
                                                    
        Henry County Hospital, Inc.                                    Rev1-24-08 

11-600 State Route 424 
Napoleon, Ohio 43545 

Application for Uncompensated Care (HCAP) 
 

1.   Patient Name:________________________________________________ Date of Application:_______________________ 
 
Applicant Name, If not Patient:__________________________________________________________________________ 
(If the applicant is not the patient, please answer the following questions as they apply to the patient.) 
 
2.  Street Address:____________________________________City:________________State:________Zip Code:__________ 
 
3.  Phone:______________   Date(s) of Hospital Service: From___________________________ To______________________ 
4.  Fill in the following information if it applies 
• Were services related to an Auto Accident?_________ 
 If yes, Please fill in your Auto Insurance Information. 
    Auto Insurance Company: ________________________________________________ 
 
    Auto Insurance Address: _________________________________________________ 
   
    Attorney Name _____________________________Phone #:_____________________ 
 
• Were you an Ohio resident at the time of your hospital service?      Yes________   No________ 
 
• 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_______ 
 
5-6. Please provide the following information for all the people in your immediate family who live in your home.  For purposes of 
HCAP, “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 
Income for 3 months prior 
to hospital service* 

Income for 12 
months prior to 
hospital service* 

Type of Income 
verification 
attached** 

      
      
      
      
      
      
*Income verification may be requested by financial counselor. 
**Income verification may include pay stubs or other documents containing income information for the appropriate time period (3 or 
12 months prior to hospital service). 
 
By my signature below, I certify that everything I have stated on this application and on any attachments is true. 
 
7.  Applicant Signature_______________________________________Date_______________________ 
 

DEPARTMENT OF HEALTH AND HUMAN SERVICES POVERTY GUIDELINES 
Family Size 2008 Income 2007 Income 2006 Income   2005 Income 2004 Income 2003 Income 
1 10,400.00 10,210.00 9,800.00   9,570.00 9,310.00 8,980.00 
2 14,000.00 13,690.00 13,200.00 12,830.00 12,490.00 12,120.00 
3 17,600.00 17,170.00 16,600.00 16,090.00 15,670.00 15,260.00 
4 21,200.00 20,650.00 20,000.00 19,350.00 18,850.00 18,400.00 
5 24,800.00 24,130.00 23,400.00 22,610.00 22,030.00 21,540.00 
6 28,400.00 27,610.00 26,800.00 25,870.00 25,210.00 24,680.00 
7 32,000.00 31,090.00 30,200.00 29,130.00 28,390.00 27,820.00 
8 35,600.00 34,570.00 33,600.00 32,390.00 31,570.00 30,960.00 
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