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I. Request for Declaratory Ruling 
 

Cook County Health and Hospital Systems (operator of Provident and John H. Stroger 
Hospitals) requests a Declaratory Ruling from the State Board. Specifically, they are 
petitioning the State Board to adjust its Inventory of Health Care Facilities and Services and 
Need Determination (“Inventory”) regarding Provident Hospitals’ Inpatients and Outpatients 
Served by Payor Source (CY 2014 - CY 2017): Inpatient and Outpatient Net Revenue by 
Payor Source (CY 2014 - CY 2017): and the Outpatient Service Data (CY 2015, CY 2016 
and CY 2017). With respect to John H. Stroger Hospital Cook County requests a change to 
the Inpatients and Outpatients Served by Payor Source (CY 2014- CY 2017) and Inpatient 
and Outpatient Net Revenue by Payor Source (CY 2014-CY 2017). 
 

II. Hospitals 
 
Provident and John H. Stroger Hospitals are in the HSA VI Health Service Area which is the 
City of Chicago.  Provident Hospital is an 85-bed acute care hospital and Stroger Hospital is 
a 450-bed acute care hospital with a Level I Trauma Center.   
 

III. Applicable Statute and Rules 
 

The following Sections of the Act are applicable to this declaratory ruling request: 
 
   Section 12(4) states: 
 

“For the purposes of this Act, the State Board shall exercise the following 
powers and duties: 

“Develop criteria and standards for health care facilities planning, 
conduct statewide inventories of health care facilities, and develop 
health care facility plans which shall be utilized in the review of 
applications for permit under this Act.” 



 

   Section 13 states: 
 
“The State Board shall require all health facilities operating in this State to 
provide such reasonable reports at such times and containing such 
information as is needed by it to carry out the purposes and provisions of this 
Act.” 

 
  The following administrative rules are applicable to this declaratory ruling request: 

 
77 IAC 1100.60 requires all health care facilities operating in Illinois to provide data 
needed for planning. 

 
77 IAC 1100.70 states that the State Board, in conjunction with the IDPH, will 
publish data appendices. 
 
77 IAC 1110.1540(d) specifies the State Board’s utilization standard for operating 
rooms. 

  
   77 IAC 1130.810 (Declaratory Rulings) states: 

“The State Board shall render determinations on various matters relating to 
permits and the applicability of the statute and regulations.  Request for 
determination shall be made in writing . . . The following matters shall be 
subject to declaratory rulings by the State Board: 
 b) corrections to the facility inventories utilized by the State 

Board; . . .  
Additionally, pursuant to Section 5-150 of the Illinois Administrative 
Procedure Act, decisions rendered by the State Board in relation to a 
declaratory ruling request are final and not subject to appeal. 

 
IV. Request Details 
 

On May 14, 2019, the State Board Staff received a letter from the Cook County Health and 
Hospitals System (“CCHHS”) requesting corrections to the 2014-2017 Hospital Profiles for 
Provident and John H. Stroger Hospitals.   
 
1. Provident Hospital 
 
CCHHS requests changes to Provident Hospitals’ Inpatients and Outpatients Served by Payor 
Source for calendar years 2014–2017, Inpatient and Outpatient Net Revenue by Payor Source 
for calendar years 2014 - CY 2017, and the Outpatient Service Data for calendar years 2015, 
2016 and 2017. 
 
 
 
 



 

a. Outpatient Service Data 
 

Changes of the outpatient service data requires the removal of outpatient visit off campus and 
recording the total outpatient visits as ALL on campus. Provident Hospital provides 
outpatient services to its patients through the John Sengstacke Health Center. This Center is 
housed and operated inside of Provident Hospital. All other CCHHS outpatient services are 
operated under John H. Stroger Hospital. Therefore, there are no "offsite/off campus” 
outpatient visits for Provident Hospital.  CY 2014 outpatient visits were reported correctly.  
The changes are reflected in the Table below.     
 

TABLE ONE 
Provident Hospital 
Original Submittal  

 2015 2016 2017 
Total Outpatient Visits 87,398 62,003 106,221 
Hospital Campus 49,115 28,856 50,066 
Off Campus 38,283 33,147 56,155 

    

Corrected  
Total Outpatient Visits 87,398 62,003 106,221 
Hospital Campus 87,398 62,003 106,221 
Off Campus 0 0 0 

 
 
b. Payor Source 
 
The reason for the errors for the Inpatients and Outpatients served by Payor Source and the 
Inpatient and Outpatient Net Revenue by Payor Source was the result of: 

1. Information for 2014 and 2015 being in error because CCHHS’s audited financial 
statements had not been completed when the data was submitted.  

2. Information for 2016 and 2017 being in error based on the omittance of certain 
operating revenue (such as capitation revenue) 

3. The corrected data is based upon audited data for 2014-2017. Charity care expense 
corresponds to the State Board’s definition and CCHHS’s own financial assistance 
policies. 

 
As can be seen in Table on the next page these changes will result in significant 
differences in CY 2014 (a decrease of approximately $53.2 million) and CY 2016 (a 
decrease of approximately $68.5 million) in the amount of revenue reported for Provident 
Hospital (See Shaded Area).     



 

TABLE TWO  
Provident Hospital  

Differences in Original Submittal and the Corrected Submittal by Year by number of patients and net revenue  
 Inpatients and Outpatients Served by Payor Source  Inpatient and Outpatient Net Revenue by Payor Source 
 2014 2015 2016 2017  2014 2015 2016 2017 
Medicare      Medicare      

Inpatient -106 10 -17 3 Inpatient -$1,754,715 -$223,851 -$931,938 -$133,816 
Outpatient 1,626 -7,832 -4,995 -12,226 Outpatient -$3,790,745 $2,219,737 -$818,030 -$1,568,694 

Medicaid     Medicaid     
Inpatient -362 29 -21 20 Inpatient -$1,707,305 -$1,088,790 -$4,737,485 $195,811 

Outpatient 965 -15,915 -8,081 -25,765 Outpatient -$6,046,169 $4,521,677 -$53,295,393 $69,140 
Other Public     Other Public     

Inpatient -5 0 13 5 Inpatient $0 $0 $4,236 -$4,236 
Outpatient 95 101 259 732 Outpatient $146,841 -$247,923 $22,358 -$22,358 

Private Insurance     Private 
Insurance     

Inpatient -16 13 -8 5 Inpatient $2,612,734 -$4,082,809 -$836,040 -$132,862 
Outpatient 1,303 -1,075 -812 -2,423 Outpatient $5,239,658 -$9,296,375 -$3,335,681 -$958,401 

Private Pay     Private Pay     
Inpatient -66 39 18 541 Inpatient -$11,998,905 -$679,356 -$81,825 -$72,212 

Outpatient -4,813 5,110 -4,964 31,581 Outpatient -$35,963,416 -$566,423 -$4,514,921 -$380,793 
Charity Care Expense    Charity Care Expense    

Inpatient -14 -11 296 171 Inpatient -$1,161,949 $3,326,616 -$3,819,029 $408,963 
Outpatient -1,127 -5,784 22,834 5,026 Outpatient -$5,725,913 $4,040,983 $5,106,603 $8,743,568 

Total     Total     
Inpatient -569 80 281 745 Inpatient -$12,848,191 -$6,074,806 -$6,583,052 -$147,315 

Outpatient -1,951 -25,395 4,241 -3,075 Outpatient -$40,413,831 -$3,369,307 -$61,941,667 -$2,861,106 



 

 

 
2. John H. Stroger Hospital  

 
CCHHS request changes to John H. Stroger Hospital’s Inpatients and Outpatients Served by 
Payor Source for calendar years 2014 –2017 and Inpatient and Outpatient Net Revenue by 
Payor Source for calendar years 2014 - CY 2017.    

 
The reason for the errors for the Inpatients and Outpatients served by Payor Source and the 
Inpatient and Outpatient Net Revenue by Payor Source was the result of: 

1. Information for 2014 and 2015 being in error because CCHHS audited financial 
statements had not been completed when the data was submitted.  

2. Information for 2016 and 2017 being in error based on the omittance of certain 
operating revenue (such as capitation revenue) 

3. The corrected data is based upon audited data for 2014-2017. Charity care expense 
corresponds to the State Board’s definition and CCHHS own financial assistance 
policies. 

 
As can be seen in Table on the next page these changes will result in significant 
differences in CY 2014 revenue of a $241 million decrease in inpatient revenue and an 
increase of $ 281 million in outpatient revenue.   For CY 2016 there is a    decrease in 
revenue of $945.7 million. 



 

 

 
TABLE THREE  

John H. Stroger Hospital 
Differences in Original Submittal and Corrected Submittal by patient number and net revenue 

 Inpatients and Outpatients Served by Payor Source  Inpatients and Outpatients Net Revenue by Payor Source 
 2014 2015 2016 2017  2014 2015 2016 2017 

Medicare      Medicare      
Inpatient 0 -110 2 -3 Inpatient -$9,005,192 -$30,311,787 -$22,505,698 $4,354,443 

Outpatient 0 14,284 10,059 12,597 Outpatient $32,045,981 $35,468,942 $964,784 $4,973,447 

Medicaid     Medicaid     

Inpatient 0 -330 858 1,125 Inpatient -$368,566,728 -
$104,816,009 -$580,598,797 $14,645,848 

Outpatient 0 -35,519 21,377 26,422 Outpatient $51,012,600 -
$132,811,534 -$637,499,799 $17,352,827 

Other Public     Other Public     
Inpatient 0 -296 329 206 Inpatient $117,026,635 $108,752,259 $136,164,098 -$4,837,090 

Outpatient 0 -14,091 29,033 28,615 Outpatient $168,381,860 $191,058,593 $157,288,925 -$4,743,123 

Private Insurance     Private Insurance     
Inpatient 0 6 40 43 Inpatient $14,554,586 $3,103,012 $18,086,855 $20,360,470 

Outpatient 0 3,032 -13,296 -13,008 Outpatient $29,796,169 -$2,073,815 $19,396,862 -$222,377,710 

Private Pay     Private Pay     
Inpatient 0 -484 3,781 3,322 Inpatient $1,858,265 -$203,337 -$15,750,862 -$1,365,600 

Outpatient 0 -10,996 236,718 245,928 Outpatient $283,960 -$4,417,025 -$21,201,410 -$300,153 
Charity Care 
Expense 

    Charity Care 
Expense     

Inpatient 0 782 3,622 4,760 Inpatient $57,842,132 $14,654,111 -$15,379,219 -$5,899,612 

Outpatient 0 34,391 66,354 -54,010 Outpatient $108,070,298 $10,298,232 $72,057,045 -$1,718,006 

Total     Total     

Inpatient 0 -432 8,632 9,453 Inpatient -$244,132,434 -$23,475,862 -$464,604,404 $33,158,071 

Outpatient 0 -8,899 350,245 246,544 Outpatient $281,520,570 $87,225,161 -$481,050,638 -$205,094,712 
 



 

 

V. State Board Staff Summary: 
 

The State Agency notes the following for the State Board’s consideration: 
 
A. The Act grants the State Board jurisdiction to collect data from health care facilities 

and to compile an Inventory. 
 
B. The State Board, through its administrative rules, has delineated policies on the 

collection of data from health care facilities to compile an Inventory and to assist in 
comprehensive health care planning. 

 
C. The State Board is permitted to make Declaratory Rulings regarding “corrections to 

the facility inventories utilized by the State Board,” per 77 IAC 1130.810(b). 
 
As referenced, the State Board’s rules provide a mechanism to collect information from 
health care facilities.  This data is an integral component of the State Board’s review of 
proposed projects because it allows for a quantifiable assessment of:  1) a proposal compared 
to the needs of a specific planning area, 2) the potential impact the proposal will have on 
existing health care providers and 3) the proposal’s ability to meet the mandated 
requirements of the Health Facilities Planning Act (i.e., increased access, improved quality 
and unnecessary duplication of services). 
 
Correction of the data for two Hospitals provided above is not used to determine the need for 
additional beds at a hospital or in a planning area.  The outpatient data being revised would 
not have changed any of the analysis the State Board Staff would have performed because the 
Board Staff uses total outpatient visits in assessing the need to expand outpatient services.   
Revenue by payor source and the number of inpatients and outpatients provided care by 
payor source provides the Board with the amount of Safety Net Services being provided by a 
health care facility. Those amounts are not used in need analysis performed by the State 
Board Staff.  
 
The State Board Staff performs an analytical review only of the information submitted by the 
health care facilities.  The responsibility for the data submitted is the health care facility not 
the State Board or the Illinois Department of Public Health.  
       

VII. Other Information 
 

Appended to this report are the following:  
• CCHHS submittal for correction to the profile data for CY 2014-CY 2017 
• 2014-2017 Original Profiles for Provident Hospital and John H. Stroger Hospital 
• CCHHS Financial Assistance Policies of the CCHHS 
• Comparison of Original Submittal to Corrected Submittal and the Difference.  

 
 

























2014 2015 2016 2017 2014 2015 2016 2017 2014 2015 2016 2017
Medicare Medicare Medicare 

Inpatient 239 133 143 119 Inpatient 133 143 126 122 Inpatient -106 10 -17 3
Outpatient 11,895 13,521 5,689 19,957 Outpatient 13,521 5,689 694 7,731 Outpatient 1,626 -7,832 -4,995 -12,226

Medicaid Medicaid Medicaid
Inpatient 750 388 417 337 Inpatient 388 417 396 357 Inpatient -362 29 -21 20

Outpatient 48,362 49,377 33,462 49,854 Outpatient 49,327 33,462 25,381 24,089 Outpatient 965 -15,915 -8,081 -25,765
Other Public Other Public Other Public

Inpatient 5 0 0 0 Inpatient 0 0 13 5 Inpatient -5 0 13 5
Outpatient 85 180 281 26 Outpatient 180 281 540 758 Outpatient 95 101 259 732

Private Insurance Private Insurance Private Insurance
Inpatient 58 42 55 24 Inpatient 42 55 47 29 Inpatient -16 13 -8 5

Outpatient 3,242 4,545 3,470 5,236 Outpatient 4,545 3,470 2,658 2,813 Outpatient 1,303 -1,075 -812 -2,423
Private Pay Private Pay Private Pay

Inpatient 126 60 99 65 Inpatient 60 99 117 606 Inpatient -66 39 18 541
Outpatient 17,896 13,083 18,193 17,609 Outpatient 13,083 18,193 13,229 49,190 Outpatient -4,813 5,110 -4,964 31,581

Charity Care Expense Charity Care Expense Charity Care Expense
Inpatient 56 42 31 42 Inpatient 42 31 327 213 Inpatient -14 -11 296 171

Outpatient 7,819 6692 908 13,539 Outpatient 6,692 908 23742 18,565 Outpatient -1,127 -5,784 22,834 5,026
Total Total Total

Inpatient 1,234 665 745 587 Inpatient 665 745 1,026 1,332 Inpatient -569 80 281 745
Outpatient 89,299 87,398 62,003 106,221 Outpatient 87,348 62,003 66,244 103,146 Outpatient -1,951 -25,395 4,241 -3,075

Original Provident Hospital Differnce

Provident Hospital 

Corrected Provident Hospital
Inpatient and Outpatient by Payor Source 
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2014 2015 2016 2017 2014 2015 2016 2017 2014 2015 2016 2017
Medicare Medicare Medicare 

Inpatient $2,906,700 $1,948,202 $1,121,929 $389,991 Inpatient $1,151,985 $1,724,351 $189,991 $256,175 Inpatient -$1,754,715 -$223,851 -$931,938 -$133,816
Outpatient $4,279,664 $825,477 $2,076,410 $2,058,380 Outpatient $488,919 $3,045,214 $1,258,380 $489,686 Outpatient -$3,790,745 $2,219,737 -$818,030 -$1,568,694

Medicaid Medicaid Medicaid
Inpatient $3,826,572 $3,584,223 $5,063,863 $126,378 Inpatient $2,119,267 $2,495,433 $326,378 $322,189 Inpatient -$1,707,305 -$1,088,790 -$4,737,485 $195,811

Outpatient $6,765,540 $549,726 $55,012,419 $667,026 Outpatient $719,371 $5,071,403 $1,717,026 $736,166 Outpatient -$6,046,169 $4,521,677 ########## $69,140
Other Public Other Public Other Public

Inpatient $0 $0 $0 $4,236 Inpatient $0 $0 $4,236 $0 Inpatient $0 $0 $4,236 -$4,236
Outpatient $0 $247,923 $0 $22,358 Outpatient $146,841 $0 $22,358 $0 Outpatient $146,841 -$247,923 $22,358 -$22,358

Private Insurance Private Insurance Private Insurance
Inpatient $410,949 $5,113,823 $1,080,496 $244,456 Inpatient $3,023,683 $1,031,014 $244,456 $111,594 Inpatient $2,612,734 -$4,082,809 -$836,040 -$132,862

Outpatient $1,264,758 $10,981,880 $4,375,925 $1,290,244 Outpatient $6,504,416 $1,685,505 $1,040,244 $331,843 Outpatient $5,239,658 -$9,296,375 -$3,335,681 -$958,401
Private Pay Private Pay Private Pay

Inpatient $12,422,219 $715,933 $154,499 $72,674 Inpatient $423,314 $36,577 $72,674 $462 Inpatient -$11,998,905 -$679,356 -$81,825 -$72,212
Outpatient $36,315,363 $583,711 $4,898,494 $383,573 Outpatient $351,947 $17,288 $383,573 $2,780 Outpatient -$35,963,416 -$566,423 -$4,514,921 -$380,793

Charity Care Expense Charity Care Expense Charity Care Expense
Inpatient $2,767,898 $1,884,565 $5,832,300 $1,565,345 Inpatient $1,605,949 $5,211,181 $2,013,271 $1,974,308 Inpatient -$1,161,949 $3,326,616 -$3,819,029 $408,963

Outpatient $12,149,711 $7,558,097 $13,013,073 $14,088,295 Outpatient $6,423,798 $11,599,080 $18,119,676 $22,831,863 Outpatient -$5,725,913 $4,040,983 $5,106,603 $8,743,568
Total Total Total

Inpatient $19,566,440 $11,362,181 $7,420,787 $837,735 Inpatient $6,718,249 $5,287,375 $837,735 $690,420 Inpatient -$12,848,191 -$6,074,806 -$6,583,052 -$147,315
Outpatient $48,625,325 $13,188,717 $66,363,248 $4,421,581 Outpatient $8,211,494 $9,819,410 $4,421,581 $1,560,475 Outpatient -$40,413,831 -$3,369,307 ########## -$2,861,106

Original Provident Hospital Corrected Provident Hospital Differnce
Inpatient and Outpatient by Net Revenue
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2014 2015 2016 2017 2014 2015 2016 2017 2014 2015 2016 2017
Medicare Medicare Medicare 

Inpatient 2,761 3,328 3,218 2,976 Inpatient 2,761 3,218 3,220 2,973 Inpatient 0 -110 2 -3
Outpatient 121,921 134,101 148,385 147,666 Outpatient 121,921 148,385 158,444 160,263 Outpatient 0 14,284 10,059 12,597

Medicaid Medicaid Medicaid
Inpatient 11,286 10,303 9,973 8,869 Inpatient 11,286 9,973 10,831 9,994 Inpatient 0 -330 858 1,125

Outpatient 401,522 409,634 374,115 340,868 Outpatient 401,522 374,115 395,492 367,290 Outpatient 0 -35,519 21,377 26,422
Other Public Other Public Other Public

Inpatient 309 300 4 1 Inpatient 309 4 333 207 Inpatient 0 -296 329 206
Outpatient 1,377 14,688 597 482 Outpatient 1,377 597 29,630 29,097 Outpatient 0 -14,091 29,033 28,615

Private Insurance Private Insurance Private Insurance
Inpatient 679 968 974 841 Inpatient 679 974 1,014 884 Inpatient 0 6 40 43

Outpatient 28,324 51,652 54,684 51,874 Outpatient 28,324 54,684 41,388 38,866 Outpatient 0 3,032 -13,296 -13,008
Private Pay Private Pay Private Pay

Inpatient 2,537 3,359 2,875 2,676 Inpatient 2,537 2,875 6,656 5,998 Inpatient 0 -484 3,781 3,322
Outpatient 158,421 140,450 129,454 144,709 Outpatient 158,421 129,454 366,172 390,637 Outpatient 0 -10,996 236,718 245,928

Charity Care Expense Charity Care Expense Charity Care Expense
Inpatient 2,978 3259 4041 3,469 Inpatient 2,978 4041 7663 8,229 Inpatient 0 782 3,622 4,760

Outpatient 204,962 206238 240629 248,855 Outpatient 204,962 240629 306983 194,845 Outpatient 0 34,391 66,354 -54,010
Total Total Total

Inpatient 20,550 21,517 21,085 18,832 Inpatient 20,550 21,085 29,717 28,285 Inpatient 0 -432 8,632 9,453
Outpatient 916,527 956,763 947,864 934,454 Outpatient 916,527 947,864 1,298,109 1,180,998 Outpatient 0 -8,899 350,245 246,544

Original Stroger Hospital Corrected Stroger Hospital Differnce

Stroger Hospital 
Inpatient and Outpatient by Payor Source 
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2014 2015 2016 2017 2014 2015 2016 2017 2014 2015 2016 2017
Medicare Medicare Medicare 

Inpatient $47,356,671 $66,632,934 $54,292,504 $31,786,806 Inpatient $38,351,479 $36,321,147 $31,786,806 $36,141,249 Inpatient -$9,005,192 -$30,311,787 ########## $4,354,443
Outpatient $10,152,388 $17,780,525 $36,396,960 $37,361,744 Outpatient $42,198,369 $53,249,467 $37,361,744 $42,335,191 Outpatient $32,045,981 $35,468,942 $964,784 $4,973,447

Medicaid Medicaid Medicaid
Inpatient $421,219,961 $165,739,966 $627,747,541 $45,098,744 Inpatient $52,653,233 $60,923,957 $47,148,744 $59,744,592 Inpatient -$368,566,728 -$104,816,009 ########## $14,645,848

Outpatient $17,997,130 $231,313,626 $694,508,199 $53,008,400 Outpatient $69,009,730 $98,502,092 $57,008,400 $70,361,227 Outpatient $51,012,600 -$132,811,534 ########## $17,352,827
Other Public Other Public Other Public

Inpatient $0 $0 $1,460,822 $137,624,920 Inpatient $117,026,635 $108,752,259 $137,624,920 $132,787,830 Inpatient $117,026,635 $108,752,259 ########## -$4,837,090
Outpatient $0 $0 $4,473,384 $161,762,309 Outpatient $168,381,860 $191,058,593 $161,762,309 $157,019,186 Outpatient $168,381,860 $191,058,593 ########## -$4,743,123

Private Insurance Private Insurance Private Insurance
Inpatient $16,151,467 $19,941,739 $2,286,995 $22,423,850 Inpatient $30,706,053 $23,044,751 $20,373,850 $42,784,320 Inpatient $14,554,586 $3,103,012 $18,086,855 $20,360,470

Outpatient $2,318,806 $32,123,538 $2,959,802 $263,356,664 Outpatient $32,114,975 $30,049,723 $22,356,664 $40,978,954 Outpatient $29,796,169 -$2,073,815 $19,396,862 -$222,377,710
Private Pay Private Pay Private Pay

Inpatient $1,193,024 $3,299,619 $20,578,700 $4,827,838 Inpatient $3,051,289 $3,096,282 $4,827,838 $3,462,238 Inpatient $1,858,265 -$203,337 ########## -$1,365,600
Outpatient $4,452,543 $9,526,661 $26,875,980 $5,674,570 Outpatient $4,736,503 $5,109,636 $5,674,570 $5,374,417 Outpatient $283,960 -$4,417,025 ########## -$300,153

Charity Care Expense Charity Care Expense Charity Care Expense
Inpatient $0 $84,517,794 $120,407,153 $93,611,583 Inpatient $57,842,132 $99,171,905 $105,027,934 $87,711,971 Inpatient $57,842,132 $14,654,111 ########## -$5,899,612

Outpatient $0 $139,459,056 $126,486,927 $187,403,550 Outpatient $108,070,298 $149,757,288 $198,543,972 $185,685,544 Outpatient $108,070,298 $10,298,232 $72,057,045 -$1,718,006
Total Total Total

Inpatient $485,921,123 $255,614,258 $706,366,562 $241,762,158 Inpatient $241,788,689 $232,138,396 $241,762,158 $274,920,229 Inpatient -$244,132,434 -$23,475,862 ########## $33,158,071
Outpatient $34,920,867 $290,744,350 $765,214,325 $521,163,687 Outpatient $316,441,437 $377,969,511 $284,163,687 $316,068,975 Outpatient $281,520,570 $87,225,161 ########## -$205,094,712

Original Stroger Hospital Corrected Stroger Hospital Differnce
Inpatient and Outpatient by Net Revenue

Stroger Hospital 
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 Cook County Health & Hospitals System                    Financial Counseling Services 

Policy       CareLink Financial Assistance Program   

Title:         Procedure   
Policy 

Number: 

Date of Original 

Policy:                4/17/2010 

Revised:             11/1/2016 

    Core Policy 

  Area Specific Policy 

Pages: 

              16 

 

Purpose:  

To provide the guidelines for accessing financial assistance through CareLink for residents of Cook County.   

Scope: 

The Cook County Health & Hospitals System mission is to provide a full range of high quality services to all the 

patients it serves. CCHHS will sponsor and administer a system wide financial assistance program, known as 

CareLink, herein referred to as “CareLink”. CareLink is a program designed to assist those patients with income 

at or below 600% of the federal poverty guidelines as published annually in the federal register. CareLink is a 

financial assistance program for patients of CCHHS.  A patient is eligible to apply for assistance for non-elective 

medical services under the CareLink program if they are:  

 A resident of Cook County; 

 Have an annual household income equal to or less than 600 % of federal poverty guidelines; 

 Uninsured; 

 Underinsured patients are defined as CCHHS patients covered by a private health insurance plan that has 
an active contract with CCHHS as an in-network provider. Patients with an HMO plan contracted with 
CCHHS AND who select CCHHS to serve as their Primary Care Provider, or patients with a PPO plan or 
traditional “fee-for-service, may apply for CareLink and receive a discount on the out-of-pocket costs 
associated with these plans, including deductibles and co-insurance. CareLink cost-sharing fees would be 
applicable.  

For example, someone enrolled in an HMO plan contracted with CCHHS, but who has an annual 
deductible of $6,600 and who has income below 600% FPL, may apply for CareLink to cover a portion 
of the out-of-pocket costs incurred at CCHHS.  
 

CareLink will also be available on a temporary basis to existing CCHHS patients insured by a private health 
insurance plan that CCHHS currently only has a facility agreement with (and not a provider agreement).  

 
Carelink is a payer of last resort. Carelink representatives must explore potential eligibility for other funding 

program sources (e.g., Medicaid, etc.) prior to certifying patients for eligibility. If a patient is potentially eligible 

for another financial assistance program(s) the patient must apply for assistance with the appropriate agency 
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and denied prior to being approved for Carelink Assistance. Any patient who fails or refuses to comply with 

this eligibility requirement is not eligible for Carelink assistance 

 

Definitions: 

Fee-for-Service (FFS) Plans (non-PPO) - A traditional type of insurance in which the health plan will either pay 

the medical provider directly or reimburse the patient after they have filed an insurance claim for each 

covered medical expense. When the patient needs medical attention, they visit the doctor or hospital of their 

choice.  

Fee-for-Service (FFS) Plans with a Preferred Provider Organization (PPO) - An FFS option that allows the 

patient to see medical providers who reduce their charges to the plan; the patient pay less money out-of-

pocket when they use a PPO provider. When the patient visits a PPO they usually will not have to file claims or 

paperwork. However, going to a PPO hospital does not guarantee PPO benefits for all services received within 

that hospital. For instance, lab work and radiology services from independent practitioners within the hospital 

may not be covered by the PPO agreement. Most networks are quite wide, but they may not have all the 

doctors or hospitals they want.  

Health Maintenance Organization (HMO) - A health plan that provides care through a network of physicians 

and hospitals in particular geographic or service areas. HMOs coordinate the health care service the patient 

receives and free the patient from completing paperwork or being billed for covered services. The patient’s 

eligibility to enroll in an HMO is determined by where they live or, for some plans, where they work. Some 

HMOs are affiliated with or have arrangements with HMOs in other service areas for non-emergency care if 

the patient travels or are away from home for extended periods. Plans that offer reciprocity discuss it in their 

brochure.  

 The HMO provides a comprehensive set of services - as long as the patient uses the doctors and 

hospitals affiliated with the HMO. HMOs charge a copayment for primary physician and specialist visits 

and generally no deductible or coinsurance for in-hospital care. 

 Most HMOs ask the patient to choose a doctor or medical group to be their primary care physician 

(PCP). The PCP provides general medical care. In many HMOs, a patient must get authorization or a 

"referral" from their PCP to see other providers. The referral is a recommendation by their physician 

for the patient to be evaluated and/or treated by a different physician or medical professional. The 

referral ensures that the patient sees the right provider for the care most appropriate to their 

condition. 

 Care received from a provider not in the plan's network is not covered unless it is emergency care or 

the plan has a reciprocity arrangement. 

HMO Plans Offering a Point of Service (POS) Product - In an HMO, the POS product lets the patient use 

providers who are not part of the HMO network. However, the patient pays more for using these non-network 
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providers. The patient usually pays higher deductibles and coinsurances than the patient pay with a plan 

provider. The patient will also need to file a claim for reimbursement, like in a FFS plan. The HMO plan wants 

the patient to use its network of providers, but recognizes that sometimes enrollees want to choose their own 

provider.  Some plans are Point of Service (POS) plans and have features similar to both FFS plans and HMOs. 

Consumer-Driven Health Plans (CDHP) - Describes a wide range of approaches to give the patient more 

incentive to control the cost of either their health benefits or health care. The patient has greater freedom in 

spending health care dollars up to a designated amount, and the patient receives full coverage for in-network 

preventive care. In return, the patient assumes significantly higher cost sharing expenses after they have used 

up the designated amount. The catastrophic limit is usually higher than those common in other plans. 

High Deductible Health Plan (HDHP) - A High Deductible Health Plan is a health insurance plan in which the 

enrollee pays a deductible. HDHPs can have first dollar coverage (no deductible) for preventive care and 

higher out-of-pocket copayments and coinsurance for services received from non-network providers.  

Health Savings Account (HSA) - A Health Savings Account allows individuals to pay for current health expenses 

and save for future qualified medical expenses on a pretax basis. Funds deposited into an HSA are not taxed, 

the balance in the HSA grows tax-free, and that amount is available on a tax-free basis to pay medical costs. To 

open an HSA, the patient must be covered under a High Deductible Health Plan and cannot be eligible for 

Medicare or covered by another plan that is not a High Deductible Health Plan or a general purpose HCFSA or 

be dependent on another person's tax return. HSAs are subject to a number of rules and limitations 

established by the Department of Treasury.  

Health Reimbursement Arrangement (HRA) - Health Reimbursement Arrangements are a common feature of 

Consumer-Driven Health Plans. They may be referred to by the health plan under a different name, such as 

Personal Care Account. They are also available to enrollees in High Deductible Health Plans who are ineligible 

for an HSA. HRAs are similar to HSAs except an enrollee cannot make deposits into and HRA, a health plan may 

impose a ceiling on the value of an HRA, interest is not earned on an HRA, and the amount in an HRA is not 

transferable if the enrollee leaves the health plan. 
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Section I. Program Overview 

 

The Cook County Health & Hospitals System Mission is to provide a full range of high quality services to all the 

patients it serves.  CCHHS will sponsor and administer a system-wide financial assistance program known as 

CareLink.  This document established the requirements to determine eligibility for the CareLink program. 

CareLink eligibility will be administered by the financial counseling services department. CCHHS will utilize 
federal poverty guidelines as published annually in the federal register as the basis for income eligibility 
thresholds. 
 
CareLink is a financial assistance program for CCHHS patients who are uninsured or underinsured and 
ineligible for coverage through Medicaid or another public health care assistance programs. Someone who 
appears eligible for Medicaid MUST complete an application for Medicaid prior to OR at the same time a 
CareLink application is filed. Whenever possible and appropriate, financial counselors will use information 
provided in the Medicaid application in a patient’s CareLink application.  
 
Patients found ineligible for Medicaid because he/she has not cooperated with the application process will be 
found ineligible for CareLink.  
 
Discounts on total charges for CareLink enrollees is on a sliding scale basis based on household income and the 
Federal Poverty Level: 

 
 Uninsured patients with an annual income equal to or less than 250% of the Federal Poverty guidelines as 

established in the federal register annually are eligible for a 100% discount of total charges.   
 

 Uninsured patients with an annual income greater than 250% of the federal poverty level but equal to or 
less than 350% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 50% discount of total charges.   

 

 Uninsured patients with an annual income greater than 350% of the federal poverty level but equal to or 
less than 600% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 25% discount of total charges. 

  

 Uninsured patients with an income above 600% are not eligible for assistance under the CareLink program.   
 
Patients with access to employer-sponsored health insurance   
 
Patients with access to health insurance through his/her employer are ineligible for CareLink. However, the 
spouse or partner of the patient may be eligible for CareLink if the spouse or partner in question is 
unemployed or does not have access to his/her employer-sponsored health insurance, AND if the employer-
sponsored insurance offered through the patient’s employer is unaffordable. In this situation, unaffordable is 
a monthly premium for employee + spouse/partner defined as exceeding 9.5% of household income.  
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For example:  
Jane is applying for CareLink for herself and her husband John. Their total monthly income is $3,750.  
 
Jane’s employer offers her health insurance coverage at $200/month. Regardless of whether Jane accepts this 
offer, Jane is ineligible for CareLink.  
 
Jane’s husband John works, but is not offered health insurance by his employer. Jane’s employer offers family 
coverage for $500/month (employee + spouse), which is over 13% of their household income. John may be 
found eligible for CareLink.  
 
Please inform patients that while they may be found eligible for CareLink, this is not considered health 
insurance, and they may still be subject to a financial penalty for not having health insurance coverage when 
they file their taxes.  
 
Households seeking to apply for CareLink under these circumstances are required to provide documentation 
that indicates the monthly premium for employee + spouse/partner coverage, which may also be referred to 
as family coverage. Acceptable documentation includes:  

 Open enrollment flyer or other materials that includes the cost of employee + spouse/partner coverage, 
employer name, and date; or  

 Letter from Human Resources on company letterhead that verifies the cost of employee + spouse/partner 
coverage with details about open enrollment.  

 
NOTE:  The affordability test is not necessary, if the patient states that they are not eligible to enroll in the 
spouse’s employer-sponsored health insurance because the they are ineligible noncitizen (do not have social 
security number) or employer does not offer spouse/family coverage, the patient is eligible to apply for 
CareLink. 
 
Underinsured patients  
 
Patients with certain private insurance coverage may be found eligible for CareLink, if CCHHS is considered an 
in-network provider with their HMO or if the patient has a PPO or traditional “fee-for-service”. These patients 
are considered “underinsured” and may apply for CareLink to receive a partial discount on total out-of-pocket 
costs, excluding co-pays, which are not covered by the patient’s private insurance (e.g. annual deductible or 
co-insurance). 
 

 Underinsured patients with an annual income equal to or less than 250% of the Federal Poverty guidelines 
as established in the federal register annually are eligible for a 100% discount of total out-of-pocket costs, 
excluding co-pays.   

 

 Underinsured patients with an annual income greater than 250% of the federal poverty level but equal to 
or less than 350% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 50% discount of total out-of-pocket costs, excluding co-pays.   

 

 Underinsured patients with an annual income greater than 350% of the federal poverty level but equal to 
or less than 600% of the current years Federal Poverty guidelines as established in the federal register 
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annually are eligible for a 25% discount of total out-of-pocket costs, excluding co-pays. 
  

 Underinsured patients with an income above 600% are not eligible for assistance under the CareLink 
program.   

 

CareLink cost-sharing fees are applicable regardless of whether someone is uninsured or underinsured.  
 

Patients who have access to affordable employer-sponsored insurance are ineligible for CareLink.  

 
Temporary CareLink policy to expire December 31, 2016 
 
Through December 31, 2016, CareLink will provide temporary coverage to existing CCHHS patients insured by 
a private health insurance plan that CCHHS currently only has a facility agreement with. As of February 25, 
2016, these plans include:  
 

 Aetna  

 Blue Cross Blue Shield HMOI  
 

This temporary CareLink coverage is intended to provide CCHHS patients the opportunity to continue using 

CCHHS provider services while CCHHS works towards establishing a provider agreement with these health 

plans. Insured patients who may be eligible for temporary CareLink must be enrolled in a contracted HMO and 

who has selected CCHHS to serve as their Primary Care Provider or patients enrolled in a PPO.  

 

Upon expiration of the patient’s CareLink coverage, any visits to CCHHS providers that are not considered 

facility charges, would be the responsibility of the patient.  

 
Criteria Evaluated 
 

Any individual living in Cook County may apply for financial assistance or receive assistance in applying for 

state and federal assistance.  It is not necessary for a person to have received medical services at a CCHHS 

facility. 

Applicants must meet eligibility requirements to be eligible. Program eligibility determinations are based on 
analysis of the following criteria: 
 

 Established Cook County Residence  

 Analysis of Third Party Funding Sources 

 Identification  

 Family Size 

 Income  

 Ineligible for Medicaid, including ACA expansion, All Kids, Moms & Babies, FamilyCare, or AABD/SPD 

 Access to affordable private insurance through an employer  
 

It is the applicant's responsibility to present required documentation to substantiate the criteria above.  
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Applicants who refuse to provide this documentation are not eligible. Applicants will be made aware that 
independent verification is a part of the eligibility process. Applicants are required to provide written 
attestation to the validity and accuracy of information provided.  
Patient Financial Obligations – Cost-sharing fees (future implementation date) 
CareLink participants are subject to cost-sharing fees at the point of service of the following amounts: 

 For CareLink enrollees with income below 250% FPL, a $5 cost-sharing fee shall be applied per non-dental 
outpatient visit, with a maximum of up to $10 for two or more non-dental outpatient visits taking place in 
one day. Outpatient visits include visits to the Emergency Department that DO NOT result in an inpatient 
hospital admission. 

 For CareLink enrollees with income 250-600% FPL, a $10 cost-sharing fee shall be applied per non-dental 
outpatient visit, with a maximum of up to $20 for two or more non-dental outpatient visits in one day. 
Outpatient visits include visits to the Emergency Department that DO NOT result in an inpatient hospital 
admission.  

 $25 cost-sharing fee per dental visit applied to CareLink enrollees of all income levels. 

 $2 cost-sharing fee per prescription, with a max of $8 for four or more prescriptions picked up in one day 
applied to CareLink enrollees of all income levels.    

 
Right to Appeal Process 
Every applicant will be afforded the right to appeal any decision related to program eligibility. The applicant’s 
right to appeal is addressed at the end of this policy. 
 

Section II. Patient Identity Procedures 

 
Documentation  
In all cases, the applicant should be asked to provide a picture ID.  If picture ID is not available, other forms of 

Identification are sufficient proof of applicant identification. The following may be used to establish the 

identity of the applicant. Patients are required to present two acceptable forms of Identification when 

applying for CareLink assistance. 

 

Required forms of ID: 1 item from list A, or 2 items from list B.  

List (A) Photo Identification  

 Valid Passport  

 Permanent Resident Card (green card)  

 Naturalization/Citizenship papers with picture 
 

List (B) Other Forms of Identification 

 Government issued photo ID i.e. State Driver’s license or State Identification Card; Valid Foreign consulate 
identification card; Worker’s permit identification with picture; Foreign voter’s registration card with 
picture; Student picture ID         

       NOTE: (If applicant does not have one of the photo identification listed in List A, one of these other photo 
      IDs. Is required) 
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 Birth record 

 Certificate of Citizenship 

 Notice to Appear 

 Form I-94, Departure Record 

 Naturalization Certificate without picture 

 Form I-797, Notice of Action 

 Travel Documents issued by U. S. Citizenship and Immigration Service 

 Adoption records 

 Social Security card 

 SSI/RSDI award letter 

 Voter registration card 

 Referral letters from state or local agencies on agency letterhead. (Examples:  Any local entity such as a 
church, hospital or clinic NOT part of CCHHS, nonprofit, neighborhood or community organization, shelter, 
a court or other government agency.) 

 

Section III. Cook County Residency Requirements  

  

Cook County Residents 
Persons applying for CareLink assistance must reside in Cook County at the time of service, and at the time of 

application. An applicant can be considered as living in Cook County in the following situations: 

 The applicant is living in a home or fixed place of residence located in Cook County.  

 An applicant with no fixed residence declaring intent to remain and live in Cook County. 

 Immigration status is not a factor in determining CareLink eligibility provided all other eligibility criteria is 
met  

 Patients residing at a domestic violence shelter in Cook County 
  

Residency Documentation 
 

Accepted Proof 

All residency documentation must be in the name of the applicant or a member of the household unit (as 

defined in Section IV – Household Composition of this policy). The documentation must contain the address 

used or declared by the applicant to establish residency.  

Requirement at application: At least 1 of the following items must be used to verify Cook County residency: 

Proof of residency 

 Mortgage statement dated within 30 days of the interview date  

 Current lease/rental agreement  

 Deed or sales contract for home purchase 

 Utility bill dated within 30 days of the interview date 

 Public or private school enrollment records 
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 Receipt of payment of property tax 

 Written referral letter from a shelter, church, or nonprofit on organizational letterhead  

 Documentation of release from a Department of Corrections Facility to a Cook County address 

 Award letter from a federal or state agency (for example, Disability Award or Food Stamps) dated within 
previous 60 days 

 Voter registration card 

 Automobile registration 

 Business mail, such as a bank statement, credit card bill or hospital bill from a non-CCHHS facility, 
addressed to the applicant or member of the household unit dated within the last 60 days 

 
No Fixed Residence, Homeless 
The applicant must complete a statement as to their homeless situation in situations where verifiable proof 

does not exist. The applicant must have also substantiated the reason for the lack of proof of residency.  

Non- Cook County Residents 
Persons not considered Cook County residents include the following persons: 

 An applicant who resides outside the boundaries of Cook County limits 

 An applicant who is an inmate, patient, or resident of an institution operated by a state or federal agency 
 

Section IV. Household Composition Requirements  

Household  

Eligibility is based on a household. A household, for purposes of determining CareLink eligibility, consists of a 

person living alone or persons living together where one or more individuals have a legal responsibility for the 

support of the others; even when more than one household resides together. The income of included 

household members is considered when determining eligibility.   

Examples of a household include: 
 

 Single adults 18 or older, not attending school 

 Parents and minor children 

 A legally married couple or a couple in a civil union 

 Caregiver relatives (aunt, uncle, grandparent) caring for minor children 
 

Excluded Household Members 

Certain individuals living in an otherwise eligible household are not considered part of the household. This 

includes individuals who are receiving 

 A household member not living in the household 

 Incarcerated household members 
 

The income of these household members is not considered when determining eligibility. 
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Separate Households Living Together 

Separate households living together include any individual (or family) living together with another household 

unit and that individual (or family) has no legal responsibility for members of the other household unit. In 

these instances, the separate household person (or family) is not considered a part of household unit applying 

for CareLink assistance.  

The incomes of separate households living together are not counted when determining eligibility. 

 

CCHHS may ask for additional documentation to verify information provided in the CareLink application.  

 

Section V. Income Guidelines   

Income is any type of recurring payment that is received by any household member applying for assistance.  
Household income is verified and compared to the Federal Poverty Income Level chart to determine eligibility.  

Types of Income 

For CareLink assistance purposes there are two main categories of income that are to be assessed when 
determining eligibility. Types of income are “Countable Income” and “Exempt Income”. The income of the 
applicant and applicable household members must be considered when determining eligibility. For the 
purposes of determining eligibility, income is either counted or exempt. 
 

Countable Income 

 Wages, salaries, bonuses and/or tips, received via paycheck or cash 

 Self-employment, business, and farm income after deduction of business expenses (including depreciation 
and capital losses) 

 Alimony payments 

 Social Security Disability Insurance or retirement award letter  

 Dividends, interest, and royalties 

 Pensions and annuities, including investment income 

 Railroad retirement 

 Private or insurance disability payments 

 Regular cash support from family/others not living in the applicant household 

 Education/training stipends (specified for living expenses) 

 Income from rental property 

 Lump sum payments (counted only if received more than one in year, and only counts in the month 
received) 

 Unemployment benefits 
Exempt Income 

Exempt income is income or payments received by the applicant or a household member but not counted 
towards the household’s eligibility determination. Examples of Exempt Income may include: 

 Supplemental Security Income (SSI) payments  

 Dependent student/child earned income 

 Temporary Assistance for Needy Families (TANF) or Foster Care 
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 Crime Victims Emergency Assistance 

 Tax refunds 

 Reimbursement of expenses (e.g., mileage, etc.) 

 Employment income received by a full-time high school student 

 Irregular Payments from family and friends of $50.00 or less and not received regularly  
 

Exempt income is not counted when determining eligibility. 

Section VI.  Income Determination Process  
 

Calculating Income  

Income determination for eligibility is based on verified gross monthly income.  Not every applicant or household 
member receives income on a once monthly basis. Often a household’s income must be converted from a non-
monthly amount into a monthly amount.  Converting Income to Monthly Values 

The following table lists the different conversion formulas to be used when converting income to a monthly 

amount.  

If the applicant or household member 

receives income … 

Then convert the income to a monthly amount 

by… 

Weekly Multiplying weekly average by 4.33 

Every Other Week Multiplying bi-weekly average by 2.17 

Twice Monthly Multiplying twice monthly average by 2 

Once Monthly Multiplying once monthly average by 1 

Yearly (Self-employed) Dividing previous tax years gross income by 12 

 
Documenting Income 
All household income, counted or exempted, must be verified and documented. An applicant’s statement of 

income will not be accepted as income verification.  

Employment Income Verification 

An applicant’s or household member’s most recent paycheck stubs are the preferred method of verifying 

Employment Income. Acceptable forms of income verification may include: 

Income Frequency Pay Stubs Required 

Weekly 4 Payroll check stubs, dated within last 30 

days, if employed full-time and paid weekly. 

Every Two Weeks or Bi-monthly 2 Payroll check stubs dated within last 30 

days, if employed full-time and paid every 
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two weeks or bi-monthly. 

Once Monthly 2 Payroll check stubs, dated within last 60 

days, if employed full-time and paid once 

monthly. 

Employed Part-time or if hours vary 4 Payroll check stubs, dated within last 60 

days, if employed part-time or if hours vary. 

 
Other forms of acceptable Income verification include: 
Required at application, if payroll check stubs are not available or the applicant is not employed. 
 

 Written verification from employer on company letterhead; notarized typed/handwritten acceptable 

 If self-employed, 30 days’ ledger of income/expenses 

 Complete copy of prior year’s federal tax forms filed (self-employed only) 

 Unemployment benefits statement or letter from the Illinois Dept. of Employment Security 

 Retirement, Survivors, Disability Insurance (RSDI) award letters 

 Short or long term disability statements 

 Supplemental Security Income Award letters (SSI) 

 Statement of dividends, interest and royalties 

 Education/training stipends (specified for living expenses) 

 Pensions and annuities statements 

 Veteran’s Administration Benefits 

 Worker’s Compensation letter 

 Notarized letter indicating amount and source of financial assistance, that should include any regular cash 
support from family/others not living in the applicant household or in-kind support for room and board or 
other living expenses 

 Notarized letter from non-legally responsible adults living in the same household as the patient providing 
in-kind support for room and board 

 Income from rental property 

 Farming income 

 Child support payments or support verification letter 

 Alimony support records or cancelled checks 

 Odd jobs such as babysitting, cleaning houses, or mowing lawns, and day labor 

 Lump Sum Payments (Counted only if received more than once in year, and only counts in the month 
received) 

 

Section VII.  Application Process 

 Applicant Rights & Responsibilities 
 

Residents of Cook County have the right to submit an application for review and eligibility determination. Each 

applicant should be treated with dignity and respect during an interview for potential program eligibility. 

Before completing the eligibility interview, Financial Counselors must: 
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 Ensure the applicant has a thoroughly completed application with all required supporting documentation. 

 Review rights and responsibilities. 

 Confirm the applicant understands the rights and responsibilities.  

 Explain the program’s eligibility and verification requirements. 
 

Application Submission 
 

Applicants must complete the “Application for CareLink” as part of the eligibility review process. The applicant 

or authorized representative can request an application in person or by telephone. All applications must be 

completed and signed by the applicant or a representative.  

Note: CCHHS employees/contracted employees may assist with the completion of the application in situations 

where the applicant cannot reasonably complete the application him/herself, but the applicant or 

representative must sign the application attesting to its accuracy.  

Patients may complete a CareLink application prior to receiving a service at CCHHS.  

A patient who applies for CareLink after receiving a service from CCHHS may have CareLink retroactively cover 

all or a portion of that service, if a CareLink application is completed and approved within 90 days of that 

service.  

A CareLink application must be completed within 30 calendar days of initiation. This includes the paper 
application, the submission of any necessary documentation, and an interview with a financial counselor. 
Incomplete applications or applications missing the necessary supporting documentation will be considered 
pending for a period of up to 30 calendar days from the initial date of application. On the 31st day, an 
incomplete pending application will be denied. Denied applications and all supporting documentation will 
be returned to the applicant at time of denial and the patient will be provided with an “Eligibility 
Determination Notice” as well as instructions on how to re-apply for assistance. 

 Face-to-Face Interview   

A face-to-face interview with a financial counselor is part of the CareLink application process. Face-to-face 
interviews are available with financial counselors at multiple sites throughout CCHHS. An application cannot 
be completed or approved until a face-to-face application occurs.  
 
 

 

Supporting Documentation 
 

It is the responsibility of the applicant or representative to provide any and all supporting documents 

identified as necessary to determine eligibility during the interview. Failure to provide appropriate documents 

in the 30-day application window will result in denial and require a new CareLink application to be filed. The 

applicant will be responsible for re-scheduling another appointment once they have secured all required 

documentation.  
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Other Funding Program Sources 

 

CareLink is the payer of last resort. Financial Counselors must explore potential eligibility for other funding 

program sources (e.g., Medicaid, Crime Victims, etc.) prior to certifying patients for eligibility. If a patient is 

potentially eligible for another financial assistance program(s) the patient must apply for assistance with the 

appropriate agency and denied prior to being approved for CareLink Assistance.  

Patients should be informed about their responsibility to apply for Medicaid or related programs if they 

appear to be eligible. Any patient who fails or refuses to comply with this eligibility requirement will be 

deemed ineligible for CareLink. Accounts on patients who have applied for assistance through other funding 

sources will remain financially classified as “Self-Pay” until final disposition is reached on applications for 

assistance with the other funding sources.  

At CCHHS’ management discretion applicants pending eligibility for Supplemental Security Income (SSI) 

assistance may be processed for CareLink assistance based on several factors. This might include consideration 

of the length of time it currently takes the Social Security Administration to process and approve claims for SSI, 

high account balances, and account aging. Another consideration would include the applicant’s SSI claim and 

the current level of appeal with SSA.  

Disposition of Application at Interview 
 

The “Notice of Eligibility Determination” is the applicant's notice of eligibility status. At the end of the 

application review/face-to-face interview with the patient the financial counselor will have reached one of 

three outcome options. This includes: 

 Approved Application  

 Denied Application 

 Pending 
 

Approved Application  

The financial counselor will complete the “Notice of Eligibility Determination” letter informing the applicant of 
their eligibility (or continuing eligibility for recipients reapplying to extend their benefits). The “Notice of 
Eligibility Determination” letter will contain the following: 
 

 Applicant’s name 

 Medical record number 

 Effective beginning and ending dates of CareLink eligibility (Eligibility Coverage Period) 

 Level of Assistance (e.g., 100% or a partial discount) 

 Effective date of the decision  

 The right to appeal 

 The right to re-apply 
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The financial counselor will advise the household about their right to appeal the decision if there are concerns 

about the amount of eligibility provided. Additionally, remind the recipient they are required to report any 

change in their residency, household composition, or income. Explain that failure to do so will result in 

termination of coverage dating back to the date of the unreported change. 

Denied Application 

 

The financial counselor will complete the “Notice of Eligibility Determination” letter informing the applicant of 
their denial. The “Notice of Eligibility Determination” letter will contain the following: 
 

 Applicant’s name 

 Medical record number 

 Specific reason for denial; as listed below. 

 Effective date of the decision  

 The right to appeal 

 The right to re-apply 
 
 

i. Incomplete application or missing/invalid supporting documentation 
ii. Residency outside Cook County, Illinois 
iii. Failure to keep face-to-face interview appointment 
iv. Income exceeds program limits for applicant’s household unit size 
v. Access to employer-sponsored health insurance coverage  
vii. Applicant’s identification not established 
8. Non-Compliance (Not completing the requirement to apply for other funding program sources) 
9. Failure to report changes in “Residency, Household Composition, or Income”.  

 

Section VIII.  Eligibility Periods  

 

12-Month Eligibility Period 

Once a patient is found eligible for CareLink, he/she will have CareLink eligibility for up to 12 months from the 

month they are first approved. However, CareLink participants are required to report changes in family 

income, family size, insurance changes, or address to CCHHS Financial Counselors within 30 days of the 

changes occurring. Failure to report changes may result in cancellation of CareLink eligibility and billing for 

future CCHHS services.  

CareLink enrollees may be subject to review of their case sooner than 12 months, in the event that they may 

be eligible for private insurance on the Marketplace during the Open Enrollment Period or through his/her 

employer.  
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Retroactive Eligibility   
Retroactive eligibility may be allowed for up to 90 days prior to the date of approval, provided the patient has 

met all eligibility criteria during that time frame. Retroactive eligibility applies only to the patient’s self-pay 

account(s) or balances.  

Section IX.  Complaints, Grievances, and Appeals 

  

Overview 
  

 Applicant disagreements regarding denials should be addressed to the financial counselor completing the 
denial.  

 If the applicant is not satisfied with the explanation or reason, the applicant may file an appeal by 
contacting the CareLink Advocate Direct Supervisor where the interview took place. The financial 
counselor or supervisor upon receipt of notice of appeal, either written or verbal must schedule an 
appointment with the applicant to hear their appeal within 2 business days. The applicant may be required 
to present additional documentation in compliance with this policy for the appeal process.  

 The CareLink Advocate Direct Supervisor will review the patients CareLink application and all supporting 
documentation and determine if the appeal hearing is necessary in order to reach a favorable decision. If 
the hearing is necessary, it should take place as scheduled. If not the hearing is cancelled and the patient 
notified of the favorable outcome. The patient must be notified of the CareLink Advocate Supervisor’s 
decision no later than 5 business days following the appeal hearing.   

 If the applicant is not satisfied with the financial counseling supervisor’s decision the applicant will be 
referred to the Patient Access Director for further review. The Patient Access Director will review the file 
and render a final decision in writing and notify the applicant within 10 business days from the date the 
appeal was referred. The Patient Access Director may request that the patient provide additional 
documentation to assist in resolving the dispute.    

If the applicant is not satisfied with the financial counseling director’s decision the applicants file will be 

referred to the Chief Financial Officer of the facility for final resolution.  
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Purpose:  

To provide the guidelines for accessing financial assistance through CareLink for residents of Cook County.   

Scope: 

The Cook County Health & Hospitals System mission is to provide a full range of high quality services to all the 

patients it serves. CCHHS will sponsor and administer a system wide financial assistance program, known as 

CareLink, herein referred to as “CareLink”. CareLink is a program designed to assist those patients with income 

at or below 600% of the federal poverty guidelines as published annually in the federal register. CareLink is a 

financial assistance program for patients of CCHHS.  A patient is eligible to apply for assistance for non-elective 

medical services under the CareLink program if they are:  

• A resident of Cook County; 

• Have an annual household income equal to or less than 600 % of federal poverty guidelines; 

• Uninsured; 

• Underinsured patients are defined as CCHHS patients covered by a private health insurance plan that has 
an active contract with CCHHS as an in-network provider. Patients with an HMO plan contracted with 
CCHHS AND who select CCHHS to serve as their Primary Care Provider, or patients with a PPO plan or 
traditional “fee-for-service, may apply for CareLink and receive a discount on the out-of-pocket costs 
associated with these plans, including deductibles and co-insurance. CareLink cost-sharing fees would be 
applicable.  

For example, someone enrolled in an HMO plan contracted with CCHHS, but who has an annual 
deductible of $6,600 and who has income below 600% FPL, may apply for CareLink to cover a portion 
of the out-of-pocket costs incurred at CCHHS.  
 

CareLink will also be available on a temporary basis to existing CCHHS patients insured by a private health 
insurance plan that CCHHS currently only has a facility agreement with (and not a provider agreement).  

 
CareLink is a payer of last resort. CareLink representatives must explore potential eligibility for other funding program 

sources (e.g., Medicaid, etc.) prior to certifying patients for eligibility. If a patient is potentially eligible for another financial 

assistance program(s) the patient must apply for assistance with the appropriate agency and denied prior to being approved 

for CareLink Assistance. Any patient who fails or refuses to comply with this eligibility requirement is not eligible for 
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CareLink assistance 

 

Definitions: 

Fee-for-Service (FFS) Plans (non-PPO) - A traditional type of insurance in which the health plan will either pay 

the medical provider directly or reimburse the patient after they have filed an insurance claim for each 

covered medical expense. When the patient needs medical attention, they visit the doctor or hospital of their 

choice.  

Fee-for-Service (FFS) Plans with a Preferred Provider Organization (PPO)  - An FFS option that allows the 

patient to see medical providers who reduce their charges to the plan; the patient pay less money out-of-

pocket when they use a PPO provider. When the patient visits a PPO they usually will not have to file claims or 

paperwork. However, going to a PPO hospital does not guarantee PPO benefits for all services received within 

that hospital. For instance, lab work and radiology services from independent practitioners within the hospital 

may not be covered by the PPO agreement. Most networks are quite wide, but they may not have all the 

doctors or hospitals they want.  

Health Maintenance Organization (HMO) - A health plan that provides care through a network of physicians 

and hospitals in particular geographic or service areas. HMOs coordinate the health care service the patient 

receives and free the patient from completing paperwork or being billed for covered services. The patient’s 

eligibility to enroll in an HMO is determined by where they live or, for some plans, where they work. Some 

HMOs are affiliated with or have arrangements with HMOs in other service areas for non-emergency care if 

the patient travels or are away from home for extended periods. Plans that offer reciprocity discuss it in their 

brochure.  

• The HMO provides a comprehensive set of services - as long as the patient uses the doctors and 

hospitals affiliated with the HMO. HMOs charge a copayment for primary physician and specialist visits 

and generally no deductible or coinsurance for in-hospital care. 

• Most HMOs ask the patient to choose a doctor or medical group to be their primary care physician 

(PCP). The PCP provides general medical care. In many HMOs, a patient must get authorization or a 

"referral" from their PCP to see other providers. The referral is a recommendation by their physician 

for the patient to be evaluated and/or treated by a different physician or medical professional. The 

referral ensures that the patient sees the right provider for the care most appropriate to their 

condition. 

• Care received from a provider not in the plan's network is not covered unless it is emergency care or 

the plan has a reciprocity arrangement. 

HMO Plans Offering a Point of Service (POS) Product - In an HMO, the POS product lets the patient use 

providers who are not part of the HMO network. However, the patient pay more for using these non-network 

providers. The patient usually pay higher deductibles and coinsurances than the patient pay with a plan 
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provider. The patient will also need to file a claim for reimbursement, like in a FFS plan. The HMO plan wants 

the patient to use its network of providers, but recognizes that sometimes enrollees want to choose their own 

provider.  Some plans are Point of Service (POS) plans and have features similar to both FFS plans and HMOs. 

Consumer-Driven Health Plans (CDHP) - Describes a wide range of approaches to give the patient more 

incentive to control the cost of either their health benefits or health care. The patient has greater freedom in 

spending health care dollars up to a designated amount, and the patient receives full coverage for in-network 

preventive care. In return, the patient assume significantly higher cost sharing expenses after they have used 

up the designated amount. The catastrophic limit is usually higher than those common in other plans. 

High Deductible Health Plan (HDHP) - A High Deductible Health Plan is a health insurance plan in which the 

enrollee pays a deductible. HDHPs can have first dollar coverage (no deductible) for preventive care and 

higher out-of-pocket copayments and coinsurance for services received from non-network providers.  

Health Savings Account (HSA) - A Health Savings Account allows individuals to pay for current health expenses 

and save for future qualified medical expenses on a pretax basis. Funds deposited into an HSA are not taxed, 

the balance in the HSA grows tax-free, and that amount is available on a tax-free basis to pay medical costs. To 

open an HSA, the patient must be covered under a High Deductible Health Plan and cannot be eligible for 

Medicare or covered by another plan that is not a High Deductible Health Plan or a general purpose HCFSA or 

be dependent on another person's tax return. HSAs are subject to a number of rules and limitations 

established by the Department of Treasury.  

Health Reimbursement Arrangement (HRA) - Health Reimbursement Arrangements are a common feature of 

Consumer-Driven Health Plans. They may be referred to by the health plan under a different name, such as 

Personal Care Account. They are also available to enrollees in High Deductible Health Plans who are ineligible 

for an HSA. HRAs are similar to HSAs except an enrollee cannot make deposits into and HRA, a health plan may 

impose a ceiling on the value of an HRA, interest is not earned on an HRA, and the amount in an HRA is not 

transferable if the enrollee leaves the health plan. 
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Section I. Program Overview 

 

The Cook County Health & Hospitals System Mission is to provide a full range of high quality services to all the 

patients it serves.  CCHHS will sponsor and administer a system-wide financial assistance program known as 

CareLink.  This document established the requirements to determine eligibility for the CareLink program. 

CareLink eligibility will be administered by the financial counseling services department. CCHHS will utilize 
federal poverty guidelines as published annually in the federal register as the basis for income eligibility 
thresholds. 
 
CareLink is a financial assistance program for CCHHS patients who are uninsured or underinsured and 
ineligible for coverage through Medicaid or another public health care assistance programs. Someone who 
appears eligible for Medicaid MUST complete an application for Medicaid prior to OR at the same time a 
CareLink application is filed. Whenever possible and appropriate, financial counselors will use information 
provided in the Medicaid application in a patient’s CareLink application.  
 
Patients found ineligible for Medicaid because he/she has not cooperated with the application process will be 
found ineligible for CareLink.  
 
Discounts on total charges for CareLink enrollees is on a sliding scale basis based on household income and the 
Federal Poverty Level: 

 
• Uninsured patients with an annual income equal to or less than 250% of the Federal Poverty guidelines as 

established in the federal register annually are eligible for a 100% discount of total charges.   
 

• Uninsured patients with an annual income greater than 250% of the federal poverty level but equal to or 
less than 350% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 50% discount of total charges.   

 

• Uninsured patients with an annual income greater than 350% of the federal poverty level but equal to or 
less than 600% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 25% discount of total charges. 

  

• Uninsured patients with an income above 600% are not eligible for assistance under the CareLink program.   
 
Patients with access to employer-sponsored health insurance   
 
Patients with access to health insurance through his/her employer are ineligible for CareLink. However, the 
spouse or partner of the patient may be eligible for CareLink if the spouse or partner in question is 
unemployed or does not have access to his/her employer-sponsored health insurance, AND if the employer-
sponsored insurance offered through the patient’s employer is unaffordable. In this situation, unaffordable is 
a monthly premium for employee + spouse/partner defined as exceeding 9.5% of household income.  
 
For example:  
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Jane is applying for CareLink for herself and her husband John. Their total monthly income is $3,750.  
 
Jane’s employer offers her health insurance coverage at $200/month. Regardless of whether Jane accepts this 
offer, Jane is ineligible for CareLink.  
 
Jane’s husband John works, but is not offered health insurance by his employer. Jane’s employer offers family 
coverage for $500/month (employee + spouse), which is over 13% of their household income. John may be 
found eligible for CareLink.  
 
Please inform patients that while they may be found eligible for CareLink, this is not considered health 
insurance, and they may still be subject to a financial penalty for not having health insurance coverage when 
they file their taxes.  
 
Households seeking to apply for CareLink under these circumstances are required to provide documentation 
that indicates the monthly premium for employee + spouse/partner coverage, which may also be referred to 
as family coverage. Acceptable documentation includes:  

• Open enrollment flyer or other materials that includes the cost of employee + spouse/partner coverage, 
employer name, and date; or  

• Letter from Human Resources on company letterhead that verifies the cost of employee + spouse/partner 
coverage with details about open enrollment.  

 
NOTE:  The affordability test is not necessary, if the patient states that they are not eligible to enroll in the 
spouse’s employer-sponsored health insurance because the they are ineligible noncitizen (do not have social 
security number) or employer does not offer spouse/family coverage, the patient is eligible to apply for 
CareLink. 
 
Underinsured patients  
 
Patients with certain private insurance coverage may be found eligible for CareLink, if CCHHS is considered an 
in-network provider with their HMO or if the patient has a PPO or traditional “fee-for-service”. These patients 
are considered “underinsured” and may apply for CareLink to receive a partial discount on total out-of-pocket 
costs, excluding co-pays, which are not covered by the patient’s private insurance (e.g. annual deductible or 
co-insurance). 
 

• Underinsured patients with an annual income equal to or less than 250% of the Federal Poverty guidelines 
as established in the federal register annually are eligible for a 100% discount of total out-of-pocket costs, 
excluding co-pays.   

 

• Underinsured patients with an annual income greater than 250% of the federal poverty level but equal to 
or less than 350% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 50% discount of total out-of-pocket costs, excluding co-pays.   

 

• Underinsured patients with an annual income greater than 350% of the federal poverty level but equal to 
or less than 600% of the current years Federal Poverty guidelines as established in the federal register 
annually are eligible for a 25% discount of total out-of-pocket costs, excluding co-pays. 
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• Underinsured patients with an income above 600% are not eligible for assistance under the CareLink 
program.   

 

CareLink cost-sharing fees are applicable regardless of whether someone is uninsured or underinsured.  
 

Patients who have access to affordable employer-sponsored insurance are ineligible for CareLink.  

 
Temporary CareLink policy to expire December 31, 2018 
 
Through December 31, 2018, CareLink will provide temporary coverage to existing CCHHS patients insured by 
a private health insurance plan that CCHHS currently only has a facility agreement. As of January 18, 2018, 
these plans include:  

 

• Aetna  

• Blue Cross Blue Shield HMOI  

 

This temporary CareLink coverage is intended to provide CCHHS patients the opportunity to continue using 

CCHHS provider services while CCHHS works towards establishing a provider agreement with these health 

plans. Insured patients who may be eligible for temporary CareLink must be enrolled in a contracted HMO and 

who has selected CCHHS to serve as their Primary Care Provider or patients enrolled in a PPO.  

 

Upon expiration of the patient’s CareLink coverage, any visits to CCHHS providers that are not considered 

facility charges, would be the responsibility of the patient.  

 
Criteria Evaluated 
 

Any individual living in Cook County may apply for financial assistance or receive assistance in applying for 

state and federal assistance.  It is not necessary for a person to have received medical services at a CCHHS 

facility. 

Applicants must meet eligibility requirements to be eligible. Program eligibility determinations are based on 
analysis of the following criteria: 
 

• Established Cook County Residence  

• Analysis of Third Party Funding Sources 

• Identification  

• Family Size 

• Income  

• Ineligible for Medicaid, including ACA expansion, All Kids, Moms & Babies, FamilyCare, or AABD/SPD 

• Access to affordable private insurance through an employer  
 

It is the applicant's responsibility to present required documentation to substantiate the criteria above.  
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Applicants who refuse to provide this documentation are not eligible. Applicants will be made aware that 
independent verification is a part of the eligibility process. Applicants are required to provide written 
attestation to the validity and accuracy of information provided.  
Patient Financial Obligations – Cost-sharing fees  (future implementation date) 
CareLink participants are subject to cost-sharing fees at the point of service of the following amounts: 

• For CareLink enrollees with income below 250% FPL, a $5 cost-sharing fee shall be applied per non-dental 
outpatient visit, with a maximum of up to $10 for two or more non-dental outpatient visits taking place in 
one day. Outpatient visits include visits to the Emergency Department that DO NOT result in an inpatient 
hospital admission. 

• For CareLink enrollees with income 250-600% FPL, a $10 cost-sharing fee shall be applied per non-dental 
outpatient visit, with a maximum of up to $20 for two or more non-dental outpatient visits in one day. 
Outpatient visits include visits to the Emergency Department that DO NOT result in an inpatient hospital 
admission.  

• $25 cost-sharing fee per dental visit applied to CareLink enrollees of all income levels. 

• $2 cost-sharing fee per prescription, with a max of $8 for four or more prescriptions picked up in one day 
applied to CareLink enrollees of all income levels.    

 
Right to Appeal Process 
Every applicant will be afforded the right to appeal any decision related to program eligibility. The applicant’s 
right to appeal is addressed at the end of this policy. 
 

Section II. Patient Identity Procedures 

 
Documentation  
In all cases, the applicant should be asked to provide a picture ID.  If picture ID is not available, other forms of 

Identification are sufficient proof of applicant identification. The following may be used to establish the 

identity of the applicant. Patients are required to present two acceptable forms of Identification when 

applying for CareLink assistance. 

 

Required forms of ID: 1 item from list A, or 2 items from list B.  

List (A) Photo Identification  

• Valid Passport  

• Permanent Resident Card (green card)  

• Naturalization/Citizenship papers with picture 

• Military ID with picture 
 

 
List (B) Other Forms of Identification 

• Government issued photo ID i.e. State Driver’s license or State Identification Card; Valid Foreign consulate 
identification card; Worker’s permit identification with picture; Foreign voter’s registration card with 
picture; Student picture ID 
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• Birth record 

• Certificate of Citizenship 

• Notice to Appear 

• Form I-94, Departure Record 

• Naturalization Certificate without picture 

• Form I-797, Notice of Action 

• Travel Documents issued by U. S. Citizenship and Immigration Service 

• Adoption records 

• Social Security card 

• SSI/RSDI award letter 

• Voter registration card 

• Referral letters from state or local agencies on agency letterhead. (Examples:  Any local entity such as a 
church, hospital or clinic NOT part of CCHHS, nonprofit, neighborhood or community organization, shelter, 
a court or other government agency.) 

 

Section III. Cook County Residency Requirements  

  

Cook County Residents 
Persons applying for CareLink assistance must reside in Cook County at the time of service, and at the time of 

application. An applicant can be considered as living in Cook County in the following situations: 

• The applicant is living in a home or fixed place of residence located in Cook County.  

• An applicant with no fixed residence declaring intent to remain and live in Cook County. 

• Immigration status is not a factor in determining CareLink eligibility provided all other eligibility criteria is 
met  

• Patients residing at a domestic violence shelter in Cook County 
  

Residency Documentation 
 

Accepted Proof 

All residency documentation must be in the name of the applicant or a member of the household unit (as 

defined in Section IV – Household Composition of this policy). The documentation must contain the address 

used or declared by the applicant to establish residency.  

Requirement at application: At least 1 of the following items must be used to verify Cook County residency: 

 

Proof of residency 

• Mortgage statement dated within 30 days of the interview date  

• Current lease/rental agreement  

• Deed or sales contract for home purchase 
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• Utility bill dated within 30 days of the interview date 

• Public or private school enrollment records 

• Receipt of payment of property tax 

• Written referral letter from a shelter, church, or nonprofit on organizational letterhead  

• Documentation of release from a Department of Corrections Facility to a Cook County address 

• Award letter from a federal or state agency (for example, Disability Award or Food Stamps) dated within 
previous 60 days 

• Voter registration card 

• Automobile registration 

• Business mail, such as a bank statement, credit card bill or hospital bill from a non-CCHHS facility, 
addressed to the applicant or member of the household unit dated within the last 60 days 

 
No Fixed Residence, Homeless 
The applicant must complete a statement as to their homeless situation in situations where verifiable proof 

does not exist. The applicant must have also substantiated the reason for the lack of proof of residency.  

Non- Cook County Residents 
Persons not considered Cook County residents include the following persons: 

• An applicant who resides outside the boundaries of Cook County limits 

• An applicant who is an inmate, patient, or resident of an institution operated by a state or federal agency 
 

Section IV. Household Composition Requirements  

Household  

Eligibility is based on a household. A household, for purposes of determining CareLink eligibility, consists of a 

person living alone or persons living together where one or more individuals have a legal responsibility for the 

support of the others; even when more than one household resides together. The income of included 

household members is considered when determining eligibility.   

Examples of a household include: 
 

• Single adults 18 or older, not attending school 

• Parents and minor children 

• A legally married couple or a couple in a civil union 

• Caregiver relatives (aunt, uncle, grandparent) caring for minor children 
 

Excluded Household Members 

Certain individuals living in an otherwise eligible household are not considered part of the household. This 

includes individuals who are receiving 

• A household member not living in the household 

• Incarcerated household members 
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The income of these household members is not considered when determining eligibility. 

Separate Households Living Together 

Separate households living together include any individual (or family) living together with another household 

unit and that individual (or family) has no legal responsibility for members of the other household unit. In 

these instances the separate household person (or family) is not considered a part of household unit applying 

for CareLink assistance.  

The incomes of separate households living together are not counted when determining eligibility. 

 

CCHHS may ask for additional documentation to verify information provided in the CareLink application.  

 

Section V. Income Guidelines   

Income is any type of recurring payment that is received by any household member applying for assistance.  
Household income is verified and compared to the Federal Poverty Income Level chart to determine eligibility.  

Types of Income 

For CareLink assistance purposes there are two main categories of income that are to be assessed when 
determining eligibility. Types of income are “Countable Income” and “Exempt Income”. The income of the 
applicant and applicable household members must be considered when determining eligibility. For the 
purposes of determining eligibility, income is either counted or exempt. 
 

Countable Income 

• Wages, salaries, bonuses and/or tips, received via paycheck or cash 

• Self-employment, business, and farm income after deduction of business expenses (including depreciation 
and capital losses) 

• Alimony payments 

• Social Security Disability Insurance or retirement award letter  

• Dividends, interest, and royalties 

• Pensions and annuities, including investment income 

• Railroad retirement 

• Private or insurance disability payments 

• Regular cash support from family/others not living in the applicant household 

• Education/training stipends (specified for living expenses) 

• Income from rental property 

• Lump sum payments (counted only if received more than one in year, and only counts in the month 
received) 

• Unemployment benefits 
Exempt Income 

Exempt income is income or payments received by the applicant or a household member but not counted 
towards the household’s eligibility determination. Examples of Exempt Income may include: 

• Supplemental Security Income  (SSI) payments  
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• Dependent student/child earned income 

• Temporary Assistance for Needy Families (TANF) or Foster Care 

• Crime Victims Emergency Assistance 

• Tax refunds 

• Reimbursement of expenses (e.g., mileage, etc.) 

• Employment income received by a full-time high school student 

• Irregular Payments from family and friends of $50.00 or less and not received regularly  
 

Exempt income is not counted when determining eligibility. 

Section VI.  Income Determination Process  
 

Calculating Income  

Income determination for eligibility is based on verified gross monthly income.  Not every applicant or household 
member receives income on a once monthly basis. Often a household’s income must be converted from a non-
monthly amount into a monthly amount.  Converting Income to Monthly Values 

The following table lists the different conversion formulas to be used when converting income to a monthly 

amount.  

If the applicant or household member 

receives income … 

Then convert the income to a monthly amount 

by… 

Weekly Multiplying weekly average by 4.33 

Every Other Week Multiplying bi-weekly average by 2.17 

Twice Monthly Multiplying twice monthly average by 2 

Once Monthly Multiplying once monthly average by 1 

Yearly (Self-employed) Dividing previous tax years gross income by 12 

 
Documenting Income 
All household income, counted or exempted, must be verified and documented. An applicant’s statement of 

income will not be accepted as income verification.  

Employment Income Verification 

An applicant’s or household member’s most recent paycheck stubs are the preferred method of verifying 

Employment Income. Acceptable forms of income verification may include: 

Income Frequency Pay Stubs Required 

Weekly 2 Payroll check stubs, dated within last 30 

days, if employed full-time and paid weekly. 
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Every Two Weeks or Bi-monthly 2 Payroll check stubs dated within last 30 

days, if employed full-time and paid every 

two weeks or bi-monthly. 

Once Monthly 2 Payroll check stubs, dated within last 60 

days, if employed full-time and paid once 

monthly. 

Employed Part-time or if hours vary 4 Payroll check stubs, dated within last 60 

days, if employed part-time or if hours vary. 

 
Other forms of acceptable Income verification include: 
Required at application, if payroll check stubs are not available or the applicant is not employed. 
 

• Written verification from employer on company letterhead  

• If self-employed, 30 days ledger of income/expenses 

• Complete copy of prior year’s federal tax forms filed 

• Unemployment benefits statement or letter from the Illinois Dept. of Employment Security 

• Retirement, Survivors, Disability Insurance (RSDI) award letters 

• Short or long term disability statements 

• Supplemental Security Income Award letters (SSI) 

• Statement of dividends, interest and royalties 

• Education/training stipends (specified for living expenses) 

• Pensions and annuities statements 

• Veteran’s Administration Benefits 

• Worker’s Compensation letter 

• Notarized letter indicating amount and source of financial assistance, that should include any regular cash 
support from family/others not living in the applicant household or in-kind support for room and board or 
other living expenses 

• Notarized letter from non-legally responsible adults living in the same household as the patient providing 
in-kind support for room and board 

• Income from rental property 

• Farming income 

• Child support payments or support verification letter 

• Alimony support records or cancelled checks 

• Odd jobs such as babysitting, cleaning houses, or mowing lawns, and day labor 

• Lump Sum Payments (Counted only if received more than once in year, and only counts in the month 
received) 

 

Section VII.  Application Process 

 Applicant Rights & Responsibilities 
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Residents of Cook County have the right to submit an application for review and eligibility determination. Each 

applicant should be treated with dignity and respect during an interview for potential program eligibility. 

Before completing the eligibility interview, Financial Counselors must: 

• Ensure the applicant has a thoroughly completed application with all required supporting documentation. 

• Review rights and responsibilities. 

• Confirm the applicant understands the rights and responsibilities.  

• Explain the program’s eligibility and verification requirements. 
 

Application Submission 
 

Applicants must complete the “Application for CareLink” as part of the eligibility review process. The applicant 

or authorized representative can request an application in person or by telephone. All applications must be 

completed and signed by the applicant or a representative.  

Note: CCHHS employees/contracted employees may assist with the completion of the application in situations 

where the applicant cannot reasonably complete the application him/herself, but the applicant or 

representative must sign the application attesting to its accuracy.  

Patients may complete a CareLink application prior to receiving a service at CCHHS.  

A patient who applies for CareLink after receiving a service from CCHHS may have CareLink retroactively cover 

all or a portion of that service, if a CareLink application is completed and approved within 90 days of that 

service.  

A CareLink application must be completed within 30 calendar days of initiation. This includes the paper 
application, the submission of any necessary documentation, and an interview with a financial counselor. 
Incomplete applications or applications missing the necessary supporting documentation will be considered 
pending for a period of up to 30 calendar days from the initial date of application. On the 31st day, an 
incomplete pending application will be denied. Denied applications and all supporting documentation will 
be returned to the applicant at time of denial and the patient will be provided with an “Eligibility 
Determination Notice” as well as instructions on how to re-apply for assistance. 

 Face-to-Face Interview   

A face-to-face interview with a financial counselor is part of the CareLink application process. Face-to-face 
interviews are available with financial counselors at multiple sites throughout CCHHS. An application cannot 
be completed or approved until a face-to-face application occurs.  
 
 
 
Supporting Documentation 
 

It is the responsibility of the applicant or representative to provide any and all supporting documents 

identified as necessary to determine eligibility during the interview. Failure to provide appropriate documents 



Page 15 of 17 

 

in the 30-day application window will result in denial and require a new CareLink application to be filed. The 

applicant will be responsible for re-scheduling another appointment once they have secured all required 

documentation.  

Other Funding Program Sources 

 

CareLink is the payer of last resort. Financial Counselors must explore potential eligibility for other funding 

program sources (e.g., Medicaid, Crime Victims, etc.) prior to certifying patients for eligibility. If a patient is 

potentially eligible for another financial assistance program(s) the patient must apply for assistance with the 

appropriate agency and denied prior to being approved for CareLink Assistance.  

Patients should be informed about their responsibility to apply for Medicaid or related programs if they 

appear to be eligible. Any patient who fails or refuses to comply with this eligibility requirement will be 

deemed ineligible for CareLink. Accounts on patients who have applied for assistance through other funding 

sources will remain financially classified as “Self-Pay” until final disposition is reached on applications for 

assistance with the other funding sources.  

At CCHHS’ management discretion applicants pending eligibility for Supplemental Security Income (SSI) 

assistance may be processed for CareLink assistance based on several factors. This might include consideration 

of the length of time it currently takes the Social Security Administration to process and approve claims for SSI, 

high account balances, and account aging. Another consideration would include the applicant’s SSI claim and 

the current level of appeal with SSA.  

Disposition of Application at Interview 
 

The “Notice of Eligibility Determination” is the applicant's notice of eligibility status. At the end of the 

application review/face-to-face interview with the patient the financial counselor will have reached one of 

three outcome options. This includes: 

• Approved Application  

• Denied Application 

• Pending 
 

Approved Application  

 
The financial counselor will complete the “Notice of Eligibility Determination” letter informing the applicant of 
their eligibility (or continuing eligibility for recipients reapplying to extend their benefits). The “Notice of 
Eligibility Determination” letter will contain the following: 
 

• Applicant’s name 

• Medical record number 
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• Effective beginning and ending dates of CareLink eligibility (Eligibility Coverage Period) 

• Level of Assistance (e.g., 100% or a partial discount) 

• Effective date of the decision  

• The right to appeal 

• The right to re-apply 
 

The financial counselor will advise the household about their right to appeal the decision if there are concerns 

about the amount of eligibility provided. Additionally, remind the recipient they are required to report any 

change in their residency, household composition, or income. Explain that failure to do so will result in 

termination of coverage dating back to the date of the unreported change. 

Denied Application 

 

The financial counselor will complete the “Notice of Eligibility Determination” letter informing the applicant of 
their denial. The “Notice of Eligibility Determination” letter will contain the following: 
 

• Applicant’s name 

• Medical record number 

• Specific reason for denial; as listed below. 

• Effective date of the decision  

• The right to appeal 

• The right to re-apply 
 
 

i. Incomplete application or missing/invalid supporting documentation 
ii. Residency outside Cook County, Illinois 
iii. Failure to keep face-to-face interview appointment 
iv. Income exceeds program limits for applicant’s household unit size 
v. Access to employer-sponsored health insurance coverage  
vii. Applicant’s identification not established 
8. Non-Compliance (Not completing the requirement to apply for other funding program sources) 
9. Failure to report changes in “Residency, Household Composition, or Income”.  

 

 

 

Section VIII.  Eligibility Periods  

 

12-Month Eligibility Period 

 

Once a patient is found eligible for CareLink, he/she will have CareLink eligibility for up to 12 months from the 
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month they are first approved. However, CareLink participants are required to report changes in family 

income, family size, insurance changes, or address to CCHHS Financial Counselors within 30 days of the 

changes occurring. Failure to report changes may result in cancellation of CareLink eligibility and billing for 

future CCHHS services.  

CareLink enrollees may be subject to review of their case sooner than 12 months, in the event that they may 

be eligible for private insurance on the Marketplace during the Open Enrollment Period or through his/her 

employer.  

Retroactive Eligibility   
Retroactive eligibility may be allowed for up to 90 days prior to the date of approval, provided the patient has 

met all eligibility criteria during that time frame. Retroactive eligibility applies only to the patient’s self-pay 

account(s) or balances.  

Section IX.  Complaints, Grievances, and Appeals 

  

Overview 
  

• Applicant disagreements regarding denials should be addressed to the financial counselor completing the 
denial.  

• If the applicant is not satisfied with the explanation or reason, the applicant may file an appeal by 
contacting the CareLink Advocate Direct Supervisor where the interview took place. The financial 
counselor or supervisor upon receipt of notice of appeal, either written or verbal must schedule an 
appointment with the applicant to hear their appeal within 2 business days. The applicant may be required 
to present additional documentation in compliance with this policy for the appeal process.  

• The CareLink Advocate Direct Supervisor will review the patients CareLink application and all supporting 
documentation and determine if the appeal hearing is necessary in order to reach a favorable decision. If 
the hearing is necessary it should take place as scheduled. If not the hearing is cancelled and the patient 
notified of the favorable outcome. The patient must be notified of the CareLink Advocate Supervisor’s 
decision no later than 5 business days following the appeal hearing.   

• If the applicant is not satisfied with the financial counseling supervisor’s decision the applicant will be 
referred to the Patient Access Director for further review. The Patient Access Director will review the file 
and render a final decision in writing and notify the applicant within 10 business days from the date the 
appeal was referred. The Patient Access Director may request that the patient provide additional 
documentation to assist in resolving the dispute.    

If the applicant is not satisfied with the financial counseling director’s decision the applicants file will be 

referred to the Chief Financial Officer of the facility for final resolution.  
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