
As healthcare workers, we know that we need enough staff to deliver the care our patients need. That’s why we made a proposal for 
unit-based staffing committees that will give us more voice and input on our staffing plans.

Our bargaining team has expressed that staffing at Good Sam is in crisis. We are not able to provide the care that our patients 
deserve and need. Our proposal for unit-based staffing committees would allow us to have a strong voice in developing our staffing 
plan and ability to advocate for our patients. By rejecting our proposal, MultiCare management has said they do not have same 
priorities as we do when it comes to patient care. We will continue to fight for the staffing that we know our patients need.

Our Proposal Management’s Proposal 

Annual staffing meeting with president of the hospital and 
chief nursing officer to address all staffing concerns.

One-time staffing meeting with hospital president and CNO 
for the life of the contract.

Unit-based staffing committees: A unit-based 
staffing committee on each unit that formulates 
recommendations and facilitates staffing plans. Decisions 
and recommendations by the committees will be made 
collaboratively. The composition of the committees will be 
representative and fair, and committees shall meet monthly. 
Union contract will establish committee responsibilities and 
criteria for staffing plans.

REJECTED!

“Management rejected our 
proposal on unit-based staffing 
committees and want us to 
withdraw it. They do not want us 
to have a voice. We need as many 
avenues as possible to address the 
staffing shortage we are dealing 
with every day and every shift.” 
Grace Land, CSR

Good Samaritan Hospital
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Follow us and be part of the conversation  
@SEIUHealthcare1199NW

Bargaining team members:
Kristi Langston, PTCA, Oncology
Nattalie Newton, PTCA, Palliative
Delia Gable, Sleep Lab
Diana McDaneld, PTCA, CCU
Robin Bowlby, Dietary
Carleen Moon, Dietary
Grace Land, CSR Tech
Iana Crigan, Pharmacy Tech
Annette Augustine, Surg Tech
Traci Robinette, Environmental Services
Katrina Briggs, PTCA, Progressive Care
Genny Loy, PTCA, Progressive Care
Stacy Frazer, Nuclear Medicine
Nichole Hansen, Echocardiographer
Kari Oswald, OB Surg Tech

Next bargaining dates:  
November 13 and 26

Our Patients Deserve  
the Best Care and Safe Staffing



Healthcare Workers Shouldn’t  
be Sent to Collections for Medical Bills 
In our bargaining surveys we learned that having 
affordable healthcare and protection from collections 
is important. So many of us have been placed in 
collections without having the ability to make payment 
arrangements or being offered financial assistance that 
would lower our bills. MultiCare takes pride in saying 
they have the best financial assistance in the state, but 
are not willing to expand that to us. We presented and 
shared our stories on our proposal that would help us get 
the necessary assistance and support we need to avoid 
collections. In our proposal we have demanded to include 
a copy of the MultiCare charity care sliding scale in our 
contract. MultiCare put out this scale to help all patients 
determine whether they qualify for assistance. They need 
to do the same, if not better, for us as well. Check and 
see if you qualify for any of financial assistance with your 
medical bills. 

87-0506-3e  A (Rev. 7/19)

Please fill out all information completely. If it does not apply, write “NA.” Attach additional pages if needed.*

Financial Assistance  Form – Confiden  
Please fill out all informa n completely. If it does not apply, write “NA.” A ach  pages if needed. 

SCREENING INFORMATION 
Do you need an interpreter?  □ Yes □ No  If Yes, list preferred language: 

Has the ent applied for Medicaid? □ Yes □ No  May be required to apply before being considered for financial assistance 

Does the pa ent receive state public services such as TANF, Basic Food, or WIC? □ Yes □ No   

Is the pa ent currently homeless? □ Yes □ No  

Is the pa ent’s medical care need related to a car accident or work injury? □ Yes □ No  

PLEASE NOTE 
We cannot guarantee that you will qualify for financial assistance, even if you apply.
Once you send in your applica , we may check all the infor n and may ask for addi onal inform  or proof of income.
Within 14 calendar days er we receive your completed applica on and documenta on, we will no fy you if you qualify for assistance.

PATIENT AND APPLICANT INFORMATION 
 first name  middle name  last name 

□ Male   □ Female
□ Other (may specify _____________)

Birthdate  

Person Responsible for Paying Bill  to Birthdate  

Mailing Address 
_________________________________________________________________ 

_________________________________________________________________
City                           State                     Zip Code 

Main contact number(s) 
(   ) __________________ 
(   ) __________________ 
Email Address: 
____________________________ 

Employment status of person responsible for paying bill 
□ Employed (date of hire: ______________________)  □ Unemployed (how long unemployed:________________________)
□ Self-Employed □ Student □ Disabled □ Re red □ Other (______________________)

FAMILY INFORMATION 
List family members in your household, including you. “Family” includes people related by birth, marriage or n who live 
together.       

  FAMILY SIZE ___________                                             A ach addi  page if needed 

Name 
Date of 
Birth 

Re p to Pa ent 
If 18 years old or older:  
Employer(s) name or 
source of income 

If 18 years old or older: 
Total gross monthly 
income (before taxes): 

Also applying for 
financial 
assistance? 

Yes / No 

Yes / No 

Yes / No 

Yes / No 

Account #

Social Security #

•
•
•
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q	MultiCare Puget Sound Hospitals
q	MultiCare Puget Sound Clinics
q	MultiCare Inland Northwest Hospitals
q	MultiCare Rockwood Clinics

q	Woodcreek Pediatrics
q	ABC Clinics
q	Olympic Sports and Spine
q	MultiCare Behavioral Health Network
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Please check the location of the facility that you were seen: * MultiCare Immediate Clinics, MultiCare 
 Indigo Urgent Care and MultiCare Urgent 
 Care Clinic visits are no longer covered 
 under MultiCare's financial aid program.

FINANCIAL ASSISTANCE APPLICATION FORM 
CONFIDENTIAL

“When management 
tells us that financial 
assistance is offered to 
everyone who gets care 
at MultiCare, that is not 
completely true. I was a 
patient at MultiCare. I 
was never informed 
about financial 
assistance and as a result 

I was put in collections. I had to find out on my own 
and request paperwork to help me with the bill. We 
need to be better informed on this assistance and we 
need to be protected from collections.” 
Yana Crigan, Pharmacy

Financial Assistance
Appendix A
2019

1 $12,490 $37,470 $43,715 $49,960 $56,205 $62,450
2 $16,910 $50,730 $59,185 $67,640 $76,095 $84,550
3 $21,330 $63,990 $74,655 $85,320 $95,985 $106,650
4 $25,750 $77,250 $90,125 $103,000 $115,875 $128,750
5 $30,170 $90,510 $105,595 $120,680 $135,765 $150,850
6 $34,590 $103,770 $121,065 $138,360 $155,655 $172,950
7 $39,010 $117,030 $136,535 $156,040 $175,545 $195,050
8 $43,430 $130,290 $152,005 $173,720 $195,435 $217,150
9 $47,850 $143,550 $167,475 $191,400 $215,325 $239,250

10 $52,270 $156,810 $182,945 $209,080 $235,215 $261,350
EACH ADD'L $4,420

300% 350% 400% 450% 500%

100% 95% 90% 80% 70%

0% 5% 10% 20% 30%

FAMILY SIZE
350% 400% 450%

Poverty Level, Up To

Charity Discount, %

Gross Annual 
Income

300%

Patient Responsibility, %

500%

MultiCare Sliding Scale Support for Workers with 
Medical Bills

For more information on financial assistance visit  
https://www.multicare.org/financial-assistance/


