received. The applicant will be notified  
of the verification and determination of the percentage the patient is responsible for paying. If  
needed, a payment plan can be set up at that time. 
 
If you have any questions, please contact the NCHS Business Office @ 701-322-4328. 
  



Nelson County Health System 

2019 Income Guidelines 

Charity Care Program 

Sliding Fee Schedule 

             

             

  Maximum Annual Income Amounts for each Sliding Fee Percentage Category (except for 0% discount) 

                          

Poverty Level * 100% 110% 120% 130% 140% 150% 160% 170% 180% 190% 200% 
Above 

200% 

    

  
CHARGE 

Family Size 
Nominal 
Fee $10 

Nominal 
Fee $10 10% 20% 30% 40% 50% 60% 70% 80% 90% 100% 

1 person $12,490 $13,739 $14,988 $16,237 $17,486 $18,735 $19,984 $21,233 $22,482 $23,731 $24,980 $24,981 

2 persons $16,910 $18,601 $20,292 $21,983 $23,674 $25,365 $27,056 $28,747 $30,438 $32,129 $33,820 $33,821 

3 persons $21,330 $23,463 $25,596 $27,729 $29,862 $31,995 $34,128 $36,261 $38,394 $40,527 $42,660 $42,661 

4 persons $25,750 $28,325 $30,900 $33,475 $36,050 $38,625 $41,200 $43,775 $46,350 $48,925 $51,500 $51,501 

5 persons $30,170 $33,187 $36,204 $39,221 $42,238 $45,255 $48,272 $51,289 $54,306 $57,323 $60,340 $60,341 

6 persons $34,590 $38,049 $41,508 $44,967 $48,426 $51,885 $55,344 $58,803 $62,262 $65,721 $69,180 $69,181 

7 persons $39,010 $42,911 $46,812 $50,713 $54,614 $58,515 $62,416 $66,317 $70,218 $74,119 $78,020 $78,021 

8 persons $43,430 $47,773 $52,116 $56,459 $60,802 $65,145 $69,488 $73,831 $78,174 $82,517 $86,860 $86,861 
For each 
additional     
person, add $4,420 $4,862 $5,304 $5,746 $6,188 $6,630 $7,072 $7,514 $7,956 $8,398 $8,840 $8,840 

             
*Based upon 2019 Federal Poverty Guidelines 

          


