
ST. JOSEPH’S HOSPITAL
UNINSURED DISCOUNT PROGRAM

• I am uninsured

• My family size is __________.

• My family household gross annual income is $___________________.

____________________________________
Patient or Guardian Signature

____________________________________
Date

(SUBJECT TO VERIFICATION)

Registration use only

QUALIFIED FOR A DISCOUNT OF                                  %.

PROMPT PAY DISCOUNT            10                    % (If paid in 30 
      days)

TOTAL DISCOUNT                                  %

POSSIBLE CHARITY CARE __________

CHARITY APPLICATION GIVEN TO PATIENT                                

POSSIBLE INSURANCE                              .

MAKE COPY OF FORM FOR CREDIT OFFICE

(SCAN INTO PATIENT FOLDER)

2661 County Highway I
Chippewa Falls, WI
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