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 includes: 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 Westminster
200 Hospital Circle
Westminster, CA 92683

Fax: (714) 894-3407

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 (657) 666-7555 . 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 (657) 666-7555 or visit the Kindred
Hospital Westminster Patient Relations Representative to obtain more information. The office is
open 8 a.m. to 5 p.m. Monday through Friday and located at 200 Hospital Circle Westminster, CA
92683.

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 (657)666-7555 o visite al
Representante de Relaciones con el Paciente de Kindred Westminster 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 200 Hospital Circle, Westminster CA 92683.

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 : MREEEHEWME, FEEE (657)666-7555 HEE#E Kindred Westminster &

FRAGRRUTHEEZEN., PR ORKEAEE—ZBR L4 8 B5ETH 5 25 #itk : 200 Hospital
Circle, Westminster CA 92683

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

Vietnamese LUU Y: Néu ban can tro gidp bang ngdn ngir ctia minh, vui long goi (657)666-7555
hodc dén gap Dai dién quan hé bénh nhan Kindred Westminster dé biét thém théng tin. Van phong
mé& clra tlr 8 gi® sang dén 5 gi® chiéu tir The Hai dén Thir Sau va toa lac tai 200 Hospital Circle,
Westminster CA 92683

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
(657)666-7555 o bisitahin ang Kindred Westminster Relations Representative para makakuha ng
karagdagang impormasyon. Bukas ang opisina 8 a.m. hanggang 5 p.m. Lunes hanggang Biyernes
at matatagpuan sa. 200 Hospital Circle, Westminster CA 92683

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: Ex0|E EF0| ERSIA|H (657)666-75552 = T +6M|7+ L 7IEE SE&
o3 obX} 2HA HEXE L25H0 AHMst HEE I QUARH 2 LK
QT BA|RE 2ZF 5AIMK| 2E5tH, A& AE|ZL|OtF S ER EEL ZHA| AT E OfH|+F200

Hospital Circle, Westminster CA 92683.
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Armenian NFCUNYNHFG@G3NFL. Grb d6q oqunipinLl E wuhpwdtow é6n |Gqund, puunpnud Gup
quuquwhuwpb| (657)666-7555 htnwhunuwhwdJdwpny YwdJ wygtb|t) Kindred Westminster-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'200 Hospital Circle, Westminster CA 92683.

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 b Ly iy e Slal a6l Ll cayla Sl 3 ol 4 Sl 4y R 142 58 (657)666-7555 42 b 2580 (uls
Dbax bl 5 e23les Kindred Westminster <l Sl sk 5l 3 8 Umaa A Cielu ) dsea Baidips 5 383 (p) 268 42l 5
200 =2 L2 s Hospital Circle, Westminster CA 92683 <l o0l a8l 5,

Gt QB St i sl il 5 s o850 s e i 4 3l il el glaa (g1 a1 (51 il s LacSS
aitea G ) Gileaad ) Cad 3sage i,

Russian BHUMAHWE: Ecnn Bam Hy>kKHa NOMOLLIb Ha BalleM A3blKe, NO3BOHUTE NO TeNedOHy
(657)666-6842 nnn noceTuTe Npeacrtasutens no pabote ¢ nauneHtamm Kindred Westminster,
YTOObI NONYYNTb AONONHUTENBHY MHOopMauuto. Oduc oTkpbIT ¢ 8 yTpa 4o 5 Bevepa C
noHeenbHWKa Mo NATHMUY U HaxoauTca no agpecy200 Hospital Circle, Westminster CA 92683.

Tarke [OCTYNHbI CPeACTBa U yCnyrn ANs NOAEN C OrpaHUYEHHbIMU BO3MOXHOCTAMM, Takue Kak
AOKYMEHTbI Ha si3blke Bpanns, kpynHbiM WpndToM, ayamo n gpyrne A0CTYMNHbIE 3NEKTPOHHbIE
dopmaTbl. ATn ycnyrm 6ecnnaTHbl.

Japanese CTiiE : CHEDEBTHR—EHABELIFAEIL. (657)666-7555F THEEEL V=T
< H. Kindred WestminsterD BEHHRIELEFEZTHERVEHLELEEEWL, BOXAEBM L&
BOFHISFMN b FE5FETEEL TH Y. EATIE200 Hospital Circle, Westminster CA 92683 T
ERS

BALOHZAEATOXES—ER (KF. WADR. EE, ZOMOBFHXTOENEL) b
CRELTHEYET. ChEOY—ERZMATT,

Arabic cBdle Jian S 5435 9l 7555-666 (657) a2l Ao Juai) o g caSiily Basluca ) dalay A€ 13) 14l

GV (e 2lae 5 ia b 8 delud) (e 7 st Sl il glaall (e 3 e o Jsaall Siuiding g 0 )08 diue (4 o )
200 2 aus daeal)l ) Hospital Circle« 92683 L) sl ¢ yiwiaiug,

e yie g A gaall Laili gl 5 3 Sl Acliall 5 ¢yl jo A8y oy Chlatiuall Jia cddle ) gjsua&&mgguqusmmasuj})ﬁus
dpilae Gladall oda 3 puall A4 g STV iyl
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Punjabi  fs fe€: Aag 39 »muet Inm &g Hee €1 83 I, 31 faqut 994 (657)666-7555 '3
& I 7l U AT Y3 & BE Kindred Westminster Patient Relations Representative 5
% | fog T3 AHEd 3 Haded A<d 8 <1 3 TH 5 2 39 ¥&T 3fdeT J %3 200 Hospital Circle,
Westminster, CA 92683 '3 AfE3 J|

feddaTiad elge <t Busay I | ffa A<l He3 I& |

Mon-Khmer WwsSHS /Mt (USIOHAEIMISSWNMMUIUNES gy ginnisiiug
(657)666-7555 UiSTMSHRAAMAS IHSSHHMASH Kindred Westminster
ISgjsgumSMidmSUISEY MINUUGHAMENHE G (/A 800 8 NG9 i8S SN
SHSSmMH1ST 200 Hospital Circle, Westminster CA 92683

SSW SHIUNAYUEIUNSHAMI SEMARMMITNHSPANU MICNYS aiigH
SHSHMHSGESAIIUMSTUITC SIRHIS]SATISRNIRM IwhAgsiniS:BsSAnigisy

Hmong CEEB TOOM: Yog tias koj xav tau kev pab ua koj hom lus, thov hu rau (657) 666-
7555 lossis mus ntsib Kindred Brea 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. Hhub Monday
txog Friday thiab nyob ntawm 200 Hospital Circle Westminster CA 92683.

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 STa=adhdl §, dl HUAT (657)666-7555 TR Hid B Al
3HfIFH BRI U dRA & [T fhg e dTesfad urds T ey ufafAid & firdd | srafaa Jvar 9
IEHAR YT 8 T91 I VMW 5 T ddb [l 384T & 3R 200 Hospital Circle, Westminster CA 92683

faepetiT il & forg FgTadn SiR Tard, Wi sidt, §is fife, Siifeal 8fR 3y gar goia - Ul o
gxara Ht Suas g1 3 Jard e g

Thai wnuwme: wneusasnTANTsEs lunsvasra lsalns (657)666-7555
w3o Wiishunudhomudnwusifthowes Kindred Brea iwlasudayaliuigin dninnwidlavinnmssius 8.00 w.
4 17.00 u. sleusiiudunsaaiudns uazevatin 200 Hospital Circle, Westminster CA 92683.

uonanil fefiusmethowdonazudnsasuiinns [wu lenanssnusiusas snwseh Tna 1dDa
wazsUuuudIEnusefindidnae 8ug usmswani lufian Tgane



Kindred Hospital Westminster
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? o Yes o No If Yes, list preferred language:

Has the patient applied for Medi-Cal? o Yes 0 No
Does the patient receive state public services such as EBT-SNAP, or WIC? o Yes o0 No

Is the patient currently homeless? o Yes o0 No

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

PLEASE NOTE
e For documentation of income, we only request recent paystubs or income tax returns. We accept, but do not
require, other forms of documentation of income.

e Patients applying only for Financial Assistance may receive less financial assistance than what may be available
to them under the Charity Care program.

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
proof of income.

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

PATIENT AND APPLICANT INFORMATION

Patient first name Patient middle name Patient last name
O Male o0 Female Birth Date Patient Social Security Number
o Other (may specify (optional*)

)

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

Person Responsible for Paying Bill Relationship to Birth Date Social Security Number (optional*)
Patient

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

Mailing Address

Main contact number(s)
_ ()

( )
Email Address:

(_Zity State Zip Code
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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 o 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 i i
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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