Financial Assistance Application BioReference

BioReference Health, LLC formerly known as BioReference Laboratories, Inc., is pleased to help you with your clinical testing needs. We understand testing can be expensive so we
offer a Financial Assistance Program (FAP). To help us know if you qualify for this program please complete the application below. To avoid any delays, make sure to fill in all fields.

PLEASE NOTE: Financial assistance is only for testing that is billed through insurance. Governmental health plans and some commercial health plans will not allow BioReferernce
Health, LLC to offer financial assistance. If you are covered by any governmental health insurance such as Medicare, Medicaid, Managed Medicaid, Medicare Advantage, Tricare,
Railroad, CHAMPUS and/or Federal BCBS, please do not use this form. To discuss other payment options or to find out if your commercial health plan allows for financial
assistance, please contact us at 1-833-469-5227 or hillingcs@bioreference.com.

Patient Information (U.S. Residents Only)

Name (Last, First, Middle Initial) Date of Birth (MM/DD/YYYY)
Email Address Primary Phone Number

Address City State
Accession Number or Account Number (if known) Household Size Household Income (pre-tax)

To see if you qualify for BioReference’s Financial Assistance Program (FAP), we need to know your household size (the number of people who live in your home) and household
income before taxes. Your total household income includes the following for ALL members of your household: Gross Salary (your wages), Unemployment Compensation, Disability
and Worker’s Compensation, Social Security and/or Supplemental (SSI) Benefits, Public Assistance (TANF, SNAP, etc.), Pension/Retirement, Dividends/Interest, Rents/Royalties,
Unemployment or Worker's Compensation, Alimony, and/or other Assets.

Your health insurance company will determine what your member financial responsibility will be for the BioReference testing. This amount will be listed on the Explanation of Benefits
(EOB) letter your health insurance company sends you (the EOB letter is not a bill). BioReference will then bill you based on the EOB member financial responsibility. If you are
approved for FAP, we will discount your final bill from BioReference by the percentage listed in the table below for which you are eligible. The table is based on the 2024 federal
poverty guidelines and will be updated as federal guidelines change annually.

Discount Based Annual Household Income
Household Size
100% 95% 90% 80% 70%

1 $ 15,060.00 $18,825.00 $22,590.00 $ 26,355.00 $30,120.00

2 $20,440.00 $ 25,550.00 $30,660.00 $35,770.00 $40,880.00

3 $25,820.00 $32,275.00 $38,730.00 $42,185.00 $51,640.00

4 $31,200.00 $39,000.00 $46,800.00 $54,600.00 $62,400.00

5 $ 36,580.00 $ 45,725.00 $54,870.00 $64,015.00 $73,160.00

6 $41,960.00 $52,450.00 $62,940.00 $73,430.00 $ 83,920.00

7 $47,340.00 $59,175.00 $71,010.00 $ 82,845.00 $94,680.00

8 $52,720.00 $ 65,900.00 $79,080.00 $92,260.00 $105,440.00
We need some additional documents to confirm your household income. We are IMPORTANT: All information you send to us is handled safely and securely but only
required by your health insurance company and applicable law to collect this your first and last name, date of birth, and gross income information are needed on
information. the documents you send us.
Along with this completed form, please send copies of two of the three types of Please black-out other sensitive personal information such as social security number
supporting documentation: and net income.
* Type 1: Your most recent federal tax return (1040 or 1040EZ) Please send this completed form and your blacked-out supporting documents to us

via one of the following secure options:
1. Fax to: 201-703-7130

* Type 2: Your W-2 withholding statement

* Type 3: Your two, most recent and consecutive paystubs (2 paystubs count as one
type of documentation) 2. billingcs@bioreference.com

Other Extreme Financial Situations —Please provide documentation for any other financial 3. Mail to:
difficulties that you would like to take into consideration, such as: ATTN: Billing / Customer Service BioReference Health, LLC.
481 Edward H. Ross Dr

* A copy of your bankruptcy status
Py of your bankrupicy statu Elmwood Park, NJ 07407

* A summary of excessive medical bills ) ) ) ) )
AS A REMINDER: By applying for our financial assistance program, BioReference

« The recent death or disability of a household earner Health, LLC will bill your insurance.

| hereby certify that the information provided above and the documentation | provide to BioReference are true and accurate. BioReference reserves the right, at any time and without
notice, to modify the application form, to modify or terminate this program, to audit my information or to request additional documentation of income and financial need. | also certify
| am not covered by a governmental insurance plan such as Medicare, Medicaid, Managed Medicaid, Medicare Advantage, Tricare, Railroad, CHAMPUS and/or Federal BCBS.

Patient/Responsible Party’s Signature Date (MM/DD/YYYY)




Financial Assistance Application

STEP 1: Complete Application and Prepare Supporting Documentation

Select two of the three types of supporting documentation from the previous page and black-out your sensitive personal information
(i.e. social security number).

BioReference only needs to be able to view your first and last name, date of birth, and gross income. Here are some examples of how to
black-out your documents:

Sample Company

) F EARNIN TATEMENT ‘2 Employee's social security number
123 Main St. Gaithersburg, MD 12345 GS S 22222 E— OMS No. 1545-0008
b Employer identification number (EIN) - 1 Wages, tips, other compensation | 2 Federal income tax withheld
EMPLOYEE NAME SSN EMPLOYEE ID CHECK NO. PAY PERIOD PAY DATE — —
¢ Employer's name, address, and ZIP code 10¢ tax withheld
John Doe [N NN NN VM/DD/YY - MM/DD/YY  MM/DDAYY — —
5 Medicare wages and tips 6 Medicare tax withheld
INCOME RATE HOURS  CURRENT TOTAL DEDUCTIONS CURRENTTOAL  YEAR-TO-DATE — nm
7 = ocated s
GRoss wAgEs I N 970.00 FICA MED TAX B | 9Verficaton code 10 Dependent care benefits
FIGA S8 TAX Employee's first d initial  Last Suff. 11N lified plz 12a
@ Employeesfrst name and i rame oncualfied pians
FED TAX D | ee—
I
John Doe B° & § |iDD| eesmm—
14 Other 12¢
P |
12d
|
 Employee’s address and ZIP code
15State  Employer's state ID number | 16 State wages, tips, etc. | 17 State income tax | 18 Local wages, tips, etc. | 19 Local income tax |20 Locality name
(CA |mmmm— | $50,000 || | E— | .| ] MU
|
YTD GROSS YTD DEDUCTIONS YTD NET PAY CURRENT TOTAL  CURRENT DEDUCTIONS  NET PAY W-2 Yage andax Dapariment of the Treasury-ntemal Fevenue Service
o W=2 SEE0 20XxX

— — — — — — oy 1 or S, i, or Lol s Copaint

STEP 2: Send Your Completed Form and Prepared Documentation
Please send your documents via one of the following secure options:
1. Faxto: 201-703-7130

2. Email to: billingcs@bioreference.com

3. Mail to:
ATTN: Billing / Customer Service BioReference Health, LLC. 1-833-469-5227
481 Edward H. Ross Dr.
Elmwood Park, NJ 07407

Once you have sent your FAP materials,
please contact us to make sure we have
received your application and documentation.

STEP 3: FAP Review, Explanation of Benefits (EOB) and Payment

Once your Financial Assistance Program (FAP) application and

documents are reviewed, we will contact you to let you know if you're YOUR Explanation of Benefits (EOB)

approved.* g‘g,‘:,’:a":; sy 15, 200K THIS IS NOT A BILL

Your health insurance company will send you your Explanation

of Benefits (EOB) letter which may arrive before you have been Subscriber Information Total of Glaim(s)

contacted by BioReference about your FAP. You do not need to make First orn o s
. . . ast: Doe Your Insurance Company pai X

any payment until BioReference has notified you and has sent you a 1D: 712345678 e —

declctbl, coinsurance, ot covered

BioReference bill.

& Patient: John Doe  ID: 712345678

If you are approved for FAP, the discounted percentage will be

applied to the member financial responsibility listed on your EOB. For oo | W | gt | A | M o ] 5 | 1
example, |f your FAP d|SCOunt percentage |S 40% and your member Proviﬂe'r:ZEEO‘RARE $35000 | $100.00 | $50.00 | $0.00 $000 | $100.00 | $0.00 $0.00 | $100.00
. . P . . . . Service: LABORATORY

financial responsibility on your EOB is $300, you will receive a bill from ol for Cim #01-23456-7890 000 $10000 | $5000 | S000 | S00 | SI000 000

BioReference for $180.00.

*You will receive a bill with the full amount if you are not eligible or all required documentation has not been received.
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