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I. PURPOSE,

Toestablishcriteriaand procedureforthe provision of Charity Careand

Financial Assistance consistent with the requirements of allapplicable

federaland Californialaws regulating charity care provided by the

hospital,including AB532, AB 1020, and AB 2297.

II. DEFINITIONS,

“Charity Care and/or Financial Assistance” means medically necessary
hospital health carerenderedtoIndigent Personswhen Third-Party
Coverage, ifany, has been exhausted, to the extentthatthe personsare
unableto payforthecareorto paydeductible or coinsurance amounts

required by athird-party payer based on the criteriainthis policy.

“Covered California” means California’'s Health Insurance Marketplace

programthat provides assistance and shoppingfor affordable healthcare
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and possibly financial assistance. Covered Californiawill also assistin
determining qualifications for Medi-Cal.

“High Medical Costs” means one of the following: (i) Annual out-of-pocket
costsincurred by theindividual at Hospital thatexceed thelesser of 10
percentofthe patient’s currentfamilyincome or familyincomeinthe prior
12months, or (ii) Annual out-of-pocket expenses thatexceed 10 percent of
the patient’'sfamilyincome, ifthe patient provides documentation of the
patient’s medical expenses paid by the patient or the patient’s familyinthe
prior 12months.

“Indigent Persons” are those patients who qualify for Charity Careand/or
Financial Assistance pursuantto this policy based on the federal poverty

level, adjusted for family size.
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“Third-Party Coverage” means anobligation onthe partofaninsurance

company, health care services contractor, health maintenance

organization, group health plan, government program (Medicare, Medi-

Cal, workers compensation, veteran benefits), tribal health benefits, or

health care sharing ministry as definedin 26 U.S.C. Sec. 5000A to pay for

the care of covered patients and services, and mayinclude settlements,

judgments, or awards actually received related to the negligent acts of

others (for example, auto accidents or personalinjuries)which have

resultedinthe medical condition for which the patienthas received

hospital health careservices.

II. POLICY,

Monrovia Memorial Hospital(hereinafter “Hospital”) iscommitted tothe

A

provision of health careservicestoall personsin need of medical attention
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regardless of ability to pay. To protect the integrity of operations and fulfill
thiscommitment, the following criteria for the provision of Charity Care
and/or Financial Assistance, consistentwith therequirements of AB532,
AB1020,and AB 2297, areestablished. These criteriawill assist staffin
making consistent objective decisions regarding eligibility for Charity

Careand/or Financial Assistance.

A. Eligibility Criteria for Charity Care and/or Financial Assistance - [ Formatted: Font: 16 pt, Font color: Auto
[Formatted: Heading 3
Charity Careand/or Financial Assistanceis generally secondarytoall other [ Formatted: Font color: Auto

A

L

financialresources available to the patient, including thefollowing: group
orindividual medical plans; Workers' Compensation; Medicare; Medicaid
ormedical assistance programs; other state, Federal, or military

programs; any other Third-Party Coverage (e.g. auto accidents or
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personalinjuries); orany othersituationinwhich another person or entity

may have alegal responsibility to pay for the costs of medical services.

Inthosesituationswhere appropriate primary paymentsources are not

available, for medically necessary hospital care received on or after

January 1,2022, orwhere the patient has High Medical Costs (as defined

above), Hospital will consider patients for Charity Care and/or Financial

Assistance underthis policy, when Third-Party Coverage, ifany, has been

exhausted, based onthefollowingcriteria:

IncomeasaPercentage of Federal Percentage

Category
Poverty Level Discount
[ Formatted: Font color: Auto
Lessthanorequalto200 percent 100 percent Charity Care
Financial [ Formatted: Font color: Auto
201-300 percent 75 percent
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Financial

301-400 percent 50 percent

A

Noteregarding terminology: “Charity Care”is usedinthis policy torefer to

A

Assistance

thescenariowherethe patientorguarantor hasnofinancial

responsibility. “Financial Assistance”is usedinthis policy torefertothe

scenariowhere the patientor guarantor has some financial responsibility

butatadiscountedrate(i.e.,adiscountpayment).

Charity Care: The fullamount of patient or guarantor responsibility for
hospital chargeswillbe determinedto be Charity Carefor a patientwhose
familyincomeis atorbelow 200% ofthe currentfederal poverty level,

adjusted for family size. Hospital willnot consider the value of assets to

reduce Charity Care forindividualsinthis category.

Financial Assistance:
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Seventy-five percent of patient or guarantor responsibility for
hospital charges willbe determined to be Financial Assistancefora
patientwhosefamilyincomeis between 201% and 300% of the
currentfederal poverty level, adjusted for family size. Hospital will
notconsiderthevalue of assetstoreduce Financial Assistance
discountsforindividualsinthis category.

Fifty percent of patientor guarantor responsibility for hospital
chargeswillbe determined to be Financial Assistancefora patient
whosefamilyincomeis between301%and 400% ofthe current
federal poverty level, adjusted for family size. Hospital will not
considerthevalue of assetstoreduce Financial Assistance discounts

forindividualsinthis category.
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Theamount of patientor guarantor responsibility for hospital charges
thatis not Charity Careand/or Financial Assistance may be paid onan
extended paymentplan, asdescribedin SectionIII.C Extended Payment
Plans.

Catastrophic Charity: The Hospital may write off as Charity Care and/or
Financial Assistance amounts for patients with familyincome in excess of
400 percent ofthe Federal Poverty Level when circumstance indicate
severefinancialhardship or personalloss.

Consideration of Assets: The Hospital may waive or reduce Medi-Cal and
Medicare cost-sharingamounts as partofits Charity Care and/or Financial
Assistance.Inwaiving orreducing Medicare cost-sharingamounts, the
Hospital may considerthe patient’'s monetary assets to the extent
required forthe Hospitaltobereimbursed underthe Medicare program

8 of 24
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for Medicare bad debtwithoutseekingto collect cost-sharingamounts
fromthe patientasrequired by federallaw, including, butnotlimited to,
Section413.89 of Title 42 of the Code of Federal Regulations.“Monetary
assets”includeonly assetsthatare convertibleto cashanddonotinclude
retirementor deferred compensation plans qualified under the Internal
Revenue Code, nonqualified deferred compensation plans, or assets
below the maximum community spouseresource allowance under

Section 1396r-5(d) of Title 42 of the United States Code.

B. Limit on Amounts Owed « [Formatted: Font: 16 pt, Font color: Auto
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Notwithstanding the above, for patients whose familyincome, as

determined atthe time of thefirstbill, is equal to or lessthan 400% of the

applicablefederal povertyleveland who are noteligible for Charity Care

forthefullamount of hospital charges, in no eventwill such patientor

quarantor responsibility exceed the amount the Hospital would expectin

goodfaithtoreceive for providing such servicesfrom Medicare or Medi-

Cal,whicheverisgreater.

Ifthereis noestablished paymentrate forthe service by Medicare or Medi-

Cal, the Hospital shall establish an appropriate discounted payment rate.
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A

A

Assistanceto pay any amounts thatare such patientorguarantor’s
responsibility on an extended payment plan. Such extended payment
planshallbe negotiated betweenthe parties, butifthe parties cannot
agreeonan extended paymentplan, the patientorguarantor will owe
monthly payments thatare notmorethan 10% of the patient’s family
income foramonth, excluding deductions for “essential living expenses,”
which aredefined as expenses for the following: rentor house payment
and maintenance, food and household supplies, utilities and telephone,
clothing, medicaland dental payments, insurance, school or child care,

child orspousalsupport, transportation and auto expenses, including
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insurance, gas, and repairs, installment payments, laundry and cleaning,
and other extraordinary expenses.

Hospital candeclare such extended payment planbecomeinoperativeif
the patientor guarantor fails to make all consecutive payments due
duringa90-day period, but Hospital shall not declare such extended
paymentplaninoperative until attempting to contact the patientby
phone and providing noticeinwriting of an opportunity torenegotiate the
extended paymentplan. Such extended payment planshallbe extended
beyondthe 90-day periodifthe patienthas a pending appeal for coverage
oftheservices, asdefinedin Health & Safety Code section 127426.Inno
eventshallthe patient or guarantor owe intereston payments due under

anextended paymentplan.
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AD. Communications to the Public

Hospital's Charity Careand Financial Assistance policy shallbe made

A

publicly available through the following elements:

1. TheHospital willmake available onits web site, currentversions of

this policy, and the Hospital's Charity Care application form.

2. Writteninformation aboutthe Hospital's Charity Care and Financial

Assistance Policy shallbe made availabletoany personwho

requeststheinformation, either by mail, by telephone, orinperson.

2

IV. PROCEDURE

A

A. Timing of Income Determinations

Annual FamilyIncome of the applicantwill be determined as of the time

A

the patientisfirstbilled.
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B. Identification of Patients Eligible for Certain Third-Party Coverage - | Formatted: Font: 16 pt, Font color: Auto
[Formatted: Heading 3
Forservices providedto patientson or afterjan 1,2022, the following [ Formatted: Font color: Auto

A

A

procedureswill apply foridentifying patients who may be eligible for
health care coverage through California Medi-Cal or managed providers
(e.g.,Cal-Optima,IEH P)or Covered California.

1. Asapartofthe Charity Care and/or Financial Assistance application
process for determining eligibility for Charity Care and/or Financial
Assistance, Hospitalwill query astowhether a patient meets the
criteriafor health care coverage under California Medi-Cal programs
or Covered California.

2. Ifinformationinthe applicationindicates thatthe patientis eligible
for coverage, Hospital will assistthe patient or their guarantorin

applying forsuch coverage by,amongotherthings, providing the
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patientortheir guarantor withinformation aboutthe necessary
formsthatmustbe completed or connecting themwith other
individuals oragencieswho can assist.

2:3.

C. Process for Eligibility Determination for Charity Care and/or .
Financial Assistance

Jnitial Determination

1. Hospitalwill allow a patientto apply for Charity Care and/or Financial
Assistance atany pointfrom pre-admissionto final paymentofthe
bill, recognizing that a patient's ability to pay over an extended
period may be substantially altered due toillness of financial
hardship, resultinginaneed for charity services.

2. Hospitalshalluse an application process for determining eligibility

for Charity Care and/or Financial Assistance. Requests to provide
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Charity Care and/or Financial Assistance will be accepted from
sources such as: physicians; community or religious groups; social
services; financial services; personnel; and the patient provided that
any furtheruseordisclosure oftheinformation containedinthe
requestshallbe subjecttothe Health Insurance Portability and
Accountability Act Privacy Regulations and the Hospital's Privacy
Policies. Allrequests shallidentify the patientand their guarantor.

. Pendingfinal eligibility determination, Hospital will notinitiate
collection efforts or requestdeposits, provided thatthe patient
and/ortheirguarantoris cooperative with the Hospital's efforts to
reach afinaldetermination of sponsorship status.

. IfHospitalbecomes aware of factors which might qualify the patient
for Charity Care and/or Financial Assistance under this policy, itshall
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advisethe patient of this potential and make aninitial determination
thatsuch accountisto be treated as Charity Care and/or Financial

Assistance.

AFinal Determination

1. Prima Facie Write Offs. Inthe event that the patient’sidentification
asanIndigentPersonisobvioustoHospital personnel,and Hospital
canestablishthatthe applicant'sincomeis clearlywithintherange
of eligibility, Hospital willgrant Charity Care and/or Financial
Assistance based solely onthisinitial determination. Inthese cases,
the Hospitalis notrequired to complete full verification or
documentation.

2. Charity CareandFinancial Assistance forms, instructions, and

written applications shallbe furnished to the patientand/or their

17 of 24
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guarantorwhen Charity Care and/or Financial Assistanceis
requested, when needisindicated, orwhenfinancial screening
indicates potential need. Allapplications, whether initiated by the
patientorthe Hospital, should be accompanied by documentation
toverifyinformationindicated ontheapplicationform.Inorderto
determineincome eligibility for Financial Assistance, the Hospital
may only requestrecent pay stubs orincometaxreturnsfroma
patientand/or guarantor. The Hospital may accept other forms of
documentation ofincome butshall notrequire those other forms.

. Duringtheinitial requestperiod, the patientand the Hospital may
pursue other sources of funding, including Medi-Cal Assistanceand
Medicare.

a.Usually, therelevanttime period for which documentationwill be
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requested will be three months priorto the date of application.

However, ifsuchdocumentation does notaccurately reflect the

applicant's currentfinancial situation, documentationwillonly be

requested forthe period of time after the patient's financial situation

changed.

4. Ifthe patientortheirguarantoris notableto provide any ofthe

documentationdescribed above, the Hospital mayrely uponwritten

andsigned statementsfromthe patientor the guarantor for making

afinal determination of eligibility for classification asanIndigent

Person.

Time frame for Final Determination and Appeals

1. Each Charity Careapplicantthathasbeeninitiallydetermined

A

eligible for Charity Care and/or Financial Assistance shall be
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providedwith atleast 14 calendar days, or suchtime as may
reasonably be necessary, tosecureand presentdocumentationin
supportofhisorhercareapplication priortoreceiving afinal
determination of sponsorship status.

2. TheHospital shall notify the applicant of its final determination
within 14 days of receipt of all application and documentation
material.

3. Thepatientsortheirguarantor may appeal the determination of

eligibility for Charity Care and/or Financial Assistance by providing

additional verification ofincome or family size to the CFO/Controller.

4. Thetimingofreachingafinal determination of Charity Careand/or

Financial Assistance status shall have nobearingonthe
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identification of Charity Care and/or Financial Assistance deductions
fromrevenue as distinctfrom bad debts.

. Ifthe patientorguarantor has paid some or all of the billfor medical
servicesandis later found to have been eligible for Charity Care
and/or Financial Assistance atthetime services were provided, (A)
the hospital shall reimbursethe patientor patients any amount
actually paidin excess oftheamountdue under this article,
includinginterest.Interest owed by the hospital tothe patientshall
accrueattheratesetforthin Section 685.010 of the Code of Civil
Procedure, beginning onthe date paymentbythe patientisreceived
by the hospital. However, a hospitalis notrequired toreimburse the
patientor payinterestiftheamountdueislessthanfivedollars
($5.00). The hospital shallrefund the patientwithin 30 days. (B) The
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Hospital may reimburse the patient, butis notrequiredtodoso, if
the hospital orthe department determinesthat a patientqualified
forfinancial assistance atthetimethe patientwasfirstbilled and
either of the following has occurred: (1) Ithas beenfiveyears or more
sincethelastpaymenttothe hospital, hospital assignee, or debt
buyer.(2) The patientdebtwas soldto adebtbuyerinaccordance
with statelawin effectatthe timethe debtwassold, if sold before
January 1,2022. (3) This section does notdiminish or eliminate any
rights orresponsibilities a hospital may have, noranyrightsthata
patientmay have under existing federal and statelaws, including,

butnotlimitedto26 CFRSec.1.501(r)-6.
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D. Adequate Notice of Denial

1. Whenanapplicationfor Charity Care and/or Financial Assistanceis
denied, the patientand the guarantor shall receive a written notice
ofdenial, whichincludes:

o Thereasonorreasonsforthedenial
o Thedateofdecision
o Instructionsforappeal orreconsideration

2. Whenthe applicantdoes not provide requested informationand
thereisnotenoughinformation available forthe Hospital to
determine eligibility, thedenial notice alsoincludes:

o Adescriptionoftheinformationthatwasrequested and not

provided, including the date the information was requested
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o Astatementthateligibility for Charity Care and/or Financial
Assistance cannot be established based oninformation
availabletothe Hospital

o Astatementthateligibility willbe determined ifthe applicant
provides all specified information previously requested but

notprovided.
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