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Financial Assistance and Billing Practices

1.0 Introduction
The mission of Regional Health Services of Howard County (RHSHC) is to
promote, preserve, and protect the health of the residents of Howard County and
its surrounding areas. RHSHC demonstrates its commitment to the communities
we serve, regardless of race, creed, sex, age or financial status. RHSHC
attempts to respond to the needs of those we serve insofar as its resources and
capabilities allow.

2.0 Scope

2.1 This policy and procedure pertains to services provided by Regional Health
Services of Howard County and performed by RHSHC providers. See Appendix
A for a listing of those groups or providers.

2.2 This policy does not apply to certain groups or providers that may treat a RHSHC
patient. Independent physicians and other non-RHSHC providers and services
are not covered. Patients seeking a discount for services provided by an
independent physician or non-RHSHC provider should directly contact their
physician or other provider. See Appendix B for a listing of those groups or
providers.

3.0 Purpose

3.1 The purpose of this policy is to state specifically how RHSHC views financial
assistance, charity care, how requests for charity care will be addressed, and to
ensure that all RHSHC locations follow and apply uniform billing practices.

3.2 Patients who are without health insurance, underinsured, or otherwise show a
demonstrated inability to pay for healthcare services received, may qualify for
various financial assistance programs. Providing qualified patients with financial
assistance for healthcare needs is an essential element of the RHSHC mission.

4.0 Policy

4.1 RHSHC is committed to providing charity care to persons who have healthcare
needs and are uninsured, underinsured, ineligible for a government program, or
otherwise unable to pay for medically necessary care based on their individual
financial situation.
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4.2 Charity care is not a substitute for personal responsibility. Patients are expected
to cooperate with RHSHC's procedures for obtaining charity care or other forms
of financial assistance and to contribute to the cost of their care based on their
ability to pay. Individuals and/or families with the financial capacity to purchase
health insurance are encouraged to do so, as a means of assuring access to
health care services, for their overall personal health, and for the protection of
their individual and/or family assets.

4.3 RHSHC's sponsored, owned and leased operations shall maintain an open door
policy to provide emergency and medically necessary medical care to the
community within the meaning of section 1867 of the Social Security Act (42
U.S.C. 1395dd). No limitations or situations for rendering care will be based on
the patient’s ability to pay.

4.4  This policy is specifically targeted at low-income, uninsured and underinsured
patients who meet certain eligibility requirements and is not intended to be
applied to insured or self-insured patients who have the means to accept the
responsibility for their incurred charges. Financial assistance is also considered a
last resort option for patients. Insurance, Medicaid, County Poor Relief, Christian
Ministry Programs, etc. must be exhausted prior to financial assistance approval.

4.5 RHSHC recognizes that certain state and/or federal laws require it to make good-
faith efforts to collect all accounts and as such, collection agency services will be
utilized in accordance with standard business industry practice.

4.6  Additionally, RHSHC recognizes that certain state and/or federal laws do not
allow discounts to all patients and as such, RHSHC will only consider discounts
on a case-by-case basis as requested by the patient or his or her legal
representative or guardian. RHSHC also recognizes that laws may prevent it
from discounting or waiving certain co-pays and deductibles.

4.7  Any patient can complete an application and apply for financial assistance. The
financial assistance program is designed to meet all Federal, State and Local
requirements.

4.8 RHSHC locations governed by this policy have discretion to weigh any
extenuating circumstances when determining eligibility for financial assistance
and when determining discount levels. Any such determinations must meet the
parameters of this policy at a minimum such that eligibility may become easier for
a patient to meet or discount levels are greater than prescribed in this policy.
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5.0 Guiding Principles

5.1 To: Provide community assistance to patients and families when charges for
hospital/clinical services received create an undue financial hardship.

5.2 To: Create a process in which all financial resources of the patient is evaluated
(including household income and under some state laws, the income of adult
children) and charity care provided relative to the patient’s entire financial
situation including all healthcare obligations.

5.3  To: Provide a uniform, consistent billing practice and charity care program
throughout RHSHC'’s locations.

6.0 Definitions

Bad Debt is defined as those amounts that are uncollectible and do not meet the charity
care services eligibility criteria. Bad Debt is the result of unsuccessful collection efforts
on accounts of patients unwilling to pay. RHSHC will use all methods legally available to
collect on accounts of patients who have the means, and yet are unwilling to pay. Any
discounts to and write offs due to bad debt shall not count as charity care.

Charity Care: Free or discounted medical care for Emergency or Medically Necessary
Services provided by RHSHC. Patients who are Uninsured or Underinsured for a
medically necessary service who are ineligible for governmental or other coverage, and
who have family incomes not in excess of 100% of the Federal Poverty Guidelines may
be eligible to receive 100% Charity care based on their financial assistance application.
RHSHC may determine or re-determine a patient’s eligibility for charity care any time
information on the patient’s eligibility becomes available.

Financially Indigent: Uninsured or underinsured patients who are provided care with
no obligation or a discounted obligation to pay for the services rendered. These patients
are also defined as poor or economically disadvantaged and have income at or below
federal poverty levels.

Indigent by Design: Patients who were offered health insurance and chose not to
participate in their employer’s health plan. RHSHC may, at its sole discretion, grant a
discount to patients deemed to be indigent by design and will work with such patients to
arrive at a payment schedule acceptable to both parties. RHSHC will use all methods
legally available to collect on accounts of patients who are deemed indigent by design.
Any discounts in this category shall not count as charity care.

Other situations that may be deemed Indigent by Design include, but are not limited to:
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e Patients under 26 who qualify for inclusion on their parents health
insurance plan
s College students who did not elect the student heaith plan

Medically Indigent: Patients whose medical or hospital bills, after payment by third-
party payers, exceed the financial resources available to the patient. The patient who
incurs catastrophic medical expenses is classified as medically indigent when payment
would require liquidation of assets critical to living or would cause undue financial
hardship to the family support system. In addition, medically indigent shall also include
catastrophic medical expenses of patients where after payment by third-party payers,
the residual amount exceeds the financial resources available to the patient.

Medically Necessary: Health care services or products that a prudent physician would
provide to a patient for the purpose of preventing, diagnosing, or treating an illness,
injury, disease or its symptoms in a manner that is: (a) in accordance with generally
accepted standards of medical practice; (b) clinically appropriate in terms of type,
frequency, extent, site and duration; and (c) not primarily for the convenience of the
patient, physician, or other health care provider. (AMA definition of “medical necessity”
Policy H-320.953[3], AMA Policy Compendium).

Partial Charity Care: Care at a discounted rate for Emergency or Medically Necessary
services provided by RHSHC. Patients who are Uninsured or Underinsured for a
medically necessary service, and who have family incomes in excess of 100% of the
Federal Poverty Guidelines, are eligible to receive Partial Charity Care in the form of a
discount of up to 75% off of net inpatient, outpatient and/or clinic charges. However,
patients who would otherwise qualify for Partial Charity Care but who have sufficient
liquid assets available to pay for care without becoming Medically Indigent are not
eligible for Partial Charity Care. Authorized Patient Financial Advocates, Patient
Financial Services and Senior Staff may grant a larger discount than the grid allows if
the situation warrants the larger discount and may go up to 100%.

Patient — Household: Those who are responsible for payments for self or dependents.
This may not be limited to those living directly at a single residence and may encompass
any dependent relationship such as a child or dependent at college in a different town.
This may also encompass other dependents living at the same residence such as
dependent relatives living within the household.

Presumptive Charity Care: A determination that a patient is presumed eligible for
Charity Care when adequate information is provided by the patient or through other
sources which allow RHSHC to determine that the patient qualifies for Charity Care.
(See Attachment 1V)




DEPARTMENT: Fiscal Services R M 1
DATE LAST REVISED: 04/12/2020 eg 10Nna

DATE LAST REVIEWED: 04/12/2020 .

PAGE NUMBER: 5 Health Services
POLICY NO.: OF HOWARD COUNTY
APPROVED BY: POLICY AND PROCEDURE

Financial Assistance and Billing Practices

7.0  Eligibility

71 RHSHC will adhere to an established methodology to determine eligibility for
Charity Care and Partial Charity Care. The methodology shall consider whether
health care services meet Emergency or Medical Necessity criteria, as well as
income, net assets, family size, and resources available to pay for care.

7.2 Uninsured and underinsured patients whose income/family income does not
exceed 100% of the current Federal Poverty Guidelines may be granted 100%
forgiveness of their charges for emergent or medically necessary care. Patient’s
assets will be taken into account for eligibility even if his or her income/family
income is at or below 225% of the Federal Poverty Guidelines. For example, a
patient with annual income of $10,000 and positive net assets of $100,000 may
have the resources to pay his or her bill.

7.3 Uninsured and underinsured patients whose income/family income is greater
than 100% of the Federal Poverty Guidelines may be granted up to 75%
forgiveness of their charges for emergent or medically necessary care based on
a sliding scale.

7.4 Uninsured, underinsured, and indigent by design patients whose income/family
income is greater than 225% of the Federal Poverty Guidelines may be eligible
for discounted care based on their particular circumstances. Such discounts are
at the discretion of the organization and will not be counted as charity care.

7.5 RHSHC locations have the option to provide a prompt pay discount. Such
discounts are at the discretion of the location and will NOT be counted as charity
care.

7.6 Eligibility for Charity Care and Partial Charity Care will extend for up to 180 days
from the date eligibility is determined, but can be re-examined at any time new
information is available. The 180 day period is contingent upon the patient
working in good faith with RHSHC on all payment sources.

7.6.1 Within this 180 day period, charity will not automatically be applied to
" patient accounts. The patient must contact RHSHC indicating they
have an inability to pay. The patient will not have to reapply, but will
need to confirm their current financial situation has not changed.

7.7 Circumstances that may disqualify a patient for a charity care are:
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7.7.1 Fraud (providing false information on the Financial Assistance Application
& Patient Financial Information Form).

7.7.2 Patient or legal representative/guardian unresponsive to requests for
information.

7.7.3 Refusal to fully complete Financial Assistance Application & Patient
Financial Information Form.

7.7.4 Refusal to provide requested documentation of income and assets.
7.7.5 Refusal to cooperate with the charity care policy.

7.7.6 Refusal to cooperate with any reasonable payment arrangements.

8.0 Calculation Methodology

8.1 All available financial resources shall be evaluated before a determination
regarding charity care or partial charity care is made. RHSHC shall consider the
financial resources of the patient, as well as other persons having legal
responsibility to provide for the patient (e.g. parent of a minor, spouse). Special
consideration may be given for the patient's primary residence and primary
vehicle.

8.1.1 If, in the course of evaluating the patient’s financial circumstances, it is
determined by RHSHC that the patient may qualify for federal, state, or
local programs or insurance coverage, financial counseling will be
provided to assist patients in applying for available coverage. Charity
Care and Partial Charity care will be denied to patients/guarantors
who do not cooperate fully in applying for available coverage.

8.1.2 Patients with Healthcare Reinsurance or Medical Savings Accounts are
insured for purposes of this policy and the amount on deposit will be
considered as an available resource toward payment for services.

8.1.3 If a patient has a claim, or potential claim, against a third party from which
the hospital’s bill may be paid, the hospital will defer its Charity Care
determination pending disposition of the third party claim.

8.2 Eligibility for Charity Care or Partial Charity Care will be determined using a
sliding scale in excess of 100% of the Federal Poverty Level Guidelines as
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published annually in the Federal Register, as well as consideration of available
assets and liabilities and any extenuating circumstances.

8.3 RHSHC locations will use Appendix E for scoring Charity Care and Financial
Assistance Applications and apply the applicable discount to patient’s bill where
“the patients income is in excess of 100% of the Federal Poverty Guidelines.

8.4 Patients/Guarantors shall be notified in writing when RHSHC makes a
determination concerning Charity Care or Partial Charity Care.

8.5  Allinformation obtained from patients and guarantors shall be treated as
confidential to the extent required by the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) and any other applicable federal, state or
local privacy laws.

8.5.1 Applications and supporting documentation should not be stored in the
patient’s paper or electronic record. Storage should be in the central
contract management system or other electronic, secure central
repository as may be determined by committee.

9.0 Presumptive Charity Care

9.1 Presumptive Charity Care is a tool of last resort and applies only after all other
avenues have been exhausted. There are occasions when a patient may appear
eligible for a charity care discount, but there is no financial assistance form on file
because documentation was lacking that would support the provision of financial
aid. Such instances have resulted in a patient’s bill being assigned to a
collection agency and ultimately recognized in the accounting records as a bad
debt expense, due to a lack of payment. This approach, however, results neither
in a fair solution for the patient nor in an appropriate accounting of the
transaction. Often there is adequate information provided by the patient or
through other sources, which could provide RHSHC with sufficient evidence to
provide the patient with a charity care discount, without needing to determine
eligibility for medical indigence. This presumptive eligibility, when properly
documented internally by RHSHC staff, is sufficient to provide a charity care
discount to patients who qualify. Once determined, due to the inherent nature of
the presumptive circumstances, the only discount that can be granted to the
patient by RHSHC is a 100% write-off of the account balance.

9.2 Some patients are presumed to be eligible for charity care discounts on the basis
of individual life circumstances (e.g., homelessness, patients who have no
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income, patients who have qualified for other financial assistance programs such
as food stamps or WIC). RHSHC shall grant only 100% charity care discounts to
patients determined to have presumptive charity care eligibility. RHSHC shall
internally document any and all recommendations to provide presumptive charity
care discounts from patients and other sources such as physicians, community
or religious groups, internal or external social services or financial counseling
personnel.

9.2.1 To determine whether a qualifying event under presumptive eligibility
applies, the patient/guarantor shall provide a copy of the applicable
documentation that is dated within 30 days from the date of service.

9.2.2 For instances in which a patient is not able to complete an application for
financial assistance, RHSHC may grant a 100% charity care discount
without a formal request, based on presumptive circumstances, approved
by the RHSHC Business Office Manager, CFO, CEO or designees in
accordance with approval thresholds found in Attachment V.

9.2.3 RHSHC shall utilize the Standardized Patient Charity Care Discount
Application Form — Presumptive Eligibility (see Appendix C ).

9.2.4 The determination of presumptive eligibility for a 100% charity care
discount shall be made by RHSHC on the basis of patient/guarantor
income, not solely based on the income of the affected patient.

9.2.5 Individuals may not be required to complete additional forms or provide
additional information if they already have qualified for programs that, by
their nature, are operated to benefit individuals without sufficient
resources to pay for treatment. Rather, services provided to such
individuals may be considered charity care and shall be considered as
qualifying such patients on the basis of presumptive eligibility. Examples
of patient situations that reasonably assist in the determination of
presumptive eligibility can be found on Attachment Ill to this policy.

9.3 Payments previously made on presumptive accounts will not be refunded to the
patient.
10.0 Application Process
10.1 Patients can apply for financial assistance by contacting the business office or by

visiting www.RHSHC.com to obtain all application materials. Copies of
documents to substantiate income levels and assets shall be provided by the
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patient/guarantor (e.g.: W-2, most recent Tax Return, Pay Stubs, and Bank
Statements)

10.2  The patient/guarantor shall be required to provide information sufficient for
RHSHC to determine whether he or she is eligible for benefits available from
insurance, Medicare, Medicaid, Workers’ Compensation, third party liability and
other federal, state, or local programs. Use Appendix F.

10.3 In the event that RHSHC determines that a patient is ineligible for Charity Care or
Partial Charity Care, the patient may appeal that decision in writing to the Chief
Financial Officer (CFO) or designee within thirty (30) days following receipt of the
bill for which financial assistance has been requested. Failure to appeal will
result in the decision becoming final. The determination of the CFO or designee
shall not be subject to further appeal.

10.4 Patients who return a completed application and qualify for financial assistance
must have all extraordinary collection activities reversed on their accounts and
refunded any amounts they have paid above and beyond their new calculated
balance.

10.5 Patients who return an incomplete application must be given 10 business days to
complete the application and all extraordinary collection activities must be
suspended. The patient must also be sent a letter indicating what information is
needed to process their application and the contact information to use if they
have questions.

10.6  Should a patient need free assistance with completing or understanding this
policy or the application materials, they can obtain assistance by calling the
number found on their statement.

10.7 Completed applications and attached documents should be forwarded to the
RHSHC Business Office department for processing and scoring.

10.8  Applications will be scored and determination letters sent to the patient or
guardian within 3 weeks of receipt.

10.9  Application, attachments and determination letter will be scanned into central
repository with expiration noted as 240 days from determination.

12.0 Billing and Collections
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12.1 At the time of billing, the organization shall provide to all SELF-PAY, low-income,
uninsured patients that qualify for free or discounted care under this policy the
same information on services and charges that it provides to all other patients
receiving care. Qualified patients will be granted a self pay discount and any
applicable Charity Care discount. Thus, the gross charges, applicable discounts,
and net balance will show on the bill with the net charges being the patient’s
responsibility to pay.

12.1.1 If the patient qualifies for 100% charity care, no further bills will be sent.
A letter will be sent instead indicating that the patient’s bill has been
completely forgiven.

12.2  When sending a bill to any patient, the organization shall include on the bill all of
the following information:

12.2.1 A statement that indicates that if the patient meets certain income
requirements the patient may be eligible for a government-sponsored
program or for financial assistance from the organization for help in
paying for the services that were provided; and

12.2.2 A statement that provides the patient with an organization phone and
website contact info for which the patient may obtain information about
the organization’s financial assistance policy for low-income uninsured
patients and how to apply for such assistance for the payment of services
that were provided

12.2.3 Notices and contact information must be printed on the front of patient
billings. The printing on the bill does not need to be exhaustive and may
read similar to "RHSHC has a financial assistance policy. If you meet
certain requirements and are unable to pay your bill you may qualify for a
discount. This policy, along with a summary of the policy and application
materials can be found at www.RHSHC.org. For more information
contact your local business office.”

12.3 If the patient qualifies for the organization’s financial assistance policy for low-
income, uninsured patients and is cooperating with the organization with regard to
efforts to settle an outstanding bill within current self pay collection policy
guidelines and timeframes, the organization or its agent shall not send, nor
intimate that it will send, the unpaid bill to any outside collection agency. At such
time as the organization sends the uncollected account to an outside collection
agency, the amount referred to the agency shall reflect the reduced-payment level
for which the patient was eligible under the organization’s financial assistance
policy for low-income uninsured patients. RHSHC does not report any data to any

10
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of the credit agencies, however, the collection agencies RHSHC utilizes may
report to the credit agencies.

12.4 RHSHC locations will allow 240 days from the first post discharge billing statement
for individuals to apply for financial assistance.

12.5 RHSHC locations will allow all individuals 120 days from the first poéf diécharge
statement to apply for financial assistance before initiating any extraordinary
collection activities (ECA). RHSHC considers placement at a collection agency an
ECA.

12.6 The term “individual” does not include any trust, estate, partnership, association,
company, corporation, or governmental entity and, thus, would not include any
private or public insurer. Accordingly, the final regulations retain the provision in
the 2012 proposed regulations regarding ECAs against individuals with
responsibility for a patient's hospital bill. This provision does not require a hospital
facility to make reasonable efforts to determine FAP-eligibility before engaging in
ECAs against private or public insurers or any other liable third parties that are not
individuals.

12.7 Prior to sending to a collection agency, RHSHC will provide the patient with a
statement or final notice that contains a listing of the specific collection action(s) it
intends to initiate, and a deadline after which they may be initiated (that is no
earlier than 30 days after the date the notice is provided); a summary of the FAP
will also be included with the notice. The language to be used on statements or
billing notices is: “Extraordinary collection activity may result upon non-payment of
your account within 30 days of the date of this notice. This activity may include
the placement of your account with a debt collection agency. Subsequent to
judgment, the collection agency may choose to proceed with garnishment.”

12.8 For any patient that RHSHC intends to initiate ECAs on, the patient will be notified
of RHSHC's financial assistance policy in all verbal communications regarding
their bill.

12.9 RHSHC will refrain from any debt collection practices during an emergency room
visit unless the patient has been discharged.

12.10 Any extended payment plans offered by a hospital, or the hospitals

representative, in settling the outstanding bills of patients who qualify for financial
assistance shall be interest-free so long as the repayment schedule is met.

11
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13.0 Public Notice, Posting, and Communication with Patients.

13.1  RHSHC locations shall post a notice, in accordance with the Community
Assurance Provision of the Hill-Burton Act and various other State, Federal, and
JCAHO requirements, regarding the availability of financial assistance for the
payment for services provided to low-income uninsured patients.

13.2 The Community Assurance Provision of the Hill-Burton Act under Title VI of the
Public Health Service Act requires recipients of Hill-Burton Funds to make
services provided by the facility available to persons residing in the facility's
service area without discrimination on the basis of race, color, national origin,
creed, or any other ground unrelated to the individual's need for the service or
the availability of the needed service in the facility. The community service
obligation does not require the facility to make non-emergency services available
to persons unable to pay for them. It does, however, require the facility to make
emergency services available without regard to the person's ability to pay. This
assurance is in effect for the life of the facility only so long as the facility is
operated by a not-for-profit or public entity. For reference, please visit
https://www.hhs.gov/civil-rights/for-individuals/hill-burton/index.html

13.3  Notices shall be posted in the community’s dominant language(s) in a visible
manner in locations where there is a high volume of inpatient or outpatient
admitting/registration, such as emergency departments, billing offices, admitting
offices, and outpatient service settings as well as the organization’s website.

13.3.1 Posted notices shall contain the following:

13.3.1.1 A statement indicating that the organization has a financial
assistance policy for patients who are low income and/or
uninsured may not be able to pay their bill and that this policy
provides for charity care and reduced-payment for healthcare
services; and

13.3.1.2 Identification of a contact phone number that a patient can call to
obtain more information about the financial assistance policy
and about how to apply for such assistance.

13.4  Make reasonably available, and/or on request, the booklet “A guide to your
hospital bill and insurance” both in print form and on each hospital website.

13.6 Each RHSHC location shall post on its website or otherwise make available to
the public on a reasonable basis, notification that it has a financial assistance

12
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program for low-income, uninsured patients and the organization’s contact
person or department to request financial assistance.

13.5  Each RHSHC location shall post on its website and otherwise make available to
the public this policy or any local variation of this policy.

13.6 RHSHC locations will make available free copies of the summary of financial
assistance via www.RHSHC.com. This summary will also be offered prior to
discharge and within the final billing statement prior to any extraordinary
collection activities.

14.0 Limitation on Charges

14.1 RHSHC recognizes that Medicare regulations require uniform Hospital “charges”
for cost reporting purposes. Therefore all patients must be “charged” the same
amount for the same service.

14.2 RHSHC also recognizes that Section 501(r)(5) limits amounts “charged” to
patients for emergency or other medically necessary care to amounts not more
than those generally billed to individuals who have insurance covering such care.

14.2.1 RHSHC locations shall BILL 100% self-pay patients who apply and
qualify for charity care or financial assistance under this policy (incomes
at or less than 225% of the Federal Poverty Guidelines) not more than the
lowest IP & OP combined Medicare & commercial payment rate. This rate
may vary and will be reviewed on an annual basis. This rate is
considered the look-back method per IRS guidelines.

14.2.2 Rates will be updated annually each October and therefore during the
course of a calendar year two different rates may be use. For information
on how this rate was calculated please contact our business office
department at 563-547-6311.

14.2.3 Patients shall receive a new statement from RHSHC that line items out
the following: gross charge amount, discount amount applied through the
look back method, financial assistance discount amount, and total
balance due.

14.2.4 In the instance where a State, Federal or other regulation or agreement is
more stringent than Section 501(r)(5), the method prescribed in that
regulation or agreement will be followed. Once specific example is the
Minnesota Attorney General agreement with MN hospitals. That

13
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agreement specifies that the hospitals shall provide the Most Favored
Nation discount.

14.3 The statement sent to the patient will show the gross charges, self-pay discount,
any charity care or financial assistance discounts and the net patient
responsibility amount.

14.4  Clinics bill the best rate for charges to self pay and the bill may not necessarily
show the gross charges and self pay discount, but rather only the best net
charge.

15.0 Data Compilation and Reporting Requirements

151  The RHSHC Business Office shall annually compile and post on its website or
otherwise make available to the public on a reasonable basis the following data
in accordance with the Internal Revenue Service (IRS) guidelines:

15.1.1 The amount of charity care provided based on cost.

15.1.2 The un-reimbursed costs of care provided to beneficiaries of government
programs including, but not limited to Medicaid and county indigent
programs with this item being defined as the shortfalls between costs and
off-setting reimbursement/revenue that a hospital experiences in
providing care.

15.1.3 The un-reimbursed costs of care provided to beneficiaries of Medicare
with this item being defined as the shortfalls between costs and off-setting
reimbursement/revenue that a hospital experiences in providing care.
This item is not to be included in the Community Benefits Report except
as a separate note.

15.1.4 The amount of Bad Debt incurred based on cost. This item is not to be
included in the Community Benefits Report except as a separate note.
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Appendix A. List of RHSHC Providers (Updated as of September 30, 2021)

Adams, Lydia, CRNA
Beach, Keneth, CRNA
Branstetter, Erik, DO
Cook, April, CRNA
Courtney, Danielle, APRN
Dutka, Jessica, NP

Haas, Mary, DO

Heine, David, MD
Hemesath, Andrea, APRN
Hosek, Deanne, LMHC
Jensen, Paul, MD
Kammerer, Jon, MD
Kelly, John, APRN

Larson, Malory, APRN
Levinson, Benjamin, CRNA
Lillie, Kelly, APRN

Luck, Toni, APRN

Mabher, Jon, MD

Mischel, Rebecca, APRN
Pagel, Haleigh, APRN
Powers, Amanda, APRN
Rasmussen, Chad, APRN
Riley, Stephanie, CNM
Schissel, Todd, CRNA
Schlangen, Tracey, APRN
Severson, Melissa, PA-C
Springer, Susan, CRNA
Swasand, Berri, MD
Thesing, Jessica, CRNA
Thompson, Matthew, DO
Vander Waerdt, Gregg, PA
Vlazny, Lori, APRN

Vrzak, Staci, APRN
Waldo, Jeremy, APRN



Appendix B.
List of Non- RHSHC Providers (Updated as of September 30, 2021)

Abbas, Elizabeth, DO
Abidi, Mateen, MD
Adams, Christopher, MD
Ahn, Eugene, MD

Ailiani, Raju, MD

Al Sharif, Muhammad, DO
Al-Khateeb, Anas, MD
Bandhakavi, Vijay, MD
Beasley, Byron, MD
Bennett, Bruce, MD

Berg, Robert, MD

Berge, Heather, RRA

Betz, Stephen, MD
Branstetter, Erik, DO
Bregenzer, Michelle, APRN
Broadbent, Nicholas, DO
Brown, Ward, MD
Buttars, Paul, DO

Chokesuwattanaskul, Warangkana,
MD

Coll, Jonathan, MD
Congello, Samuel, DO
Copeman, Jaret, DO
Darrah, Jason, MD
DelJong, Katie, DO
Diggelmann, Henry, MD
Doan, Lien, MD

Dries, David, MD
Eilertson, Shayna, SA
Fakih, Hafiz Abdul Moiz, MD
Farrington, Laura, DO
Frederiksen, Ryan, MD
Furubayashi, Jill, MD
Gerber, Marjorie, LISW
Gershenhorn, Bruce, DO
Green, Casey, MD
Hackman, Kayla, LMSW
Hagau, Denisa, MD
Hagau, Radu, MD

Haw, Jeffrey, DMD
Hicok, Margo, LISW
Holthaus, Ryan, MD



Appendix B.
List of Non- RHSHC Providers (Updated as of September 30, 2021)

Htun, Wah Wah, MD
Hwang, Janice, MD
Ibarra, Alejandro, SA
Irvin, Angela, LISW
Janson, Brad, MD
Johnson, Gordon, MD
Johnson, Nathaniel, MD
Kato, Kambrie, MD
Kazem, Fatima, MD
Koedam, Tyler, MD
Konrad, Angela, DO
Kosiak Jr, Donald, MD
LaBelle, Michael, MD
Lang, Tara, MD
Lassise, Mark, MD
Lee, John, DO

Lotan, Roi, MD

Lucas, Timothy, MD
Maclellan-Tobert, Susan, MD
Mardan, Ali, MD, PhD
Martin, Andrew, MD
Mason, Benjamin, MD
Matthews, William, MD
Meyer, James, DO
Moen, Kathryn, MD
Mohr, William, MD
Murray, Melinda, APRN
Nduka, Ngozi, MD
Nipe, Matthew, MD
Ocel, Joseph, MD
Peel, Avanee, MD
Petree, Jeana, MD
Petree, Travis, MD
Pham, Andrea, DO
Pisick, Evan, MD
Price, Tyler, MD
Pulaski, Joseph, SA
Ramos, Rogerio, MD
Rattay, Richard, MD
Rattin, Richard, DO
Rhone, Kelly, MD
Riad, Shareef, MD
Ryan, Janet, MD



Appendix B.
List of Non- RHSHC Providers (Updated as of September 30, 2021)

Sanaani, Abdallah, MD
Sarik, Michael, DO
Sazama, Alan, MD
Schaeffer, Shannon, tLMHC
Schlangen, Tracey, APRN
Schmitz, Dana, LMHC
Schoellerman, Manal, MD
Schurtz, Elleson, MD
Shah, Santosh, MD
Sharma, Abhishek, MD
Shives, Benjamin, MD
Shou, Jason, MD
Sinanan, Jesse, MD
Skow, Brian, MD

Sloan, David, MD

Smith, Ryan, MD
Stethem, Nicole, MD
Strauss, Richard, MD
Sullivan, Craig, DPM
Sutherland, James, SA
Sutthiwan, Piraon, MD
Swenson, Gary, MD
Tappe, Brooke, DPM
Taylor, Garrett, MD
Thalken, Gregory, MD
Thomson, Matthew, MD
Travnicek, John, MD
Udell, John, MD
Valkosky, Gregory, DPM
Van Oeveren, Lucas, MD
Vandivert, Linda, LISW
Vaughn, Collin, MD
Vlazny, Lori, APRN
Vridhachalam, Sanjeevi, MD
Wang, Heeyoung, MD
Winters, Andrea, PA-C
Witcik, Michael, MD
Wounschel, Javen, DO
Yamamoto, Shota, MD
Yarahmadi, Alireza, MD
Yee, Phillip, MD



Regional
Health Services

OF HOWARD COUNTY APPENDIX C

Regional Health Services of Howard County
Financial Assistance Application

Presumptive Eligibility

Patient Name Patient SSN:
Date of Birth: Patient Account Number:

Eligibility Criteria that may be considered:

Initial if Yes Reason for Eligibility
Homeless or received care from a homeless clinic
No income
Participation in Women's, Infant's and Children's programs (WIC)
Food stamp eligibility
Subsidized school lunch program eligibility
Eligibility for other state or local assistance programs that are un-funded (e.g
Medicaid spend-down)
Family or friends of the patient have provided information establishing the
household's inability to pay

Low income/subsidized housing is provided as a valid address
Patient is deceased with no known estate

Patient/Grantor is incarcerated, has no assets and is not eligible for parole
within the next 18 months.

Other (Describe):

Verification

Attach documentation or written attestations demonstrating eligibility ’

Submitters Signature: Date:




‘i Regional
Health Services

HOWARD COUNTY Appendix D

Regional Health Services of Howard County
CONSENT TO RELEASE OF INFORMATION TO COUNTY OF RESIDENCE

I, the undersigned, understand that I will receive or have received services at the above
healthcare facility and at the time of treatment, I either have/had no insurance coverage, and/or
am not aware of any insurance coverage, commercial or otherwise, to which the healthcare
organization may submit claims on my behalf for the purpose of obtaining payment and/or
related benefits for my healthcare treatment. I also affirm that [ have not served in any branch
of the military for any period of time, or if | have served in a branch of the military, the
healthcare that I am receiving is not eligible or covered by the Veteran's Administration.

I understand that I may or may not have the personal financial resources to pay the costs for
healthcare treatment and care as recommended by my attending/treating physician and as such,
this form is being signed by me to authorize all persons, agencies, or institutions (including this
healthcare organization and my physician(s)) to release to the welfare director, auditor, state
attorney, and/or county commissioners of my county of residence, information concerning my
social security number, medical information concerning my healthcare treatment, and financial
information concerning me and/or members of my household. This information will be required
by my county of residence to process benefits on my behalf for which I may be eligible.

By signing, I indicate that I fully understand this Consent to Release of Information, and I am
voluntarily signing below.

Dated this ___day of

*Patient Social Security Number *County of Residence
*Patient Patient Representative
*Witness Witness

* Account#

*Required




Regional

Health Services

Financial Income & Expense Scoring

Guarantor Name

Address

City/State/Zip

Phone Number

# of Dependents

Are you over age 217

Are you under age 657

Are you pregnant?

Are you receiving social security disability?
Do you have dependent children?

Patient Name Admission #
TOTAL HOSPITAL
TOTAL CRESCO CLINIC
TOTAL LIME SPRINGS CLINIC

TOTAL
Gross Income/month

Balance

235 8th Ave W
Cresco, la 52136

Appendix E

Info return by Date
Date Financial Papers Received

Medicaid denial

Income Tax/payroll stubs
Bank Statement
Signature

Letter for info sent

Charity
Granted % Assistance

Bad Debt

Non Taxable Income
Social Security
Student Grants, etc

Total Adjusted Income

Monthly Expenses used for Payment Plans
Rent/Mortgage

Daycare Payment
Heating(LP/ natural gas)
Cable(direct tv/dish)
Electricity

Groceries

Medical payments

Credit Cards

AMOUNT

Automobile payment
Car/Home Insurance
Phone Bill

Tuition
Water/Garb/Sewer
OTHER

Child Support

|Total Allowed Expenses

AMOUNT

Federal Poverty Guidelines 100% 150% 200% 225%

Family Unit Size
1% 12,880.00 $ 19,320.00 $ 25,760.00 $ 28,980.00
25 17,420.00 $ 26,130.00 $ 34,840.00 § 39,195.00
3% 21,960.00 $ 32,940.00 $ 43,920.00 $ 49,410.00
4 3% 26,500.00 §$ 39,750.00 $ 53,000.00 $ 59,625.00
5% 31,040.00 $ 46,560.00 $ 62,080.00 $ 69,840.00
6 % 35,680.00 $ 53,370.00 $ 71,160.00 $ 80,055.00
79 40,120.00 $ 60,180.00 $ 80,240.00 $ 90,270.00
8% 44,660.00 $ 66,990.00 $ 89,320.00 $ 100,485.00

Each additional person add $5,600.00

Discount Percentage A (100%) B (75%) C (50%) D (25%)



Regional Health Services
of Howard County

235 8" Ave West, Cresco, IA 52136 Appendix F
Phone: 563-547-6311, Fax: 563-547-6642

RHSHC FINANCIAL ASSISTANCE
Please complete if you feel you are in need of financial assistance or payment extension. We are
required to inform all patients of the availability of this program. We are required by law to keep information
about you confidential. The information below will only be used for the purpose of confirming your need for
financial assistance or payment extension. Financial assistance is based on Federal Poverty Income Levels.

Applicant: Other Adult resident of household:

SSN: DOB: SSN: DOB:
Address: Address:

Phone/Cell Phone: County of Residence

Please check appropriate box: | am applying for a payment extension ] | am applying for financial assistance ]

1. Household Gross Monthly Income:(Include all taxable income, wages, salary, tips, child support, etc) $
If this amount is different than the total on your tax return please explain.

This should represent all adult residents of the household.
Other Income: $ List:

If Income is $0.00(zero) explain:

2. Resources: IRA:
Checking Account Balance: Stocks/Bonds:
Savings Account Balance: Other Property:
3. Dependents: Name Date of Birth Name Date of Birth
1. 3.
2. 4.

4. Housing Expense: Renting Own/Buying Payment: $

Property Value: $ Balance Owing: $

5 Auto Expenses: (List year, make, model for all cars, trucks)

6 RV/Boat/ATVs: (List type, year):

7 Support Payments: (Any support payments ordered by the court and made by the person)

8. Monthly Expenses — List monthly expenses on the form provided on the back of this form.

9. Please indicate other financial assistance programs applied for within the last year (social security disability, Medicaid, etc)

**Please provide or attach any information you feel would be helpful in understanding your current situation. **

CLIENT AFFIRMATION: | affirm that the statements made herein are true and correct to the best of my knowledge.

| understand that any false statements or misstatements of material fact could result in disqualification for financial assistance.
I'understand that a credit report may be used as part of the assistance determination process. Incomplete forms will not be
processed. | understand that | must provide verification of income, expenses, dependents, bank statements, pay
vouchers and tax statements for this form to be considered complete.

Are you over age 21? Are you under age 657 Are you pregnant?
Are you receiving social security disability? Do you have dependent children?




Appendix F

Monthly Expenses

Rent/Mortgage Payment ‘ Automobile Payment ‘
Daycare Payment Car/Home Insurance Payment

Heating (LP, natural gas) Health Insurance

Cable (Direct TV/dish) Home/Cell Phone

Electricity Water/Garb/Sewer

Groceries , : - Membership/Dues -

Medical Payments Tuition

Credit Card Payment Child Support Payments

Other

Total Monthly Expenses:

Before the application can be submitted for review, I will need the following
information:

Copies of your 2020 tax return (showing gross income of all adults residing in
the household) SEND YOUR PERSONAL TAX RETURN OR YOUR LAST 2 RECENT
PAYSTUBS IF YOU DO NOT FILE TAXES

Copy of most recent Itemized Bank Statement (showing balance of all accounts
in the last 30 days)

Denial from the Department of Human Services (Medicaid) Call 1-855-889-
7985 or go to www.iowadhs.gov.

With this information we may be able to access some assistance for you.

Accounts listed with our Collection Agency are not eligible.

This information is needed within 21 working days of the receipt of this letter.

If you have any questions please call our billing office at 563-547-6311.

Patient Signature: Date:






