Kindred YHospitals

Admission Notice &
Charity Care/Financial Assistance Application Form

California requires all hospitals to provide free or reduced-price care to people and families who
meet certain income requirements. You or your family member may qualify for free care or reduced-
price care based on your family size and income, even if you have health insurance.

Helpful Terms:

e “Charity Care” refers to the scenario where a patient or guarantor has no financial
responsibility.

e “Financial Assistance” refers to the scenario where a patient or guarantor has some
financial responsibility but at a discounted rate (i.e., a discount payment).

Charity Care and Financial Assistance are secondary to all other financial resources available to the
patient, including the following (collectively, “Third-Party Coverage”):

e Group or individual Medical Plans

e Workers’ Compensation

e Medicare/Medi-Cal

e Other State, Federal, or Military programs

In those situations where payment sources are not available, for medically necessary hospital care
received on or after Jan 1, 2022, Kindred Hospital will consider patients for Financial Assistance
and Charity Care when Third-Party Coverage, if any, has been exhausted, based on the following
criteria:

Income as a Percentage of Federal Percentage Discount Category

Poverty Level

Less than or equal to 200 percent One Hundred Percent | Charity Care
(100%)

201-300 percent Seventy-five percent Financial
(75%) Assistance

301-400 percent Fifty percent (50%) Financial

Assistance
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For patients who are eligible for Financial Assistance, in no event will such a patient’s or guarantor’s
responsibility exceed the amount Kindred Hospital would expect in good faith to receive from
Medicare or Medi-Cal, whichever is greater, for providing such services. Such patients are also
entitled to a reasonable payment plan to allow payment of the discounted price over time.

How to Apply

Any patient may apply to receive free or reduced-price care. A patient seeking Charity Care or
Financial Assistance must provide supporting documentation specified in the application unless
indicated otherwise. The application form is included in the admission packet provided at the
beginning of your stay, from our website www.kindredhospitals.com, or upon request at any Kindred
Hospital.

For your application to be processed, you must:

e Provide information about your family. Patient’s family to include- For persons 18 years of
age and older- Spouse, Domestic partner, Dependent children under 21 years of age,
whether living at home or not. For persons under 18 years of age- Parent, Caretaker
relatives, and other children under 21 years of age of the Parent or Caretaker relative.

e Provide information about your family’s gross monthly income (income before taxes and
deductions)

e Provide documentation for family income.

e Attach additional information if needed.

e Sign and date the form.

e You do not have to provide a Social Security number to apply for financial assistance. If you
do not have a Social Security number, please mark “Not Applicable” or “NA.”

e Mail or fax completed application with all documentation to:

Kindred Hospital San Gabriel Valley
845 N. Lark Ellen Avenue

West Covina, CA 91791

Fax: (626) 967-3809

e To submit the application in person, please contact the on-site Kindred Patient Relations
Representative.

e We will notify you of the final determination of eligibility and appeal rights, if applicable, within
fourteen calendar days of receiving a complete financial assistance application, including
documentation of income.



http://www.kindredhospitals.com/

For additional questions or further assistance completing the application contact the Kindred
Hospital Patient Relations Representative at (626) 339-5451. You may obtain help for any reason,
including disability or language assistance.

You may obtain a copy of Kindred Hospital’s Charity Care and Financial Assistance Policy by
contacting the on-site Kindred Hospital Patient Relations Representative, or by going to the
following URL: https://www.kindredhospitals.com/docs/default-source/default-document-
library/locations/transitional-care-hospitals/patient-policies/ca-financial-assistance-policy--kindred-
hospitals_nl.pdf.

Hospital Bill Complaint Program

The Hospital Bill Complaint Program is a state program, which reviews hospital decisions about
whether you qualify for help paying your hospital bill. If you believe you were wrongly denied
financial assistance, you may file a complaint with the Hospital Bill Complaint Program.

Go to HospitalBillComplaintProgram.hcai.ca.gov for more information and to file a complaint.

More Help

e Help Paying Your Bill: There are free consumer advocacy organizations that will help you
understand the billing and payment process. You may call the Health Consumer Alliance at
888-804-3536 or go to healthconsumer.org for more information.

e Kindred Hospitals will provide or assist patients and loved ones in obtaining interpretation or
translation services as necessary and address the needs of those with vision, speech,
hearing, and cognitive impairments.

Covered California

You may qualify for a discount on a health plan through Covered California, a free service that
connects Californians with brand-name health insurance under the Patient Protection and
Affordable Care Act. Visit www.CoveredCA.com for more information.

Shoppable Services

You can find a list of Kindred Hospital’s “shoppable services” at the following web page:
https://www.kindredhospitals.com/locations/Itac/kindred-hospital-baldwin-park/patient-
experience/what-to-expect

The Centers for Medicare & Medicaid Services defines a “shoppable service” as a service that can
be scheduled by a healthcare consumer in advance.
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ATTENTION: If you need help in your language, please call (626) 339-5451 or visit the Kindred
Hospital San Gabriel Valley Patient Relations Representative to obtain more information. The office
is open 8 a.m. to 5 p.m. Monday through Friday and located at 845 N. Lark Ellen Avenue, West
Covina, CA 91791

Aids and services for people with disabilities, like documents in braille, large print, audio, and other
accessible electronic formats are also available. These services are free.

Spanish ATENCION: Si necesita ayuda en su idioma, llame al (626)339-5451 o visite al
Representante de Relaciones con el Paciente de Kindred San Gabriel Valley para obtener mas
informacion. La oficina esta abierta de 8:00 a. m. a 5:00 p. m., de lunes a viernes, y se encuentra
en 845 N. Lark Ellen Avenue, West Covina CA 91791.

También disponemos de ayudas y servicios para personas con discapacidad, como documentos en
braille, letra grande, audio y otros formatos electronicos accesibles. Estos servicios son gratuitos.

Chinese IE : NREFEHZIEWE FEEE (626)339-5451 FHEii#& Kindred San Gabriel
Valley BEFRGRRRLUTHEEZLEN, ZAMHAREAE—ZBR L4 8 FhiEZETH 5 34, ihil : 845
N. Lark Ellen Avenue, West Covina, CA 91791

Ffth AEEANTIREHBRT, FlNEEF. KRFHRA, SAMNEMEEREFEANYE, L
RFEHRE.

Vietnamese LUU Y: Néu ban can trg gidp bang ngdn ngir ctia minh, vui long goi (626)339-5451
hodc dén gap Dai dién quan hé bénh nhan Kindred San Gabriel Valley dé biét thém théng tin. Van
phong mé civa tir 8 gior sang dén 5 gior chiéu tr Thir Hai dén Thir Sau va toa lac tai 845 N. Lark
Ellen Avenue, West Covina, CA 91791

Cac dich vu hé tro va dich vu Qénh cho ngudi khuyét tétl nhw tai liéu ch ndi, cpﬂ’ in I&n, am thanh
va cac dinh dang dién ttr cé thé truy cap khac ciling cé san. Cac dich vu nay mién phi.

Tagalog PAUNAWA: Kung kailangan mo ng tulong sa iyong wika, mangyaring tumawag sa
(626)339-5451 o bisitahin ang Kindred San Gabriel Valley Patient Relations Representative para
makakuha ng karagdagang impormasyon. Bukas ang opisina 8 a.m. hanggang 5 p.m. Lunes
hanggang Biyernes at matatagpuan sa . 845 N. Lark Ellen Avenue, West Covina, CA 91791

Available din ang mga tulong at serbisyo para sa mga taong may kapansanan, tulad ng mga
dokumento sa braille, malalaking print, audio at iba pang naa-access na electronic format. Ang mga
serbisyong ito ay libre.

Korean FO: B0 2 =30| ZRSIA|H (626)339-54512 2 H3}SIA| 7L ZIERE EE

I3 2R A HEAE BEot] AMet SEE oMM = 722 EREFH 27K

RHE AR H 2% 5A|THK| 2QSIH, A= Z2|ZL|O0FFE ZE 2 ot ZHA|A R E OfH| 7845 N.
Lark Ellen Avenue, West Covina, CA 91791
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Armenian NFCUNYNFG@3NFL. Grb d6q oqunipinLl E wuhpwdtown dtp |Gayny, huunpnud Gup
quuquwhuwnt| (626)339-5451 htnwhunuwhwdJdwpny Ywd wygt|t| Kindred San Gabriel Valley-h
hhjwunutnph hGwun Juwbtph uGpywjwgnigshU® (nuugnighy inGnGynceyntlutp unwuwint hwdwn:
QpwutUwyp pwg E Gpynwwperhhg nuppwie, dwdp 8:00-hg Uhusl 17:00-U L. qunuyned E hGunlywig
hwugtny® 845 N. Lark Ellen Avenue, West Covina, CA 91791.

Swuwlbh GU bwl hw2dwunwudntinlu ntbignn wudwug hwdwn bwpuwwnbujwd odwunwy
dhgngutp W Swnwjnipyntulbn, huswhuhp GU fpwh gptpny thwuwnwenrtpp, un2np tnwntpny
agnpywd hwuwnwenrtnp, wninhn W wj hwuwubih EGYywnpnuwhu dlewswtpp: Wu
Swnw)npjnLllutpp wuydwn Gu:

Persian/Farsi )

o kel by iy e Dol S gl Wl ey pla Sl ash ) 4 S 4y &) 14 55 (626)339-5451 43 b 2 ks el
Jbew Lol 55 0auled Kindred San Gabriel Valley sgk 3 20 8 U e A il ) dzen Banidipy 51 8y cpl i€ dazal e
ool 3 s <l 3L 845 N. Lark Ellen Avenue, West Covina, CA 91791 <l sad &1,
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Russian BHUMAHWE: Ecnn Bam Hy>kKHa NOMOLLIb Ha BalleM A3blKe, NO3BOHUTE NO TeNedOHy
(626)339-5451 unn noceTuTe NpeacrasuTens no pabote ¢ nauneHtamm Kindred San Gabriel
Valley, 4ToObl NONYy4YNTb AONONHUTENBHYIO MHGOopMaumto. Oduc oTKpbIT ¢ 8 yTpa Ao 5 Bevepa c
noHeadenbHMKa No NATHMLY 1 HaxoauTtcs no agpecy 845 N. Lark Ellen Avenue, West Covina, CA
91791

Takke 4OCTYMNHbI CpeacTBa U yCNyrn Ans nogen ¢ orpaHNYeHHbIMU BO3MOXKHOCTSIMU, Takue Kak
AOKYMEHTbI Ha A3blke bpanns, KpynHbIM WpndTOM, ayano 1 apyrue AoCTYNHbIE 3NEKTPOHHbIE
dopmaTbl. ATn ycnyrm 6ecnnatHbl.

Japanese CTiiE : CHFEDEETHYR— AR ELGFEIL. (626)339-5451F THEEL V=1
< M. Kindred San Gabriel ValleyD BEHHKIBEEFEFTTHEELEHLECZEL, BEOFAEBAL L
EEBOFHISHMN L FZROBFETEELTH Y., {EFTIL 845 N. Lark Ellen Avenue, West Covina,
CA91791T9,

EALNDOHAARITOXIEY—ER (AF, KR, BF. TOMOEFEIATOEHLTE) £
CHELTHBYET., cnoDY—ERIFERTY,

Arabic
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Punjabi  fs fe€: Aiag 39 »muet Inm &g Hee €1 83 I, 31 faaut 994 (626)339-5451 '3
1% 94 Al TUJ AT Yy3ddad Tt Kindred San Gabriel Valley Patient Relations
Representative & fii | 7 €833 AHEd 3 Haded A=d 8 <1 3 TH 5 T 3 Y&T Ifder J »13 845
N. Lark Ellen Avenue, West Covina, CA 91791 3 AfE3 J|

WY B S ATTE3T M3 AL, fi< 9 98 88 wr3ew, <3 e, Wdie »3 Ja udaual
fegdaad gane <t Buzau 7% | feg ATl He3 T&|

Mon-Khmer wHSHsmant: (USIOHMRIMISSWMMIUNES gy gSinnisiiug
(626)339-5451 yisimegmaamAs insSuymSA Kindred San Gabriel Valley
I2gjSSUTSASmISUISYY MINUWiSHAMENH & (A8 80 8 Moq IS S2iga|s
SHESSmMLS] 845 N. Lark Ellen Avenue, West Covina, CA 917914

NS SHINNPAYUENUNSAMI SUMARMMINMHESIANU MAT:ENYE aig)H
SHSHMHSGESMAIIUMGTUITC SIRHIS|HATISITIRM IwhAYg SISO sSAnigisy

Hmong CEEB TOOM: Yog tias koj xav tau kev pab ua koj hom lus, thov hu rau (626) 339-

5451 lossis mus ntsib Kindred San Gabriel Valley Tus Neeg Sawv Cev Tus Neeg Mob Sib Tham
kom tau txais xov xwm ntxiv. Lub chaw ua haujlwm ghib 8 teev sawv ntxov txog 5 teev tsaus ntuj.
Hnub Monday txog Friday thiab nyob ntawm 845 N. Lark Ellen Avenue, West Covina, CA 91791.

Cov kev pab thiab cov kev pab cuam rau cov neeg tsis taus, xws li cov ntaub ntawv nyob rau hauv
daim ntawv Braille, luam ntawv loj, suab thiab Iwm yam khoom siv hluav taws xob siv tau. Cov kev
pabcuam no pub dawb.

Hindi 919 <: afd 3! 3(u=f 1T & TRl &1 STaRadhdl §, dl HUAT (626)339-5451 TR Hid B AT
3HfIFH THBRI U dRA & [T fhg e dTesfad U T ey ufafAfd & fird | srafag Jvar 9

YHAR YT 8 T91 I XMW 5 T dd [l 384T & 3R 845 N. Lark Ellen Avenue,West Covina, CA
91791
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mavltmmLmumﬂmmﬁuwuswmmaq Klndred San Gabriel Valley Lwaswauammmu

Aninanuidavinmssiaus 8.00 u. &1 17.00 w. slausifusunstieiuans uassosi 845 N. Lark Ellen Avenue,
West Covina, CA 91791
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Kindred Hospital San Gabriel Valley

Charity Care/Financial Assistance Application Form — confidential
Please fill out all the information completely. If it does not apply, write “NA.” Attach additional pages if

needed.

SCREENING INFORMATION
Select all that apply:

Are you applying for Charity Care (i.e., free care)? 0O Yes 0 No
Are you applying for Financial Assistance (i.e., reduced-price care)? o Yes o No

Do you need an interpreter? ©Yes o No If Yes, list preferred language:

Has the patient applied for Medi-Cal? o Yes o No

Does the patient receive state public services such as EBT-SNAP, or WIC? o Yes 0 No

Is the patient currently homeless? o Yes o No

Is the patient’s medical care related to a car accident or work injury? o Yes 0 No

PLEASE NOTE
e For documentation of income, we only request recent paystubs or income ta
require, other forms of documentation of income.

to them under the Charity Care program.

proof of income.

qualify for assistance.

x returns. We accept, but do not

e Patients applying only for Financial Assistance may receive less financial assistance than what may be available

e We cannot guarantee that you will qualify for financial assistance, even if you apply.
e Once you send in your application, we may check all the information and may ask for additional information or

e Within 14 calendar days after we receive your completed application and documentation, we will notify you if you

PATIENT AND APPLICANT INFORMATION
Patient first name Patient middle name

Patient last name

0O Male o0 Female Birth Date
0O Other (may specify
)

Patient Social Security Number
(optional*)

*Optional, but needed for more
generous assistance above state law
requirements

Person Responsible for Paying Bill Relationship to Birth Date
Patient

Social Security Number (optional*)

*Optional, but needed for more
generous assistance above state
law requirements

Mailing Address

(_Zity State Zip Code

Main contact number(s)

()

( )
Email Address:
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Employment status of person responsible for paying bill.
0 Employed (date of hire: ) 0 Unemployed (how long unemployed:
)
O Self-Employed O Student o Disabled O Retired 0O Other
( )

FAMILY INFORMATION

List family members in your household, including you. “Family” includes the following: For persons 18 years of age
and older, spouse, domestic partner, and dependent children under 21 years of age, whether living at home or not.
For persons under 18 years of age, parent, caretaker relatives, and other children under 21 years of age of the
parent or caretaker relative.

FAMILY SIZE Attach additional page if needed
If 18 years old or | If 18 years old or
older: older: Also applyin
Date of | Relationship to . ppY 8
Name . . Employer(s) Total gross monthly | for financial
Birth Patient . .
name or source income (before assistance?
of income taxes):
Yes / No
Yes / No
Yes / No
Yes / No
All adult family members’ income must be disclosed. Sources of income include, for example:
- Wages - Unemployment - Self-employment - Worker’s compensation - Disability - SSI - Child/spousal
support
- Work study programs (students) - Pension - Retirement account distributions - Other (please
explain )

INCOME INFORMATION



REMEMBER: You must include proof of income with your application.
You must provide information on your family’s income. Income verification is required to determine financial
assistance. All family members 18 years old or older must disclose their income. If you cannot provide
documentation, you may submit a written and signed statement describing your income. Please provide proof for
every identified source of income.

Proof of income means:
e Current pay stubs (within 3 months); or
e Last year’s income tax return, including schedules if applicable.

You may, but are not required to, provide additional proof of income beyond current pay stubs and last year’s
income tax return.

If you have no proof of income or no income, please attach an additional page with an explanation.

EXPENSE INFORMATION

We use this information to get a more complete picture of your financial situation.
Monthly Household Expenses:

Rent/mortgage S Medical expenses

S

Insurance Premiums S Utilities

S

Other Debt/Expenses S (child support, loans, medications, other)

ADDITIONAL INFORMATION

Please attach an additional page if there is other information about your current financial situation that you would
like us to know, such as financial hardship, excessive medical expenses, seasonal or temporary income, or personal
loss.

PATIENT AGREEMENT

| understand that Kindred Hospital may verify information by reviewing credit information and obtaining
information from other sources to assist in determining eligibility for financial assistance or payment plans.

| affirm that the above information is true and correct to the best of my knowledge. | understand if the financial
information | give is determined to be false, the result may be denial of Charity Care or Financial Assistance, and |
may be responsible for and expected to pay for the services provided.

Signature of Person Applying Date
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