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Title: Charity Care and Discount Program

PURPOSE:

To define and describe the criteria for qualifying individuals for Kern Medical
Center’s (KMC) charity care requirements of the California Hospital Fair Pricing
Policies Act, defined by State Assembly Bill AB 532, AB 774 and AB 1020.
These bills stipulate uninsured patients are protected from gross hospital
charges, which are determined by the hospital’s charge master. Hospitals must
have a written charity care and discount policy. The Fair Pricing Act prohibits
hospitals from charging eligible patients more for care than they could charge
Medicare. For discounting, KMC will utilize the Medicare DRG for inpatient
services and not to exceed 125% of Medicare rates for outpatient services.

DEFINITIONS:

A.

AB 532 — Requires the hospital to provide the written forms related to the
hospital’s financial assistance and charity care policies to uninsured and self-
pay patients at the time of service, if the patient is able to receive them. If the
patient is unable to receive the form(s), the hospital must provide them at the
time the patient leaves the facility or within 72-hours by mail.

AB 774 — A state bill adding language to the California Health and Safety
Code. It applies to general acute care hospitals and mandates hospitals to
financially qualify patients for charity care

. AB 1020 — Updates financial aid, disclosure and debt collection requirements

for general acute care hospitals (GACH), updates the meaning of a patient
with high medical costs to a person whose family income is less than or equal
to 400% of the federal poverty level (FPL) and the patient can document that
the patient or patient’s family has paid more than 10% of the patient’s current
income or family income in the prior twelve (12) months.

Charity Care — Defined as any medically necessary inpatient or outpatient
hospital service provided to a patient, who has income below 400% of the
current FPL and who has been deemed ineligible for other government
assistance programs, including the Kern Medical Wellness Program (KMWP).

. Essential Living Expenses — Any of the following: rent or house payment and

maintenance, food and household supplies, utilities and telephone, clothing,
medical and dental payments, insurance, school or child care, child or
spousal support, transportation and auto expenses (including insurance, gas
and repairs), installment payments, laundry and cleaning expenses, and other
extraordinary expenses

Federal Poverty Levels (FPL) — Used by man assistance programs, including
some states’ Medicaid programs, as a way to set financial eligibility criteria.
Often programs limit participant’s income to 100% of the FPL or some
percentage of the FPL, such as 138% or 400%.




G. Medically Necessary Services — Financial assistance will apply to medically
necessary services, using InterQual criteria, excluding services that are
primarily for patient comfort and/or patient convenience

1. POLICY STATEMENT:
It is the policy of KMC to establish financial resources for services provided to all
clients, who have health care needs and are uninsured, or have high medical
costs, who are at or below 400% of the FPL. Determination is made available to
clients by means of a designated hospital revenue cycle employee or preferred
vendor representative that assists to screen uninsured and under-insured clients
by gathering financial information to accurately complete applications for
potential funding programs, including possible charity care.

V. EQUIPMENT: N/A

PROCEDURE:

A. Eligibility Criteria for Patient Payment Assistance

V.
1.
2.
3.
4.
PAC-IM-960

Eligibility is provided for any patient whose family income is below 400%
of the current FPL, if covered by third-party insurance, which does not
otherwise afford the patient a discount from standard hospital rates, as
provided in the KMC charge description master (CDM).

The KMC Patient Accounting Department can, at the request of the
patient, review the KMWP application to check to see if the patient is
eligible for additional assistance beyond Medi-Cal eligibility and the
KMWP. The information provided is placed in a tool where the patient’s
household size and income are reviewed for possible discounts to the
patient’s bill. These discounts are assessed based on income level.
Below 200% of FPL would be eligible for full discount to charity care,
above 200%, but not more than 400% of the FPL, would be eligible to
receive services at the rates of payment received from Medicare. Patient
would be notified in writing of the results.

Eligibility requires cooperation of individual patients, who may be eligible
for assistance. To facilitate receipt of accurate and timely information,
KMC uses the information provided by the patient. KMC will request a
minimum deposit of $100.00 and/or establish initial short-term interest
free payment arrangements (NTE 12 months) for uninsured patients,
until such time as the necessary and required documents have been
secured to process a determination (within 150 days from the last date of
service or NTE 2 years for Medi-Cal fair hearings cases) and link the
patient to a government health care program or other coverage. KMC
may choose to waive a minimum deposit (non-emergent) for patients
seeking medically necessary services, when the patient has already
been identified as having restricted Medi-Cal (ER/pregnancy and long-
term care only).

The granting of payment assistance will be based on an individualized
determination of financial need and will not take into account age,
gender, race, immigration status, sexual orientation or religion. Initial
payment arrangements may be reevaluated, if it is determined that the
patient’s financial circumstances have changed significantly at any point
during the lifecycle of the patient account. Said changes should be
communicated to the hospital’s Patient Accounting representative.
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5.

If private or public health insurance is available to partially or fully cover a
patient’s charges, KMC will consider coverage offered through the
California Health Benefit Exchange, as well as government-sponsored
health programs, such as, but not limited to, Medicare, Medi-Cal, Healthy
Families Program, California Children’s Services (CCS) or other state or
county-funded health coverage. Inpatient admissions with private health
insurance will be monitored weekly by the hospital’'s Health Benefits
Advisors using the weekly high dollar report. The Financial Disclosure
Form (HMO/PPO) may be secured in applicable cases for out of network
health plans. The hospital’s Health Benefits Advisors will communicate
via estimate letter to the patient/guarantor during the inpatient
confinement or outpatient encounter to circumvent “surprise billing” after
discharge. The estimate letter is an approximation based on similar
cases and is no way a guarantee of bill amount of services.

KMC will inform patients that have not provided proof of third-party
coverage that they may be eligible for coverage offered through the
California Health Benefit Exchange and other state or county-funded
health coverage, as well as Medicare (SSI/SSDI), Medi-Cal, Health
Families and CCS. Each patient should be issued a Patient Financial
Assistance brochure (English/Spanish).

B. Determination of Financial Need

1.

Financial need may be determined through a screening process with the
hospital’s Health Benefits Advisors or designated Patient Accounting
staff that may include the following:

a) Application process in which the client is required to supply
documentation necessary to make the determination of financial
need

b) The use of available public sources that can provide information on
the patient’s ability to pay

c) Areasonable effort by KMC or its contracted vendors and agencies
must be made to assist patients in applying for appropriate
alternative sources of payment and coverage from public programs,
taking into consideration the patient’s financial resources and assets

C. Payment Assistance Guidelines

1.

PAC-IM-960

Services eligible under the policy will be determined on a sliding fee, in
accordance with the FPL in effect at the time of the determination, as
follows:

a) Clients that are at or below 400% of the FPL may be eligible to be
financially screened to determine if they meet charity care criteria.

b) Clients that may be currently eligible for Med-Cal restricted services
(ER/pregnancy related) will be screened to determine if they meet
eligibility for full scope Medi-Cal and/or KMWP before consideration
for charity care.

c) Clients whose income is between 138-400% of the FPL and do not
qualify for any other health coverage will be financially screened and
be encouraged to apply for KMWP. Refer to policy, POL-KMWP-
100.
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VI.

VII.

VIII.

d) Clients whose income is above 200% but not more than 400% of the
FPL would be eligible to receive services at the rates of payment
received from Medicare (DRG for inpatient admissions and NTE
125% Medicare rates for elective outpatient services prepaid prior to
time of service).

D. Vendor Relations

1. The hospital Health Benefit Advisors will notify the vendor relations unit
of the hospital’s business office upon notification that the patient may be
eligible for charity review and consideration. Such notification may result
from receipt of the Notice of Action from Medi-Cal that a patient has been
deemed ineligible for coverage, notification that a patient has been
determined ineligible for KMWP, notification that the patient has
expressed a hardship in being able to meet their high out of pocket
deductible and/or co-insurance, or that the patient has had a change in
their income status.

2. For the accounts in accounts receivable status, the vendor/agency will
refer all patient queries for charity assistance to the Director of Patient
Financial Services. Refer to Section V, Subsection A, 2.

SPECIAL CONSIDERATIONS:

A.

All requests for charity care adjustments will be reviewed by the Director of
Patient Financial Services, who will recommend that the Chief Financial
Officer (CFO) or designated approver via signature approve such charity care
adjustment accordingly. The patient/guarantor will be notified of their charity
care determination by designed Patient Financial Services staff and the
hospital’s vendor relations unit will be responsible for communicating that
these accounts be cancelled/closed from the vendor/agency in applicable
cases. Under no circumstances, except for those outlined in this policy,
will any account be requested to be adjusted to charity.

EDUCATION:

A.

Kern Medical Center Staff: Annual education of this policy will be required for
all Patient Access and Patient Financial staff assigned to assist patients with
charity care applications or as regulatory changes require.

DOCUMENTATION:

A.

KMC Revenue Cycle staff will document relevant information into the
hospital’s information system and/or document imaging application, in
accordance with record retention requirements.

Neither Patient Access staff nor scheduling appointment staff will assign the
charity care plan code to any booked appointment or registration. The
assignment of the charity care plan code is reserved for Patient Financial
Services use only.

ADDENDUMS:

A.
B.

KMWP Application
Notice of Financial Disclosure (HMO/PPO)

REFERENCES:

A.

KMC Policy, POL-KMWP-100
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W

KMC Policy, PAC-IM-403, Referral of Self Pay Patients for Medi-Cal
Application IP/ER

KMC Policy, COL-IM-409, Charges, Payments and Collections

The Affordable Care Act (ACA), IRS 8501(r)

ASC 606

State Assembly Bills, AB 532, AB 774 and AB 1020

nmoo

XI. KEY WORDS: Charity Care, Screening, Discount
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Addendum A

== KernMedical

WELLMESS PROGREAM

What is Kern Medical Wellness Program (KMWFP)?

Kem Medical Wellness Program (KMWF) is a hospital managed weliness program designed to provide
access to care for low-income, uninsured Kem County residents. Members will have acocess to Kem
Medical facilities and treatment by some of the best medical professionals withim our community. For
those eligible, Kem Medical's health care services will be provided at discounted rates or little cost.

HKMWPF is not a health insurance plan. KMWF is designed to promote overall wellness for its member
and provide access to limited wellness care primarily at Kem Medical facilities. KMWP does not cover
the cost associated with care provided by Non-Kem Medical {out-of-network) providers or facilities.
Membsers will be financially responsible for medical services, supplies and medications not offered as
part of KWW

Kem Medical Wellness Program not intended to replace or provide medical insurance coverage. KNWP
members are strongly encouraged to obtain health insurance coverage. KMWF members will
periodically be scheduled to meet with Kemn Medical Health Benefit Advisors to determine eligibility for
state funded health insurance programs, such as Medi-Cal or Covered California.

Don't Wait until you're Sick to Seek Medical Care

KEMWF Enmollees are assigned to a Kem Medical Clinic and have access to comprehensive
primary and specialty care from doctors who are familiar with their medical histiories and special
medical needs.

Do you qualify?
If you are all of the following you may qualify for Kem Medical Wellness Program [KMWF]):
= A Hem County resident (must be a Kem resident for the past 30 days)
= Mot eligible for any other public insurance programs such as Medi-Cal or CHIP
# Between the ages of 19 and G4
»  Liwving within program income guidelines
Enrollee Benefits
In addition to ouwr program services, all KNWP enrollees receive a patient ID card, health education
materials, a free newsletter subscription, and access to our Member Services toll free phone line.

How to Apply
To complete your application, here's what you need to do:

1. Complete the application form and sign it.
Complete all iterns on the application and sign on page 3.

2. Collect your documents.
Om page 4 of the application, we hawe listed all applicable documents that must be submitted with
your application. Please review this carefully.

3. Mail your completed form and supportive documentation to:
Kem Medical Wellness Program
1700 Mount Vemon Ave.
Bakersfield, CA 93306

Applications may take up to 45 business days to process. Additional tems may also be needed in some

cases in order to determine eligibility. If needed, the Health Benefit Advisor will request additional items.
If youw hawe any guestions, please call KMWFP Financial Services at (661) 3268-2302.

Kern Medical Wellness Frogram
1700 Mownt Vemon Ave. Bakersfield, CA 83306 ~ Phone: (561)328-2302
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Application

Please fill out all information on this form. Print clearly.

Use black or blue ink only.

Questions? Please call: 661-3268-2382

Mail your completed form to:
Kem Medical Wellness Program

1700 Mount WVemon Awe.
Bakersfield, CA 83308

Tell us about the applicant filling owt this form.

" Cast Name Farst Name Middie Infial
2z,
Home Address (Mumber and Sfreet) Do MOT wse a PO, Box —unless homeless Apt. 8
3' —
City State Iip Cinde
4' — E—
Mailing Address {if different from above) or P.O. Box Apt. #

City Siate T Email Address [optional)
B

Home Phone Wiork Phone Cell Phone
7. What Language do you want us io speak to you in? [ English [15Spanish [ Cther:
B. What Language should we write to you in? [ English [ Spanish [ Cther:

Tell us about those applying for KMWP and those living in the household.
List all family members who live in the home. Include spouse, children andfor stepparents living in the home. Do not
list aumnis, uncles, nieces, nephews, or grandparents.

Epplicant

Bpouse Child Chid

5 this person akso
appilying for KMWP?
[] Yes[ Mo

15 this person akso
apphying for KMIWP?
[] Yes[ Mo

15 this person also
applying for KMWE?
[ ves [ Mo

MNamse
Last First Ml

Mame on barth
different from
name abave)

Home Address
12 {1 difTenent from
S0dress n 2

Mailing Address
13 | {f aifferent from
3odrass In 4]

14 | County of
Residence

[ kem []Uther
If oiher:

[Jkem [] Uther
If othe=r-

[ kem [] Uther
If other-

[JFem []Gther
If oher:

45 | Date of Birth
{miarday/yT)

KA P Appicaion Last Revised BiZ216

PAC-IM-960
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Application

Flease fill out all information on this form. Print chearly.

Use black or blue ink only.

Questions? Please call: 661-328-2382

16 |Gender []Male [ Female [JMale []Femae Euau- [J Femaie [ ™ae [ Female
(] Singe [] Single [ Singe [ Singee
[] Mamied [] Marmied ] Marmied [] Mamied
17 Mantal Status [] Widowead [1 Widowed [0 ¥Widowed [] Widowed
[1 Diworced [0 Divonced O Divonced O Divoreed
[ Separabed [ Separated ] rated
Ethnicity — [0 Hspanic [] Hispanic | C %E
18 ! O Latino O Latino H Laling Il:l Latino
(Cyptianal []_Hon-Hispanic [] Mon-Hisparnic Mon-Hispanic Non-Hispan ic
O Amercan Indianor | [0 Amercan indian or I American indian or I American Indian or
Alaska Matve Alaska Native Alaska Native Alaska Matwe
O Aslan Aslan O Asan O Aslan
Race — [ Black or African [0 Elack or African [0 Elack or African [ Black or African
13 onal Ametican an American
Cipfic [ Native Hawallan or | [] Matve Hawallanor | [] Matwe Hawallanor | O] Matve Hawalan or
Other Paciic Islanger Cithear Pachic islander Oither Pacnc Islander Other Pacific islander
[J Whita [J wmie ] Wnite [J White
[] Other [] Other [] Other [] Other
20 O fonesgn
country
2 Social Security
Mo.
2 | u.s. Citizen or
Mational? O Yes Mo [ Yes[JMao [ Yes[JMo [ Yes[JMo
It Mo, date armved
In the LS. { I i l i { T A
3 Primary
24 Preferred
HERN
25
Medical
Record # {If
applicable)
Other Insurance Information
Does fhis [ Yes Mo [ Yes[JMo [ Yes[JMo [ Yes[JMo
25 | Persen have I yes, compicte nesd If yos, compiete: net I yos, compiete: next If yes, compicta nest
other health sertion section saction section
nsurance?
Insurance
7 Mame
28 | Group Mumber
- Insurance
Phone Mumber
3 | Coverage type
£y Effective Date
32 Expiration Date
{IT applicabie)
KMAP Applicaiion Last Revised 8/22HE6
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L -
Application K MWP
Please fill owt all information on this form. Print cleary.
Use black or blue ink oniy. f

Questions? Please call: §61-328-2382

Family Income Information
Do you or any family member have any of the following sources of income? List all family income for the prior
month, meluding child support and spousal support received.

Mumiber of adults in househaold: Mumber of children in household:
Source of Income Apphicant Bpouse Clhald
List the amount and how often the | List the amount and how often the List the amount and Now often the
INCHTEe: |5 FecEhvad INCHTiE: 15 Fecahad INCSHTee: 15 Fechvad
(weekly, biweekly, monthiy) (weekly, biweckly, monthiy) (weekly, biweckly, monly)
I Ful-Time ] Past-Tima I Ful-Time [ Part-Tima [T Ful-Time ] Past-Time
E status Ounempioyed [ Retired Ourempioyed [ Retired O urempioyed [ Retired
mpoyment ] Self-Empioyed [ Voluniesr [ Self-Empioyed []Voluniesr O] Seff-Empioyed  [] Violunieer
[ student Omemporary | [ Student [ Temporary [ student [] Temporary
Jiotn 3 How oifern” 3 How oifers 3 How oifer
et E How often: E How offert: E FHow offer:
If unempioyed, what Is
ihe last daie worked ™ / { ! ) ! I
Social Secunty Disabiity] How oiten E 1 Haw oitern E 1 How oitern
penefts
‘Veterars Benelts 3 How oifern” 3 How oiferr 3 How oifer
Social Securtty
Retirement
Social Secunty Sunivors] 5 HOw GiTen: 5 HOw OfTer: 5 HOw Ofen:
MiMary Allofment 3 How oifern” 3 How oiferr 3 How oifer
Payment form momers. | 5 HOW GiTen: 5 Haw ofer: 5 Haw Ofen:
Intarest! dhvidends 5 HOw GiTen: 5 HOw OfTer: 5 HOw Ofen:
Critwar E 1 How oiten E 1 Haw oitern E 1 How oitern

Member Responsibilities:
| hawe read the KMWP Enrcliment Form, and understand that by enrclling in the program:
= | agree to participate in KMWF and comply with the program reguiremenis;
= | agree to attend all medical appointments made on my behalf;
= | agree to provide my care manager, physicians, nurses, and oiher health care and social senice professionals
with all appropriate information regarding my health;
=  Upon signing this form, | will receive acopy.

| dedare under penalty of perjury under Califiomia state law that | have read this application, the answers provided,
and the docurments encdosed and, to the best of my knowledge, they are comect and true.

Fartidipant Signaiure Date

Winess [FRem Medical S Signatine Date

KKWAP Applicaion Last Revised BiZ2M6
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aashets KMWP
Please fill out all information on this form. Print clearly.
Use black or blue ink only. f

Questions? Please call: 661-328-2382

Fill out below OMLY if a Certified Application Assistant (CAA) helped you fill out this form.

O Check this box and sign below to allow Healthy Families and Medi-Cal to speak to a representative of
the Enrcllment Entity (EE) listed below about the status of this Application. This permission ends when the
program mails you its decision on this Application.

I certify the CAA listed below helped me complete this application. This CAA helped me for free.

Applicant Signature;, Date:
CAAR EE#
CAA Signature: Date:

Supportive Documentation for KMWP Application

Listed below are the majonty of items needed for most persons to determine eligibdity. Mail items with your completed
application that you think may be of assistance in determining eligibdity. Addibonal items may be needed in some
cases in onder to determine eligibdity. F needed, the financial counselor will request additional items.

1. Proof of Kem County Residency (e.g. utility bil)
2. Valid Picture Identification
3. Proof of U.5. Cilizenship or Legal Residency (Required from KMWFP Select)

a. Birth Certficate
b. LS. Passport
¢ Adopton Papers
d. Military Record showing birth in the 5.
e. Report or Certification of Birth Abroad of a U.5. citizen (form F5-240 or F5-545)
f. U5, Citizenship | 0. Card (DHS 1-187)
g- Pemanent Resident Cand ["Green Cand™) (Client Alien Registration Mumber)
4. ial Security cand for all applicants
5.  Venfication of af income in household
a. Eamings

b.  Umemployment Income (LB}
L  Umnemployment print-owt 1-B800-300-5618

©. State Disability Income (SDI)

d. Social Security Income (S5l Social Security Disability (5350)

a. Other (Profit & Loss Statement)

8. Record of application' denial for Social Security Disability (550, Social Security Income (S5,

Medi-Cal, Unemployment Income (LB}, State Disability Income (SD1), Workman's Comp Income
WGy

KA Applcafion Last Revised B22ME
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Addendum B

MIAINININ keny weowcar
- Kem VIENICal

HMO/PPO WAIVER

Due to the wide variation of health insurance benefits, your HMO/PPO insurance camrier
may not authorize reimbursement to Kem Medical for services rendered ta you andfor your

dependent(s).

In the event that your HMO/PPO Insurance camier does not cover services at Kern
Medical, you will become financially responsible for all charges incwred. Determination of
insurance plan caverage will be made by your HMO/PPO Insurance carrier. You will be notified
by your health insurance carrier if the services provided were nol covered under your benefit
plan upon receipt of the Explanation of Benefits (EOB).

STATEMENT OF UNDERSTANDING
1 have read the above information and my signature below acknowledges my understanding of

my financial responsibility in the event my HMO/PPO/Insurance carrier does not cover the
sarvices incurred at the Kern Medical.

(PATIENT OR GUARDIANS SIGNATURE) (DATE)

Form 3441 (Iy16) Oaror Fatiart Access  Approwed by Farms Committoe 37/27/1%

{(wnao and Operatad by the Karn County Hoespital Authority
A Dasigrated Public Hoespital
1700 Maount Vermon Avenwe | Bakersfield, CA 3206 | (661) 324-2000 | KemMecicel.com

EovmEast
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BRI feay weorcar
- Kernvicdiosa!

RENUNCIA DE HMO/PPO

Debido a fa aran varledad de beneficlos de seguro de salud, su companiia de seguros HMO /
PPO no puede autorizar el reembelse a Kern Medical por los servicios prestados a usted vy / ©
su (s) dependiente (s),

En caso de que su compafia de seguros HMO / PPO no cubra los servicios en Kern Medical,
usted sera financieramente responsable por todos los cargos incurridos. La determinacion de la
cobertura del plan de seguro sera realizada por su compafia de seguros HMO [/ PPO. Su
proveedor de seguros de salud le notificard si los servicios proporcionados no estaban cubiertos
par su plan de beneficios una vez que recibid la Explicacion de beneficios (EOB).

DECLARACION DE ENTENDIMIENTO
He leido la Informackin anterior ¥y mi firma a continuacion reconece mi comprension de mi

responsabilidad financiera en caso de que mi HMO [ PPO / compariia de seguros no cubra los
servicos incurridos en Kern Medical.

(FIRMA DEL PACIENTE O GUARDIAN) {Fecha)

Form 3441 |6/15] SPARISH  Oarner. Petlant Access  Approwed by Farms Committes 3/27/1%

Owned and Operated by the Kern Couny Hospilal Authorily
A Desgneted Puolic Hospital
1 700 Mours® Vemaon Avaenue | Bacersfield, TA 93306 | [641) 326-2000 | <errtledica.com

Famtasrt
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