NATIONWIDE CHILDREN’S HOSPITAL TOLEDO
PLAIN LANGUAGE SUMMARY OF THE FINANCIAL ASSISTANCE POLICY (FAP)




FINANCIAL ASSISTANCE PROGRAM 
** See back of this page for an application **
Nationwide Children’s Hospital Toledo provides free or discounted care for basic, medically necessary services to individuals qualifying for the Financial Assistance Program or Hospital Care Assurance Program (HCAP).  Patients should use all other resources, including application to the local Department of Job and Family Services, before applying for financial assistance.  Eligibility for assistance is based upon total gross income (how much you make before taxes) and the number of dependents in the family.  Eligible patients will not be charged more for emergency or other medically necessary care than amounts generally billed (AGB) to those patients who have insurance.  Nationwide Children’s does not discriminate on the basis of race, color, creed, ethnicity, national origin, age, sex, sexual orientation, gender identity, religion, or disability.
Qualifications:
At or below 400% of the federal poverty level
Cannot be a recipient of Medicaid – Medicaid recipients who receive Medically Necessary Care not covered by Medicaid will be covered by the Financial Assistance Program.
Live in the State of Ohio or Michigan - Non-Ohio and non-Michigan residents requesting financial assistance for non-emergent medical care must be pre-approved for financial assistance before receiving care.

.




HOSPITAL CARE ASSURANCE PROGRAM (HCAP)
** See back of this page for an application **
HCAP is Ohio’s version of the federally required Disproportionate Share Hospital Program.  This program is for the hospital bill only.  All insurance and third-party payers must be billed before applying for HCAP.  Assistance may only be given for the part of the bill that the patient has to pay.
Qualifications:
At or below the federal poverty level
Cannot be a recipient of Medicaid
Live in the State of Ohio




NEED HELP APPLYING FOR FINANCIAL ASSISTANCE?
Call 888-908-2498
To get a free copy of the FAP, Plain Language Summary of the FAP, and the Financial Assistance Application in English or other languages, visit www.nationwidechildrens.org/locations/toledo/patient-resources/financial-assistance






POVERTY INCOME GUIDELINES – EFFECTIVE 1/15/2026

	Family Size
	Income 100% FPL
	Income 150% FPL
	Income 200% FPL
	Income 300% FPL
	Income 400% FPL

	1
	$15,960
	$23,940
	$31,920
	$47,880
	$63,840

	2
	$21,640
	$32,460
	$43,280
	$64,920
	$86,560

	3
	$27,320
	$40,980
	$54,640
	$81,960
	$109,280

	4
	$33,000
	$49,500
	$66,000
	$99,000
	$132,000

	5
	$38,680
	$58,020
	$77,360
	$116,040
	$154,720

	6
	$44,360
	$66,540
	$88,720
	$133,080
	$177,440

	For each additional person add
	$5,680
	$8,520
	$11,360
	$17,040
	$22,720




 (
Place 
Registration Sticker 
Here
OR
Date of Service: __________________
)NATIONWIDE CHILDREN’S HOSPITAL TOLEDO
HCAP and Financial Assistance Application

A separate application MUST be submitted for each patient


	Patient Name:

	Guarantor Name:


	Address, City and State:
	
	Phone Number:




 (
Any answers to these questions will not impact eligibility or delay a patient’s ability to receive care.
)1) In what state was the patient residing at the time of service?    			______________
2) Was the patient a citizen of the United States at the time of service?		Yes____  No____
3) Did the patient have Medical Insurance at the time of service?	  		Yes____  No____
4) Was the patient an active Medicaid recipient at the time of service?		Yes____  No____
5) Was the patient an active recipient of Disability Assistance at the time of service?	Yes____  No____ 

Income includes gross (before taxes) wages, rental income, unemployment compensation, social security benefits, public assistance, etc.
Family members include all listed below regardless of where they live.
	Family Member’s Name
	Age
	Date of Birth
	Relationship 
To Patient
	Source of Income
or Employer Name
	Income for 3 months
prior to date of service
	Income for 12 months
prior to date of service

	
	    
	
	Patient
	
	
	

	
	   
	
	Parent
	    
	
	

	
	   
	
	Parent
	                
	
	

	
	   
	  
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	



 (
Please check income verification attached:
Copies of Pay Stubs
Letter from employer
Unable to Provide
)
 (
By my signature below, I certify that everything 
that I have stated on this application and on my attachments is true.
____________________________________________
Applicant’s signature
____________________________________________
Date
) (
Return this form with any attachments to:
Nationwide 
Children’s Hospital
 Toledo
F.A. Dept
11511 Reed Hartman Highway
Blue Ash
, OH 
45241
)


 (
If you reported $0 income
, please provide a brief 
E
xplanation
 
of how you (or the patient) are surviving 
financially:
_________
________________
______________
______________________
________________
_
______________________
________________
_
)






