
Neighborhood Care Center 

Financial Assistance 
 

18697 Bagley Road 
Middleburg Heights, OH  44130-3497 

Southwest General Health Center is required to provide emergent medically necessary healthcare 
without charge to persons who cannot afford to pay for care. 
You are eligible for medically necessary healthcare at no cost to you if you are on Disability Assistance 
(DA) or if your family income does not exceed the Federal Poverty Income Guidelines.  See schedule 
below. 
You may be eligible for medically necessary healthcare at reduced cost to you if your family income 
does not exceed 400% of the Federal Poverty Income Guidelines.  See schedule below: 

Family Size 
100% Federal 

Poverty 
Guidelines 

101-200% 
Federal 
Poverty 

Guidelines 

201 - 250% 
Federal 
Poverty 

Guidelines 

251 – 300% 
Federal 
Poverty 

Guidelines 

301 – 350% 
Federal 
Poverty 

Guidelines 

351 – 400% 
Federal 
Poverty 

Guidelines 
1 $10,830 $21,660 $27,075 $32,490 $37,905 $43,320 
2 $14,570 $29,140 $36,425 $43,710 $50,995 $58,280 
3 $18,310 $36,620 $45,775 $54,930 $64,085 $73,240 
4 $22,050 $44,100 $55,125 $66,150 $77,175 $88,200 
5 $25,790 $51,580 $64,475 $77,370 $90,265 $103,160 
6 $29,530 $59,060 $73,825 $88,590 $103,355 $118,120 
7 $33,270 $66,540 $83,175 $99,810 $116,445 $133,080 
8 $37,010 $74,020 $92,525 $111,030 $129,535 $148,040 
9 $40,750 $81,500 $101,875 $122,250 $142,625 $163,000 
10 $44,490 $88,980 $111,225 $133,470 $155,715 $177,960 

Additional 
Family 

Members 
$3,740 $7,480 $9,350 $11,220 $13,090 $14,960 

Then 100% 
Discount 

100% 
Discount 

75% 
Discount 

50% 
Discount 

30% 
Discount 

25% 
Discount 

*If the patient has insurance and the co-pay or self insurance is $1,100.00 or more, the charges will 
be reduced for those patients with an income of less than 200% of the federal poverty guidelines.
The definition of “family” shall include the parent(s), their spouse, and all their children, natural or 
adoptive, under the age of eighteen who live in the home. 
If you have health insurance coverage by an insurance plan provided by your employer, yourself or 
Medicare, you may receive medically necessary services at no cost or a reduced cost if they are not 
covered by the plan and you qualify for financial assistance.  If it appears that you may be eligible for 
assistance from Federal or State agencies, you are required to apply to these agencies before your 
request for financial assistance is finalized. 
For those persons on active Disability Assistance, a photocopy of your eligibility card, which is in effect for 
the date(s) of services that were or will be rendered, is sufficient proof of your eligibility.  Please send a 
copy of your card to the Patient Accounts Department. 
If you are not on active Disability Assistance, and you think you may be eligible for financial assistance, 
please complete the application form on the back of this letter and send it to the Patient Accounts 
Department at the above listed address.  The Patient Accounts Department will make a written 
determination of your eligibility and send a copy to you. 
Should you have any questions, please contact the Patient Accounts Department at (440) 816-8644 
between the hours of 8:00a.m. and 4:30p.m., Monday through Friday. 
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Neighborhood Care Center 

Financial Assistance Application  

Patient's Name:    Date of Application:   

Applicant's Name, if not Patient:   
(If the applicant is not the patient, please answer the following questions as they apply to the patient.) 

Street:    City:   

State:    Zip Code:   

Dates of Hospital Service: from   to   

 Were you an Ohio resident at the time of your 
hospital service? 

 Yes      No 

 If no, place of residency   

 Were you an active Medicaid recipient at the 
time of your hospital service? 

 Yes      No 

 If Yes, Medicaid recipient ID number:  

 Were you an active recipient of Disability 
Assistance at the time of your hospital service?

 Yes      No 

 (If you answered Yes to this question, please attach a copy of your 
DA card effective during your hospital service to this application.) 

 Did you have health insurance (other than 
Medicaid) at the time of your hospital service? 

 Yes      No 

Please provide the following information for all the people in your immediate family who live in your home.  
“Family” is defined as the patient, the patient’s spouse, and all of the patient’s children under 18 (natural or 
adoptive) who live in the patient’s home. 

Name Age Relationship to Patient 
Gross Income for 3 

months prior to 
hospital service 

Gross Income for 
12 months prior to 

hospital service 

(Patient)  Self   
     
     
     
     

Total persons in family  Total family income   
Income verification should accompany this application.  It may include pay stubs or other documents 
containing income information for the three months prior to the hospital services for which you are 
requesting assistance.  Gross income is total salaries, wages and all cash receipts before taxes.  If you 
have reported very little or no income, please attach an explanation of how you are obtaining food and 
shelter. 
By my signature below, I certify that everything I have stated on this application and on any attachments is 
true. 

Applicant Signature  Date  
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Revised Important Information 
J/NCC 

 
IMPORTANT INFORMATION 

TO ALL NEIGHBORHOOD CARE CENTER PATIENTS AND 
APPLICANTS 

 
Enrollment in the Southwest General Neighborhood Care Center and renewals will be 
done by mail.  To help us assist you please complete the attached form and include copies of 
the following: 
  

 Please provide proof of citizenship, a copy of passport, green card or birth 
certificate.  

 
  

 Please provide proof of income from the most recent 3 pay periods. 
 
 

 Please provide written documentation from your employer that health insurance is 
not provided to employees at your place of employment.   
You will not be accepted into the program; If you are currently insured, you or 
your spouse’s employer offer health insurance, but you choose not to purchase 
coverage, or if your are visiting the area temporarily. 

    
 

 Please provide proof of residency for our taxing district (proof in the form of 
recent utility bill). 

 
 

 If you have reported very little or no income, please provide a letter of survival off 
of low income. This is a description in your words of how you are living on the 
income you bring in, and covering basic needs. 

 
 
Please send all requested information to:  
Attn: Patient Accounts Department 
Southwest General Heath Center  
18697 Bagley Rd.  
Middleburg Hts., OH  44130  
 
 
 
Please call The Neighborhood Care Center at 440-816-6444 for any questions. 
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