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Understanding  
Financial Assistance Patients are responsible for 

copayments at the time of 
service on any visit. 
If you have questions about this form,  
visit bestcare.org/financialassistance  
or call (402) 354-4230. Customer support  
is available Monday-Friday, 8 a.m.-5 p.m. 

For online bill pay, visit bestcare.org/billpay. 

PLEASE READ THE FOLLOWING 
BEFORE SIGNING AND DATING 
OTHER SIDE OF APPLICATION. 

• You will continue to receive a monthly 
statement while your application is  
being reviewed.

• Proof of income is required.

• 	I certify that the information I have 
provided is true and correct to the  
best of my knowledge, and I give 
Methodist Health System permission  
to investigate the information provided. 

• I understand that the information will  
be used to evaluate my ability to pay  
for services provided by Methodist 
Health System and for any other  
lawful business purposes of  
Methodist Health System.

• I understand that when the evaluation 
is completed, I will have 30 days to 
make arrangements on the remaining 
balance or my account may be listed 
with an outside collection agency. 

Methodist Health 
System Application for 
Financial Assistance 
Methodist Hospital 
Methodist Women’s Hospital 
Methodist Physicians Clinic 
Methodist Jennie Edmundson Hospital 
Methodist Fremont Health 

Methodist Health System’s financial assistance 
program is designed to serve those in financial  
need with fairness, consistency and compassion. 

If you have difficulty paying your bill for services,  
our financial team will work with you to identify  
and explain the options available. This service  
is free and confidential. 

We do require your participation, including 
a completed application form and financial 
documents. Information provided will be used  
to evaluate your ability to pay your bill. 

There may be an option to complete an application 
over the phone. Call customer service for more details. 

Those qualifying for assistance will receive  
a specific discount (up to a 100% discount  
for charity care).

It’s important to remember that you may be eligible  
for existing federal or state government entitlements 
or other assistance programs. Financial assistance 
from Methodist Health System is not a substitute for 
these programs. Our counselors and the Firstsource 
program can assist you with the enrollment process 
for government services and subsidies.

Firstsource 
Methodist Women’s Hospital – (402) 815-1117
Methodist Hospital (402) 354-6558
Methodist Jennie Edmundson (712) 396-7297
Methodist Fremont Health (402) 727-3549

We will review: 
• Gross family income, assets and family poverty 

level to determine assistance
• Your expenses for health care services at 

Methodist Health System affiliates
• Your debts at other health care facilities
• Third-party payer resources, including private 

insurance and government assistance programs



  ________________________________________________________________________________________________________________ 
Confidentiality Notice:  The docum

ents accom
panying this transm

ission m
ay contain confidential or legally privileged inform

ation. If you are not the intended recipient, 
any disclosure or distribution is strictly prohibited.  If you are not the intended recipient, please notify the sender im

m
ediately and destroy these docum

ents.  
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□ □ □ □ □ □ □ 
  _______________________________________________       ____________________________________________________ 
 _______________________________________________       ___________________________________________________ 
 O

ther Incom
e Source (please indicate am

ount received m
onthly and provide docum

entation): 
 

Social Security Pension$__________         Alim
ony$__________ 

   U
nem

ploym
ent$__________            W

orkers C
om

p$_________ 

VA Assistance$  
     R

etirem
ent$__________ 

C
ircle if currently receiving P

ublic A
ssistance: S

N
A

P
 /  W

IC
 (provide docum

entation) 

A
ssets - D

ocum
entation R

equired: C
ash and C

hecking$  
       Savings$  

         M
oney M

arket$  
                      

C
D

s$  
Stocks I Bonds$  

Investm
ent accounts (non-retirem

ent)$  
 

 

R
eal Estate (other than prim

ary residence) Value$  
Address of Property:  

 
 Liabilities/ M

onthly Expenses: O
ther H

ealthcare bills/Pharm
acy$___________ m

onth, Total ow
ed:$ 

 
 ** Please sign and date ** 

Signature (Applicant/ G
uarantor)  

                   D
ate:  

            


