
CHARITY CARE APPLICATION

Wilson Medical Center

This application is for WMC Charity Care and is separate from the NHSC Sliding Fee Discount Program. NHSC 
Sliding Fee Discount eligibility is determined only by family size and income. Information requested below for Charity Care 
will not reduce, delay, or deny NHSC Sliding Fee Discount eligibility.

PATIENT / GUARANTOR INFORMATION

Patient Name: __________________________________________  Date of Birth: __________________

Guarantor Name (if different): __________________________________________________________

Address: __________________________________ City: __________________ State: ____ Zip: ________

Phone: ______________________________  Account/Encounter #: ______________________________

CHARITY CARE REQUEST

Service date(s) or account(s) for which assistance is requested: ______________________________

Have you completed the WMC Sliding Fee Discount application?    Yes    No    Not applicable☐ ☐ ☐
If no, PFS can provide the Sliding Fee Discount application. Charity Care review does not replace or change NHSC Sliding Fee eligibility.

FINANCIAL HARDSHIP INFORMATION

Please describe the circumstances that materially affect your ability to pay (for example, extraordinary medical expenses, 
catastrophic financial hardship, loss of income, or other significant circumstances):

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

Optional monthly expense information (complete if it helps explain your hardship):

Housing $__________ Utilities $__________

Medical/Prescription $__________ Insurance $__________

Child/Dependent Care $__________ Other Essential Expenses $__________

Other Medical Debt $__________ Other $__________

Supporting Documentation

WMC may request reasonable documentation related specifically to the Charity Care hardship being considered, such as medical bills, 
notices of loss of income, or other documents supporting the circumstances described above. Do not delay a Sliding Fee Discount 
application while gathering Charity Care documentation.

CERTIFICATION

I certify that the information provided for this Charity Care request is true and complete to the best of my knowledge. I understand 
WMC may verify information reasonably necessary to evaluate this request.

Applicant/Guarantor Name (print): __________________________________________________________

Signature: _________________________________________________  Date: _____________________

FOR WMC/PFS USE ONLY

Sliding Fee determination completed:  Yes    No   Discount: _______%☐ ☐

Charity Care decision:  Approved    Partially Approved    Denied☐ ☐ ☐

CFO/Designee Approval: ____________________________  Date: __________


