
Pursuant to 77 Ill. Adm. Code 4500.60, each Illinois hospital must annually provide, in conjunction with the fi ling of 
either its Community Benefi ts Report as required by the Community Benefi ts Act or its Worksheet C Part I as required 
by the Hospital Uninsured Patient Discount Act, a Hospital Financial Assistance Report to the Offi ce of the Attorney 
General. This form shall be completed and fi led with the Offi ce of the Attorney General as described below.

 Reporting Hospital: 

 Mailing Address: 

 City, State, Zip: 

 Reporting Period:  through  

 Taxpayer Number: 

• • •
1. Attach a copy of each Hospital Financial Assistance Application form used during the reporting period. If more 
 than one form was used, identify the date any amended form was adopted.
2. Attach a copy of the Presumptive Eligibility Policy in effect during the reporting period, which shall identify each 
 of the criteria used by the hospital to determine whether a patient is presumptively eligible for Hospital Financial 
 Assistance.
3. Provide the following Hospital Financial Assistance statistics for the hospital during the reporting period:
 A) The number of Hospital Financial Assistance Applications submitted to the hospital, 
  both complete and incomplete, during the most recent fi scal year: a) ____________
 B) The number of Hospital Financial Assistance Applications the hospital approved under 
  its Presumptive Eligibility Policy during the most recent fi scal year: b) ____________
 C) The number of Hospital Financial Assistance Applications the hospital approved outside 
  its Presumptive Eligibility Policy during the most recent fi scal year: c) ____________
 D) The number of Hospital Financial Assistance Applications denied by the hospital during 
  the most recent fi scal year: d) ____________
 E) The total dollar amount of fi nancial assistance provided by the hospital during 
  the most recent fi scal year based on actual cost of care: e) $ ______________________
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4. If the Reporting Hospital annually fi les a Com-
munity Benefi ts Plan Report with the Offi ce of the  
Attorney General pursuant to the Community Ben-
efi ts Act, the Hospital Financial Assistance Report 
shall be fi led at the same time as the Community Ben-
efi ts Plan Report is fi led each year. All records and 
certifi cations required to be fi led under this Part in 
conjunction with the fi ling of its Community Benefi ts 
Report as required by the Community Benefi ts Act 
shall be submitted to:

Charitable Trusts Bureau
Offi ce of the Illinois Attorney General
100 West Randolph Street, 11th Floor
Chicago, Illinois 60601

5. If the Reporting Hospital is not required to annually fi le 
a Community Benefi ts Plan Report with the Offi ce of 
the Attorney General, the Hospital Financial Assistance 
Report shall be fi led jointly with its Worksheet C Part I 
from its most recently fi led Medicare Cost Report pur-
suant to the Hospital Uninsured Patient Discount Act. 
All records and certifi cations required to be fi led under 
this Part in conjunction with the fi ling of its Worksheet 
C as required by the Hospital Uninsured Patient Dis-
count Act shall be submitted to:

Health Care Bureau
Offi ce of the Illinois Attorney General
100 West Randolph Street, 10th Floor
Chicago, Illinois 60601

→



6. If the Reporting Hospital utilizes Electronic and Information Technology in the implementation of the Hospital 
 Financial Assistance Application requirements, identify such Electronic and Information Technology so used and 
 the source of such Electronic and Information Technology:

 

 
 
7. If the Reporting Hospital utilizes Electronic and Information Technology in the implementation of the Presumptive 
 Eligibility Criteria, identify such Electronic and Information Technology so used and the source of such Electronic 
 and Information Technology:

 

 

• • •
Under penalty of perjury, I the undersigned declare and certify that I have examined this Hospital Financial 
Assistance Report and the documents attached thereto. I further declare and certify that this Hospital Financial 
Assistance Report and the documents attached thereto are true and complete.

 Name and Title (CEO or CFO): 

 Signature: 

 Date: 

• • •
Where the Reporting Hospital utilizes Electronic and Information Technology in the implementation of the Hospital Finan-
cial Assistance Application requirements, complete the following additional certifi cation:

I further declare and certify that each of the Hospital Financial Assistance Application requirements set forth in 77 Ill. 
Adm. Code 4500.30 are included in Hospital Financial Assistance Applications processed by Electronic and Information 
Technology.  

 Name and Title (CEO or CFO): 

 Signature: 

 Date: 

• • •
Where the Reporting Hospital utilizes Electronic and Information Technology in the implementation of the Presumptive 
Eligibility Criteria, complete the following additional certifi cation:

I further declare and certify that each of the Presumptive Eligibility Criteria requirements set forth in 77 Ill. 
Adm. Code 4500.40 are included in Hospital Financial Assistance Applications processed by Electronic and Information 
Technology.

 Name and Title (CEO or CFO):  

 Signature: 

 Date: 
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