
 
 

Financial Assistance Summary 
 

Montefiore Medical Center recognizes that there are times when patients in need of care will have 
difficulty paying for the services provided.  Financial Aid provides discounts to qualifying individuals 
based on your income.  In addition, we can help you apply for free or low-cost insurance if you qualify.  
Just contact a Financial Counselor at 718-920-5658 or go to 111 East 210th Street Room RS-001, 600 East 
233rd Street (Central Registration) or 1825 Eastchester Road (Admitting Office) for free, confidential 
assistance. 
 
Who qualifies for a discount? 

Financial Assistance is available for patients with limited incomes and no health insurance.  Montefiore 
Medical Center also provides financial assistance to patients who have insurance coverage but have an out-of-
pocket expense that they cannot afford or deem a hardship, including payment arrangement upon request.  Any 
financial aid allowance will be determined on a case-by-case basis. 

Everyone in New York State who needs emergency services can receive care and get a discount if they meet the 
income limits. 

Everyone who lives in the five boroughs and Westchester County can get a discount on non-emergency, 
medically necessary services at Montefiore Medical Center if they meet the income limits.  You cannot be 
denied medically necessary care because you need financial assistance. 

You may apply for a discount regardless of immigration status. 
 

What are the income limits? 
The amount of the discount varies based on your income and the size of your family.  If you have no health 
insurance, these are the income limits:   
 

MONTEFIORE MEDICAL CENTER’S FINANCIAL AID ELIGIBILITY 
CHART        

  

  GROSS INCOME CATEGORIES (Upper Limits)       
  C1 - 

C2 C3 C4 C5 C6 9M 
      

  MCD          **10          **11          **12
Family 

Size 
<100% 

100% 125% 150% 175% 185% 200% 300% 400% 500% over 500%
1   11,170 13,963 16,755    19,548 20,665 22,340 33,510 44,680 55,850   
2   15,130 18,913 22,695 26,478 27,991 30,260 45,390 60,520 75,650   
3   19,090 23,865 28,635 33,408 35,317 38,180 57,270 76,360 95,450   
4   23,050 28,813 34,575 40,338 42,643 46,100 69,150 92,200 115,250   
5   27,010 33,763 40,515 47,268 49,969 54,020 81,030 108,040 135,050     
6   30,970 38,713 46,455 54,198 57,295 61,940 92,910 123,880 154,850   
7   34,930 43,663 52,395 61,128 64,621 69,860 104,790 139,720 174,650     
8   38,890 48,613 58,335 68,058 71,947 77,780 116,670 155,560 194,450     

* Based on the 2012 Federal Poverty Guidelines 
 
What if I do not meet the income limits? 



If you cannot pay your bill, Montefiore Medical Center has a financial assistance category for all who apply. 
The percentage of the discount depends on your annual income and family size. We also offer extended 
payment plans and the monthly payment will not exceed ten percent of your monthly income.  

 
Can someone explain the discount?  Can someone help me apply? 

Yes, free, confidential help is available.  Call Financial Aid at 718-920-5658.   

If you do not speak English, someone will help you in your own language.   

The Financial Counselor can tell you if you qualify for free or low-cost insurance, such as Medicaid, Child 
Health Plus and Family Health Plus.  

If the Financial Counselor finds that you don’t qualify for low-cost insurance, they will help you apply for a 
discount.   

The Counselor will help you fill out all the forms and tell you what documents you need to bring. 
 
What do I need to apply for a discount? 
 
Acceptable proof of income: 

 Unemployment statement 
 Social Security/Pension Award letter 
 Paystubs/Employment verification letter 
 Letter of support 
 Self attestation letter (in appropriate circumstances) 
 Tax Return 

 
 
All medically necessary services provided by Montefiore Medical Center are covered by the discount.  This 
includes outpatient services, emergency care, and inpatient admissions. 

 
Charges from private doctors who provide services in the hospital may not be covered.  You should talk to 
private doctors to see if they offer a discount or payment plan.  

 
How much do I have to pay? 

The amount for an outpatient service or the emergency room starts from $0 for children and pregnant women, 
depending on your income.  The amount for outpatient service or the emergency room starts from $15 for 
adults, depending on your income. 

Our Financial Counselor will give you the details about your specific discount(s) once your application is 
processed.   
 
How do I get the discount?  
 
You have to fill out the application form.  As soon as we have proof of your income, we can process your 
application for a discount according to your income level. You will have 30 days to complete application.  

You can apply for a discount before you have an appointment, when you come to the hospital to get care, or 
when the bill comes in the mail. 

Send the completed form to Montefiore Medical Center-111 EAST 210TH Street, Bronx, N.Y. 10467 Main 
Cashiers Room RS-001 or bring it to Room RS-001.   

 
Once you have submitted a completed application and documentation, you may disregard any bills until the  
hospital has rendered a decision on your application.    
 



How will I know if I was approved for the discount? 

Montefiore Medical Center will send you a letter within 30 days after completion and submission of 
documentation, telling you if you have been approved and the level of discount received.   
 
What if I receive a bill while I’m waiting to hear if I can get a discount? 
 
You cannot be required to pay a hospital bill while your application for a discount is being considered.  If your 
application is turned down, the hospital must tell you why in writing and must provide you with a way to appeal 
this decision to a higher level within the hospital. 

 

What if I have a problem I cannot resolve with the hospital? 

You may call the New York State Department of Health complaint hotline at 1-800-804-5447. 



 
 

Attachment B 
                                                               Application 
 

MONTEFIORE MEDICAL CENTER 
                                                    FINANCIAL AID APPLICATION 

APPLICANT INFORMATION 
Patient Name  Social Security 

Number  
 

Address  Application Date  

City State  ZIP  

Phone  Relationship to Patient Self    Spouse   Child   Parent  Grandparent  
Grandchild  Other 

Gross Annual 
Income 

 Family Size  Balance Owed  

ELIGIBILITY WORKSHEET: FOR OFFICE USE ONLY 
Financial Counselor  Adjusted Account Balance  

Patient MRN  Account Number  Bill Reference Number  

IRS Verified Income Yes        
No 

Supporting 
Documentation

1. Paystub        2. Job Letter 
 
Other Specify:  

Verified Gross Annual Income  

The Applicant is approved for Financial Aid at the following category level (1-6, 9M)  

Application Request Date  IRS Tax Transcript Received 
Date 

 

Application Received Date  Account Adjusted Date  

Financial Aid Notification Date  Approval/Denial Date  

Approved by:  



APPLICATION STATEMENT 

My signature on this application reaffirms my authorizations for assignment of benefits and release of information 
related to medical services provided at Montefiore Medical Center.  
 
While I am eligible for Financial Aid, I agree to inform Montefiore Medical Center of any changes in my 
family status in regard to family size, changes of income, and health coverage that could change my eligibility 
for Financial Aid. I authorize my employer and my health insurer to give Montefiore Medical Center 
information about income, health insurance premiums, coinsurance, co-payments, deductibles, and covered 
benefits that I have. 

 
If I am seeking Financial Aid because of an accident or other incident and I receive money because of that accident 
or incident from any sources such as Worker’s Compensation or an insurance carrier, I will repay Montefiore 
Medical Center for any medical services provided at Montefiore Medical Center and paid for or adjusted by 
Financial Aid. 
 
All information in this application is true to the best of my knowledge and I agree to provide documentation upon 
request.  
Patients Printed Name  Date  

Signature of Patient  

I am legally authorized to provide consent of behalf of the patient listed above. My relationship to the patient is described as follows: 

Signature of Authorized 
Representative 

 Date  

Relationship to Patient  

 
Complete this application return to the following address: 

Montefiore Medical Center, Patient Financial Services Department 111 East 210th St Bronx NY 10467Main 
Cashiers Room RS-001.  

     Once you have submitted a completed application and documentation, you may disregard any bills until the  
      hospital has rendered a decision on your application.  Please complete application with in 30 days.  
 
 


