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400 East First Street  •  Morris, MN 56267  • 320-589-1313  •  www.scmcinc.org


STEVENS COMMUNITY ADDITIONAL UNINSURED DISCOUNT APPLICATION

Stevens Community Medical Center (SCMC) is dedicated to providing quality health care to our patients. We realize that payment for those services may be a financial hardship. Attached you will find an application that will help us assess your financial situation. 

You will be eligible for an additional discount if your annual household income was less than $125,000 when services were provided, and you were uninsured at the time. If your financial situation meets the income guidelines, you will receive an additional discount on balances for all members of your household. The discount will be applied to your account upon receipt of the application and verification of income. If you qualify for an additional percentage discount, you will be responsible for the remainder of the balance. 

In order to process your application, we require:

1. The enclosed application completed in its entirety.

2. Documentation to verify household income – please provide a copy of the applicable (1040) tax return filed for the year(s) that you are requesting the additional discount.  If a separate tax return was filed for household members, please include all household members’ tax returns filed for that year.  

3. Social Security Award letter(s), if applicable


Once we have reviewed your application for eligibility, we will apply the additional discount if you meet the guidelines. If you have questions, please contact Patient Account Services (PAS) at (320) 208-7845. Stevens Community Medical Center’s PAS hours are Monday - Friday 8:00 a.m. - 4:30 p.m.
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STEVENS COMMUNITY ADDITIONAL UNINSURED DISCOUNT APPLICATION

		PATIENT/RESPONSIBLE PARTY INFORMATION

		Name__________________________________________________________
		Address________________________________________________________
		City/State/zip___________________________________________________
		Phone_________________________________________________________

		Other Household Income Earner – Name:____________________________________________________
		Other Household Income Earner – Name:____________________________________________________

GROSS ANNUAL INCOME INFORMATION FOR YEAR(S) (only complete the years that you are applying for the discount):   
	Year of Service
	2020
	2021
	2022
	2023
	2024
	2025

	Patient Income
	
	
	
	
	
	

	Other Household Income Earner
	
	
	
	
	
	

	Other Household Income Earner
	
	
	
	
	
	

	Interest/Dividends
	
	
	
	
	
	

	Child Support/Other
	
	
	
	
	
	

	Total Income
	
	
	
	
	
	



Please submit this information within 60 days from the date of the enclosed letter to apply for the additional discount.
		
This information is true and correct to the best of my knowledge. I attest that I did not have insurance through a third party including my employer, a Christian health plan (e.g. Medishare), governmental insurance, non-governmental insurance or any other third party payor for the year(s) I am applying for the additional discount.

		Date_______________	Applicant Signature_________________________________________________________

		Date_______________	Other Household Income Earner Signature_______________________________________

		Date_______________	SCMC Reviewer Approval______________________________________________________

Eligible_______________________	Non-Eligible___________________________
Routing: Given to Patient	                               bo2b (4-26)
Routing: Given to Patient to fill out →	bo2b (4-26)
               Patient Account Services retains for 1 year → scans into EDM → shred	
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