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FINANCIAL ASSISTANCE - FREE CARE/DISCOUNT POLICY 

EFFECTIVE DATE 

The effective date of this Policy on Free Care and Discount on services is January 1, 
2025. 

POLICY 

It is our policy to provide hospital patients, regardless of ability to pay, with 
understandable written information regarding Financial Assistance and to provide 
income-based Financial Assistance (Free Care) to qualified patients. Unless 
otherwise specified, this policy does not apply to physicians, whose services are 
not included in a hospital’s bill.  

DEFINITIONS 

Free Care means full financial assistance that is in the form of free care (i.e., 100% 
discount) to qualifying patients that relieves the patient and his or her guarantor of 
their entire financial obligation to pay for eligible services. Free Care does not reduce 
the amount, if any, that a third-party may be required to pay for eligible services 
provided to the patient. 

Disabled means that an individual is unable to engage in any substantial gainful 
activity by reason of any medically determinable physical or mental impairment 
which can be expected to result in death or which has lasted or can be expected to 
last for a continuous period of not less than twelve months. 

Federal Poverty Level (FPL) means the measure of income level published 
annually by the United States Department of Health and Human Services (HHS) and 
is used by hospitals for determining eligibility for Financial Assistance. 

Financial Assistance means to provide Full Free Care adjustments and/or High 
Medical Cost-Free Care adjustments (as outlined in Section A (Eligibility)). 

Guarantor means a person who has legal financial responsibility for the Patient’s 
health care services. 

Hospital Services means all services that a hospital is licensed to provide. 

Insured Patient means a patient who has a third-party source of payment for a 
portion of their medical expenses. 

Patient means the individual who received a medical service from a hospital. All 
references to a Patient in this Policy shall be deemed to include the Guarantor. 
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Patient Responsibility means the amount that an Insured Patient is responsible to 
pay out-of-pocket after the patient’s third-party coverage has determined the amount 
of the patient’s benefits. 

Primary Language of Hospital’s Service Area means a language used by the 
lesser of 1,000 people or 5% of the community served by the hospital based upon 
the most recent community health needs assessment performed by hospital. 

 

Uninsured Patient means a patient who has no third-party source of payment for 
any portion of their medical expenses, including without limitation, commercial or 
other insurance, government sponsored healthcare benefit programs, or third-party 
liability, and includes a patient whose benefits under all potential sources of payment 
have been exhausted prior to an admission. 

PROCEDURE 

A. ELIGIBILITY 

1. Subject to the exclusions set forth in Section B.1.g, all Hospital Services 
are eligible for Financial Assistance at Aurora Las Encinas, LLC. 

2. Eligibility Criteria: 

During the application process set forth in Sections B and C below, Aurora 
Las Encinas, LLC shall apply the following eligibility criteria for Financial 
Assistance: 

 

Financial 
Assistance 
Category 

Patient Eligibility Category Available 
Discount 

FULL FREE 
CARE 

Patient is an Uninsured 
Patient with a family income 
(as defined below) at or 
below 400% of the most 
recent FPL. 

Full write-off of all 
charges for 
Hospital Services. 
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HIGH MEDICAL 
COST-FREE 
CARE (for 
Insured 
Patients) 

▪ Patient is an Insured 
Patient with a family 
income (as defined 
below) at or below 400% 
of the most recent FPL; 
and 

▪ Out-of-Pocket Medical 
expenses for themselves 
or their family (incurred at 
the hospital or paid to 
other providers in the 
past twelve (12) months) 
that exceed 10% of the 
patient’s family income. 
Out-of-Pocket medical 
expenses means any 
expenses for medical care 
that are not reimbursed by 
insurance or a health 
coverage program, such 
as Medicare copays or 
Medi-Cal cost sharing. 

A write-off of the 
Patient 
Responsibility 
amount for Hospital 
Services. 

 

B. CALCULATING FAMILY INCOME 

1. To determine a patient’s eligibility for Financial Assistance, the hospital 
shall first calculate the patient’s family income, as follows: 

a. Patient Family: The patient family shall be determined as follows: 

i. Adult Patients: For patients eighteen (18) years of age and 
older (except for dependent children aged 18-20, addressed 
below), the patient family includes their spouse, domestic 
partner, dependent children under twenty-one (21) years of age, 
and a dependent child of any age if the dependent child is 
Disabled. Children meeting the criteria in this subsection B.1.a.i 
are considered part of the patient family whether living at home 
or not. 

ii. Dependent Child Aged 18-20: For patients who are dependent 
children aged eighteen (18) to twenty (20), inclusive, the patient 
family includes their parent(s), caretaker relative(s), other 
dependent children under twenty-one (21) years of age of the 
parent(s) or caretaker relative(s), and a child of the parent(s) or 



4 

 

 

caretaker relative(s) of any age if the child is Disabled. 

iii. Minor Patients: For patients under eighteen (18) years of age, 
the patient family includes their parent(s), caretaker relative(s), 
the parent(s)’ or caretaker relative(s)’ other children under 
twenty-one (21) years of age, and a child of the parent(s) or 
caretaker relative(s) of any age if the child is Disabled. 

b. Proof of Family Income: A patient shall only be required to provide 
recent pay stubs or tax returns as proof of income when submitting 
an application for Financial Assistance. Family income is earnings of 
all members of the patient family as shown by the recent pay stubs 
or recent income tax returns; less payments made for alimony and 
child support. “Recent income tax returns” are tax returns that 
document a patient’s income for the year in which the patient was 
first billed or 12 months prior to when the patient was first billed. 
“Recent paystubs” are paystubs within a 6-month period before or 
after the patient is first billed by the hospital, or in the case of 
preservice, when the application is submitted. Income included in 
this calculation is every form of income, e.g., salaries and wages, 
retirement income, near cash government transfers like food stamps, 
and investment gains. Annual income may be determined by 
annualizing year-to-date family income. Hospital may validate 
income by using external presumptive eligibility service providers, 
provided that such service must determine eligibility using only 
information permitted by this policy. If a patient is unable to provide 
recent pay stubs or tax returns as proof of income, hospital may 
accept other forms of documentation of income from the patient, but 
hospital may not require that a patient submit those other forms of 
documentation. 

c. Calculating Family Income for Expired Patients: Expired 
patients, with no surviving spouse, may be deemed to have no 
income for purposes of calculating family income. Documentation of 
income is not required for expired patients. The surviving spouse of 
an expired patient may apply for Financial Assistance. 

d. Calculating Family Income as a Percentage of FPL: After 
determining family income, hospital shall calculate the family income 
level in comparison to the FPL, expressed as a percentage of the 
FPL. For example, if the FPL for a family of three (3) is $25,820, and 
a patient’s family income is $60,000, the hospital shall calculate the 
patient’s family income to be 232% of the FPL. Hospital shall use 
this calculation during the application process to determine whether 
a patient meets the income criteria for Financial Assistance. Use the 



5 

 

 

most current U.S. Federal Poverty Guidelines as the guide for 
eligibility, see Attachment B. 

e. Special Circumstance - Benefits Exhausted During Inpatient 
Stay: When an Insured Patient’s third-party coverage pays only a 
portion of the expected reimbursement for the patient’s stay 
because the patient exhausted their benefits during the stay, the 
hospital should collect from the patient the balance of the expected 
reimbursement that would have been due from the third-party 
coverage if the benefits were not exhausted. A hospital shall not 
pursue from the patient any amount in excess of the amount that 
would have been due from the third-party coverage if the benefits 
were not exhausted, plus the patient’s share of cost or co-insurance. 
A patient who exceeded their benefit cap during a stay is eligible to 
apply for Financial Assistance. If the patient is eligible for Financial 
Assistance, the hospital shall write off all charges for services that 
the hospital provided after the patient exceeded the benefit cap. 

 

f. Medi-Cal/Medicaid Denied Patient Days and Non-covered 
Services: Medi-Cal/Medicaid patients are eligible for free care write-
offs related to denied charges and non-covered services. These 
Treatment Authorization Request (TAR) denials and any lack of 
payment for non-covered services provided to Medi- Cal/Medicaid 
patients are to be classified as Free Care. 

 

g. Financial Assistance Exclusions/Disqualification: The following 
are circumstances in which Free Care is not available under this 
policy: 

i. Insured Patient does not cooperate with third- party payer: 
An Insured Patient who is insured by a third-party payer that 
refuses to pay for services because the patient failed to provide 
information to the third-party payer necessary to determine the 
third- party payer’s liability is not eligible for Financial Assistance. 

ii. Payer pays patient directly: If a patient receives payment for 
services directly from an insurance company, Medicare 
Supplement, or other payer, the patient is not eligible for 
Financial Assistance for the services, unless the Patient qualifies 
for High Medical Cost-Free Care. 

iii. Information falsification: Hospital may refuse to award 
Financial Assistance to patients who falsify information regarding 
family income, household size or other information in their 
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eligibility application. 

iv. Third party recoveries: If the patient receives a financial 
settlement, judgment, or award from a third-party tortfeasor that 
caused the patient’s hospitalization, the patient must use the 
settlement, judgment, or award amount to satisfy any patient 
account balances for the related health care services rendered 
up to the amount reasonably awarded for that purpose. The 
amount of the settlement, judgment, or award that is related to 
the health care services will be considered when determining the 
amount of financial assistance to which the patient is eligible. 

v. Professional (physician) Services: Services of physicians are 
not covered under this policy.  

C. Hospital shall not consider patients’ monetary assets when determining 
eligibility for Financial Assistance. 

D. APPLICATION PROCESS 

1. Aurora Las Encinas, LLC shall make all reasonable efforts to obtain from the 
patient or their representative information about whether private or public 
health insurance may fully or partially cover the charges for care rendered 
by the hospital to a patient. A patient, upon initial presentation, annually, 
and any time the patient indicates financial need will be evaluated for 
ability to pay and when indicated for Financial Assistance. To qualify as an 
Uninsured Patient, the patient or the patient’s guarantor must verify that 
they are not aware of any right to insurance or government program 
benefits that would cover or discount the bill. All patients should be 
encouraged to investigate their potential eligibility for government program 
assistance if they have not already done so. 

2. Patients may request assistance with completing the application for 
financial assistance in person at Aurora Las Encinas, LLC (see 
Attachment A and Attachment D), over the phone at 626-356-2636, or 
through the mail.  Documents are available via the Aurora Las Encinas, 

LLC website (https://www.lasencinashospital.com/resources/external-
links). 

3. Patients who wish to apply for Financial Assistance shall use the 
Aurora Las Encinas, LLC standardized application form, the 
application for Financial Assistance (see Attachment A). 

4. Patients should mail applications for Financial Assistance to Aurora Las 
Encinas, LLC, 2900 E Del Mar Blvd. Pasadena, CA 91107 Attn: Business Office 

Manager. 
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5. Patients should complete the application for Financial Assistance as soon 
as possible after receiving Hospital Services. Hospital will not impose 
time limits for applying for financial assistance under this policy, nor deny 
eligibility based on the timing of a patient’s application. 

E. FINANCIAL ASSISTANCE DETERMINATION 

1. The hospital will consider each applicant’s application for Financial 
Assistance regardless of ability to pay and grant Financial Assistance 
when the patient meets the eligibility criteria set forth in Attachment A. 
The hospital may accept other forms of documentation of income but shall 
not require those other forms. If a patient does not submit an application 
or documentation of income, a hospital may presumptively determine that 
a patient is eligible for free care or discounted payment based on 
information other than that provided by the patient or based on a prior 
eligibility determination. 
 

2. Patients also may apply for governmental program assistance, which may 
be prudent if the particular patient requires ongoing services. 

a. The hospital should assist patients in determining if they are eligible 
for any governmental or other assistance, or if a patient is eligible to 
enroll with plans in the California Health Benefit Exchange (i.e., 
Covered California). 

b. If a patient applies, or has a pending application, for another health 
coverage program while they apply for Financial Assistance, the 
application for coverage under another health coverage program 
shall not preclude the patient’s eligibility for Financial Assistance. 

3. Once a Full Free Care or High Medical Cost-Free Care determination has 
been made, a notification form (see Attachment D) will be sent to each 
applicant advising them of the hospital’s decision. 

4. Patients are presumed to be eligible for Financial Assistance for a period 
of one (1) year after the hospital issues the notification form to the patient. 
After one (1) year, patients must re-apply for Financial Assistance. 

F. DISPUTES 

A patient may seek review of any decision by the hospital to deny Financial 
Assistance by notifying the hospital CFO or designee, of the basis of the dispute and 
the desired relief within thirty (30) days of the patient receiving notice of the 
circumstances giving rise to the dispute. Patients may submit the dispute orally or in 
writing. The hospital CFO or designee shall review the patient’s dispute as soon as 



8 

 

 

possible and inform the patient of any decision in writing. 

 

G. AVAILABILITY OF FINANCIAL ASSISTANCE INFORMATION 

1. Languages: This policy shall be available in the Primary Language(s) of 
Hospital’s Service Area. In addition, all notices/communications provided 
in this section shall be available in Primary Language(s) of Hospital’s 
Service Area and in a manner consistent with all applicable federal and 
state laws and regulations. 
 

2. Information Provided to Patients During the Provision of Hospital 
Services: 

a. Registration, and Discharge: During registration (or as soon 
thereafter as practicable) hospital shall provide all patients with a 
copy of Attachment E, which includes a plain language summary 
of the Financial Assistance policy and also contains information 
regarding their right to request an estimate of their financial 
responsibility for services. If the hospital does not provide a copy of 
Attachment G to the patient during preadmission or registration, it 
shall be provided upon the patient’s discharge. If Attachment G is 
not provided upon discharge, it shall be mailed to the patient’s last 
known address within 72 hours of their discharge. Hospitals shall 
maintain a contemporaneous record that Attachment G was 
provided to the patient, and such record shall be retained in 
accordance with the hospital’s record retention requirements 
outlined in state and federal law. Hospitals shall identify the 
department that patients can visit to receive information about, and 
assistance with applying for, Financial Assistance. 

b. Financial Assistance Counselors: Patients who  may be 
Uninsured Patients shall be assigned financial counselors, who shall 
visit with the patients in person at the hospital. Financial counselors 
shall give such patients a Financial Assistance application, as well 
as contact information for hospital personnel who can provide 
additional information about this Financial Assistance policy and 
assist with the application process, including providing language 
assistance. 

c. Government Program Applications Provided at Discharge: At 
the time of discharge, hospitals shall provide all Uninsured Patients 
with applications for Medi-Cal/Medicaid and California Children’s 
Services or any other potentially applicable government program. 
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3. Information Provided to Patients at Other Times: 

a. Billing Statements: Hospitals shall bill patients in accordance with 
the Policy on Billing and Collections for Aurora Las Encinas, LLC. 
Billing statements to patients shall include Attachment G, which 
include a plain language summary of the Financial Assistance policy, 
a phone number for patients to call with questions about Financial 
Assistance, the website address where patients can obtain 
additional information about Financial Assistance, information about 
language assistance and the California hospital bill complaint 
program, and the application for Financial Assistance. 

b. Contact Information: Patients may call 626-356-2636 or contact 
the hospital department listed on Attachment F to obtain 
additional information about Financial Assistance and assistance 
with the application process. 

c. Upon Request: Hospital shall provide patients with paper copies 
of the Financial Assistance Policy, the application for Financial 
Assistance, and the plain language summary of the Financial 
Assistance Policy upon request and without charge. 

4. Publicity of Financial Assistance Information 

a. Public Posting: Hospital shall post copies of the Financial 
Assistance Policy, the application for Financial Assistance, the plain 
language summary of the Financial Assistance Policy, and the Help 
Paying Your Bill notice (see Attachment G) in a prominent 
location in the emergency room, admissions area, and any other 
location in the hospital where there is a high volume of patient 
traffic, including, but not limited to, the waiting rooms, billing offices, 
and hospital outpatient service settings (including observation 
units). These public notices shall include information about the right 
to request an estimate of financial responsibility for services. 

b. Website: The Financial Assistance Policy, application for Financial 
Assistance and plain language summary shall be available in a 
prominent place on the Aurora Las Encinas, LLC website 
(https://www.lasencinashospital.com/resources/external-links). 
Persons seeking information about Financial Assistance shall not be 
required to create an account or provide any personal information 
before receiving information about Financial Assistance. The Aurora 
Las Encinas, LLC website shall include the information require by 
22 California Code of Regulations section 96051.11. 

c. Mail: Patients may request a copy of the Financial Assistance 
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Policy, application for Financial Assistance and plain language 
summary be sent by mail, at no cost to the patient. 

d. Community Awareness: Aurora Las Encinas, LLC will work with 
aligned organizations, physicians, community clinics and other 
health care providers to notify members of the community 
(especially those who are most likely to require Financial 
Assistance) about the availability of Financial Assistance. 

H. MISCELLANEOUS 

1. Recordkeeping: Records relating to Financial Assistance must be readily 
accessible. Hospitals must maintain information regarding the number of 
Uninsured Patients who have received services from the hospital, the 
number of Financial Assistance applications completed, the number 
approved, the estimated dollar value of the benefits provided, the number 
of applications denied, and the reasons for denial. In addition, notes 
relating to a patient’s approval or denial for Financial Assistance should be 
entered into the patient’s account. 

2. Payment Plans: Patients may be eligible for a payment plan. Payment 
plans shall be offered and negotiated per the Policy on Billing and 
Collections. Hospital and patients will negotiate the terms of the 
payment plan and take into consideration the patient’s family income and 
essential living expenses. If a hospital and patient cannot agree on the 
payment plan, the hospital will create a reasonable payment plan, where 
monthly payments are not more than 10% of the patient’s monthly 
income, excluding deductions for essential living expenses. "Essential 
living expenses" means, for purposes of this section, expenses for 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, and other extraordinary 
expenses. 

3. Billing and Collections: Hospital may employ reasonable collection 
efforts to obtain payment from patients. Information obtained during the 
application process for Financial Assistance may not be used in the 
collection process, either by the hospital or by any collection agency 
engaged by the hospital. General collection activities may include issuing 
patient statements and phone calls. Affiliates and revenue cycle 

departments must develop procedures to confirm that patient questions 
and complaints about bills are researched and corrected where 
appropriate, with timely follow up with the patient. Hospital or collection 
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agencies will not engage in any extraordinary collection actions (as 
defined by the Policy on Billing and Collections). Copies of the Policy on 
Billing and Collections for Aurora Las Encinas, LLC may be obtained free 
of charge on their website at 
(https://www.lasencinashospital.com/resources/external-links), by calling 
626-356-2636, or within the hospital patient registration, patient financial 
services offices. 

4. Submission to HCAI: Aurora Las Encinas, LLC will submit Financial 
Assistance policies to the California Department of Health Care Access 
and Information (HCAI). 

5. Amounts Generally Billed: In accordance with Internal Revenue Code 
Section 1.501(r)-5, Aurora Las Encinas, LLC adopts the prospective 
Medicare method for amounts generally billed; however, patients who 
are eligible for Financial Assistance are not financially responsible for 
more than the amounts generally billed because under the Financial 
Assistance policy, eligible patients do not pay any amount. 

  



12 

 

 

REFERENCES 

Internal Revenue Code section 501(r) 

26 Code of Federal Regulations 1.501(r)-1 through 1.501(r)-7 

California Health and Safety Code section 124700 through 127446 

22 California Code of Regulations sections 96051 through 96051.37 

Policy on Billing and Collections for Aurora Las Encinas, LLC  

ATTACHMENTS 

Attachment A – Application for Financial Assistance 

Attachment B – U.S. Federal Poverty Guidelines 

Attachment C – Providers Covered and Not Covered by Policy  

Attachment D – Notification Form Aurora Las Encinas, LLC Eligibility Determination 
for Free or Discounted Care 

Attachment E – Important Billing Information for Patients 

Attachment F – Notice of Rights 

Attachment G – Help Paying Your Bill 
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ATTACHMENT A                               APPLICATION FOR FINANCIAL ASSISTANCE 
 

PATIENT NAME      ____________________________          SPOUSE_______________________ 
ADDRESS               ____________________________          PHONE________________________ 
 
Contact Person & Telephone:           
If Self-Employed, Name of Business:         

Spouse Employer:   Position:    
Contact Person & Telephone:        
If Self-Employed, Name of Business:         

CURRENT MONTHLY INCOME Patient  Other Family 
 

 Gross Pay (before deductions)  

Add: Income from Operating Business (if Self-Employed)       

Add: Other Income:  

Interest and Dividends 

  

 From Real Estate or Personal Property 
Social Security 
Other (specify): 
Alimony or Support Payments Received 

   
   
   
   

   
   
   
   

Subtract: Alimony, Support Payments Paid       

Equals: Current Monthly Income 

Total Current Monthly Income (add Patient + Spouse) 

Income from above 

   
   
   

   
   
   

FAMILY SIZE 
Total Family Members    

(Add patient, parents (for minor patients), spouse and children from above)  
Yes 

 
No 

Do you have health insurance?  

Do you have other Insurance that may apply (such as an auto policy)?  

Were your injuries caused by a third party (such as during a car accident or slip and fall)?  

When applying only for discount payment program eligibility, Aurora Las Encinas, LLC may only request recent paystubs or 
income tax returns for documentation of income.  Other forms of documentation of income may be requested, but may not 
require them.  Patients applying only for discount payment program eligibility may receive less financial assistance than what 
may be available under our free care program. 

By signing this form, I agree to allow Aurora Las Encinas, LLC to check employment for the purpose of determining my eligibility 
for a financial discount, I understand that I may be required to provide proof of the information I am providing in the form of 
recent pay stubs or tax returns. Aurora Las Encinas, LLC will consider other forms of proof of income if submitted. 

 
(Signature of Patient or Guarantor) (Date) 

 

 

(Signature of Spouse) (Date)  
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Attachment B: 

 
U.S. Federal Poverty Guidelines (Excludes Hawaii and Alaska) 

Annualized: Based on Family Size 
 

Poverty Level 100% 125% 150% 175% 200% < or = 400% 

Family of 1 $15,650 $19,563 $23,475 $27,388 $31,300 $62,600 

Family of 2 $21,150 $26,438 $31,725 $37,013 $42,300 $84,600 

Family of 3 $26,650 $33,313 $39,975 $46,638 $53,300 $106,600 

Family of 4 $32,150 $40,188 $48,225 $56,263 $64,300 $128,600 

Family of 5 $37,650 $47,063 $56,475 $65,888 $75,300 $150,600 

Family of 6 $43,150 $53,938 $64,725 $75,513 $86,300 $172,600 

Family of 7 $48,650 $60,813 $72,975 $85,138 $97,300 $194,600 

Family of 8 $54,150 $67,688 $81,225 $94,763 $108,300 $216,600 

Each additional 
person 

$5,500 $5,500 $5,500 $5,500 $5,500 $5,500 

From U.S. Federal Poverty Guidelines, 2025 

  



15 

 

 

Attachment C 
Providers Covered and Not Covered by Policy 

Unless otherwise specified, the Policy on Financial Assistance for Aurora Las 
Encinas, LLC (Free Care) does not apply to physicians who care for you while you 
are in the hospital. These physicians may bill you separately from the hospital bill. 
This policy does not create an obligation for the hospital to pay for the services of 
these physicians or other medical providers. 

Some medical professionals who care for you in the hospital are covered by the 
Policy on Financial Assistance for Aurora Las Encinas, LLC (Free Care). Those 
categories of providers are listed below. 

• Nurses who do not have advance practice licenses 

• Registered nurses, including registered nurse first assistants 

• Licensed vocational nurses 

• Certified nursing assistants, medical assistants and other non-licensed 
assistants. 

• Therapists and therapy assistants 

• Pharmacists 

• Technologists or technicians - all types 

• Registered dietitians 
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Attachment D 
 

NOTIFICATION FORM  
ELIGIBILITY DETERMINATION FOR FINANCIAL ASSISTANCE 

Aurora Las Encinas, LLC has conducted an eligibility determination for financial assistance 
for: 

 

 

PATIENTS NAME ACCOUNT NUMBER DATE(S) OF SERVICE 
 

The request for financial assistance was made by the patient or on behalf of the 
patient on  . 

This determination was completed on  . 

Based on the information supplied by the patient or on behalf of the patient, the 
following determination has been made: 

Your request for financial assistance has been approved for services rendered on 
  . 

After applying the financial assistance reduction, the amount owed is 
$  . You may elect to make payment arrangements for this 
amount. A Financial Agreement must be signed before the Patient Financial 
Services office can accept payment arrangements that allow patients to pay their 
hospital bills over time. These arrangements are interest-free for low income 
uninsured patients and certain income-eligible patients with high medical costs. The 
payment plan is negotiated between the Hospital and the patient. Please contact 
Patient Financial Services at 626-356-2636 to discuss payment arrangements. 

Your request for financial assistance is pending approval. However, the following 
information is required before any adjustment can be applied to your account: 

 

 

 

 

 

 

 

Your request for financial assistance has been denied because: 

REASON: 
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Granting of financial assistance is conditioned on the completeness and accuracy of 
the information provided to the hospital. In the event the hospital discovers you were 
injured by another person, you have additional income, you have additional 
insurance or provided incomplete or inaccurate information regarding your ability to 
pay for the services provided, the hospital may revoke its determination to grant 
Financial Assistance and hold you and/or third parties responsible for the hospital’s 
charges. 

If an application has been submitted for another health coverage program at the 
same time that you submit an application for Financial Assistance, neither 
application shall preclude eligibility for the other program. 

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. 

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 https://healthconsumer.org for more 
information. 

ATTENTION: If you need help in your language, please call 626-356-2636 or visit 
the Patient Financial Services office at the hospital. Our telephone hours are 8:00 
A.M. to 5:00 P.M., Monday through Friday. 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. 

If you have any questions on this determination, or would like to appeal the decision, 
please contact: 

 
 

 

Patient Financial Services 
626-356-2636 

https://healthconsumer.org/
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Attachment E 
 

Important Billing Information for Patients 
Financial Assistance Plain Language Summary 

This handout is designed to help our patients understand the Financial Assistance 
that is available to eligible patients, the application process for Financial Assistance, 
and your payment options. Your hospital bill will not include any bills for services 
you may receive during your hospital stay from physicians, anesthesiologists, 
clinical professionals, ambulance companies, and other providers that may bill you 
separately for their services. If you wish to seek assistance with paying your bills 
from these other providers, you will need to contact the providers directly. 

Emergency Services: If you received emergency services at the referring hospital 
you will receive a separate bill for the emergency room and physician. Any 
questions pertaining to the emergency room and physician’s services should be 
directed to the referring hospital or physician. An emergency room physician, as 
defined in Section 127450 of the Health and Safety Code, who provides emergency 
medical services in a hospital that provides emergency care is required by law to 
provide discounts to uninsured patients or insured patients with high medical costs 
who are at or below 400% of the federal poverty level. 

Payment Options: Aurora Las Encinas, LLC has many options to assist you with 
payment of your hospital bill. 

Payment Plans: Patient account balances are due upon receipt. Patients may elect 
to make payment arrangements for their hospital bill. A Financial Agreement must 
be signed before the Patient Financial Services office can accept payment 
arrangements that allow patients to pay their hospital bills over time. These 
arrangements are interest-free for low income uninsured patients and certain 
income-eligible patients with high medical costs. The payment plan is negotiated 
between the Hospital and the patient. If a hospital and patient cannot agree on the 
payment plan, the hospital will create a reasonable payment plan, where monthly 
payments are not more than 10% of the patient’s monthly income, excluding 
deductions for essential living expenses. 

Medi-Cal/Medicaid & Government Program Eligibility: You may be eligible for a 
government-sponsored health benefit program. Aurora Las Encinas, LLC has staff 
available to assist you with applying for government programs like Medi-
Cal/Medicaid. Medi-Cal’s presumptive eligibility program provides qualified 
individuals immediate access to temporary, no-cost Medi-Cal while applying for 
permanent Medi-Cal coverage or other health coverage. Please contact Patient 
Financial Services at 626-356-2636 if you would like additional information about 
government programs, or need assistance with applying for such programs. This 
facility also contracts with 
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organizations that may assist you further with applying for government assistance, if 
needed. 

Covered California: You may be eligible for health care coverage under Covered 
California, which is California’s health benefit exchange under the Affordable Care 
Act. Contact the Patient Financial Services department at 626-356-2636 for more 
detail and assistance to see if you quality for health care coverage through Covered 
California. 

Summary of Financial Assistance (Free Care): Aurora Las Encinas, LLC is 
committed to providing financial assistance to qualified low-income patients, and to 
patients who have insurance that requires the patients to pay significant portion of 
their care. The following is a summary of the eligibility requirements for Financial 
Assistance and the application process for a patient who wishes to seek Financial 
Assistance: 

If you received hospital care, the following category of patients are eligible for 
Financial Assistance: 

• Patients who have no third-party source of payment, such as an insurance 
company or government program, for any portion of their medical expenses 
and have a family income at or below 400% of the federal poverty level. 

• Patients who are covered by insurance but have (i) family income at or below 
400% of the federal poverty level; and (ii) medical expenses for themselves or 
their family (incurred at the hospital affiliate or paid to other providers in the 
past 12 months) that exceed 10% of the patient’s family income. 

• Patients who are covered by insurance but exhaust their benefits either 
before or during their stay at the hospital and have a family income at or 
below 400% of the federal poverty level. 

You may apply for Financial Assistance using the application form that is available 
from Patient Financial Services, which is located within the Business Office at the 
Hospital or by calling Patient Financial Services at 626-356-2636, or on the Aurora 
Las Encinas, LLC website (https://www.lasencinashospital.com/resources/external-
links). You may also submit an application by speaking with a representative from 
Patient Financial Services, who will assist you with completing the application. 
During the application process you will be asked to provide information regarding the 
number of people in your family, your monthly income, and other information that will 
assist the hospital with determining your eligibility for 
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Financial Assistance. You may be asked to provide a pay stub or tax records to 
assist with verifying your income. 

After you submit the application, the hospital will review the information and notify 
you in writing regarding your eligibility. If you have any questions during the 
application process, you may contact the Patient Financial Services office at 626-
356-2636. 

If you disagree with the hospital’s decision, you may submit a dispute to the Patient 
Financial Services office. The dispute will be resolved by the hospital’s chief 
financial officer. 

Copies of this Hospital’s Financial Assistance Policy, the Plain Language Summary 
and Application, as well as government program applications are available in 
multiple languages in person at our Patient Registration and Patient Financial 
Services offices as well as at 
(https://www.lasencinashospital.com/resources/external-links) and by mail. We can 
also send you a copy of the Financial Assistance Policy free of charge if you 
contact our Patient Financial Services office at 626-356-2636. 

In accordance with Internal Revenue Code Section 1.501(r)-5, Aurora Las Encinas, 
LLC adopts the prospective Medicare method for amounts generally billed; however, 
patients who are eligible for financial assistance are not financially responsible for 
more than the amounts generally billed because eligible patients do not pay any 
amount. 

Notice of Availability of Financial Estimates: You may request a written estimate 
of your financial responsibility for Hospital Services. Requests for estimates must be 
made during business hours. The estimate will provide you with an estimate of the 
amount the hospital will require the patient to pay for health care services, 
procedures, and supplies that are reasonably expected to be provided by the 
hospital. Estimates are based on the average length of stay and services provided 
for the patient’s diagnosis. They are not promises to provide services at fixed costs. 
A patient’s financial responsibility may be more or less than the estimate based on 
the services the patient actually receives. 

If you have any questions about written estimates, please contact Patient Access at 
626-356-2636. If you have any questions, or if you would like to pay by telephone, 
please contact the Patient Financial Services at 626-356-2636. 

No Reporting to Consumer Credit Reporting Agency. A holder of this medical 
debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing any 
information related to this debt to a consumer credit reporting agency. In addition to 
any other penalties allowed by law, if a person knowingly violates this section by 
furnishing information regarding this debt to a consumer credit reporting agency, the 
debt shall be void and unenforceable. 
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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. 

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 https://healthconsumer.org for more 
information. Please contact Patient Financial Services for further information. 

Price Transparency. Healthcare cost transparency is important to help consumers 
make informed decisions about their care. We post a list of standard charges for 
services provided at Aurora Las Encinas, LLC. Please visit the following website 
for more information: https://www.lasencinashospital.com/resources/external-
links 

Contact Information: Patient Financial Services is available to answer questions 
you may have about your hospital bill or to assist with applying for Financial 
Assistance or a government program. The telephone number is 626-356-2636. Our 
telephone hours are 8:00 A.M. to 5:00 P.M., Monday through Friday. 

ATTENTION: If you need help in your language, please call 626-356-2636 or visit 
the Patient Financial Services office at the hospital. Our telephone hours are 8:00 
A.M. to 5:00 P.M., Monday through Friday. 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. 

https://healthconsumer.org/
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Attachment F 

Notice of Rights 

Enclosed please find a statement of the charges for your hospital visit. Payment is due 
immediately. You may be entitled to discounts if you meet certain financial qualifications, 
discussed below. 

Please be aware that this is the bill for hospital services only.  

Summary of Your Rights: State and federal law require debt collectors to treat you 
fairly and prohibit debt collectors from making false statements or threats of 
violence, using obscene or profane language, or making improper communications 
with third parties, including your employer. Except under unusual circumstances, 
debt collectors may not contact you before 8:00 a.m. or after 9:00 p.m. In general, a 
debt collector may not give information about your debt to another person, other 
than your attorney or spouse. A debt collector may contact another person to 
confirm your location or to enforce a judgment. For more information about debt 
collection activities, you may contact the Federal Trade Commission by telephone at 
1-877-FTC-HELP (382-4357) or online at www.ftc.gov. 

Nonprofit credit counseling services, as well as consumer assistance from local legal 
services offices, may be available in your area.  

Aurora Las Encinas, LLC has agreements with external collection agencies to collect 
payments from patients. Collection Agencies are required to comply with the 
hospital’s policies. Collection Agencies are also required to recognize and adhere to 
any payments plans agreed upon by the hospital and the patient. 

No Reporting to Consumer Credit Reporting Agency. A holder of this medical 
debt contract is prohibited by Section 1785.27 of the Civil Code from furnishing any 
information related to this debt to a consumer credit reporting agency. In addition to 
any other penalties allowed by law, if a person knowingly violates this section by 
furnishing information regarding this debt to a consumer credit reporting agency, the 
debt shall be void and unenforceable. 

 

Financial Assistance (Free Care): Aurora Las Encinas, LLC is committed to 
providing financial assistance to qualified low-income patients, and to patients 
who have insurance that requires the patient to pay for a significant portion of their 
care. The following is a summary of the eligibility requirements for Financial 
Assistance and the application process for a patient who wishes to seek Financial 
Assistance: 
 
If you received hospital services at Auora Las Encinas, LLC, the following 
categories of patients are eligible for Financial Assistance: 

http://www.ftc.gov/
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• Patients who have no third-party source of payment, such as an insurance 
company or government program, for any portion of their medical expenses 
and have a family income at or below 400% of the federal poverty level. 

• Patients who are covered by insurance but have (i) family income at or below 
400% of the federal poverty level; and (ii) medical expenses for themselves or 
their family (incurred at the hospital affiliate or paid to other providers in the 
past 12 months) that exceed 10% of the patient’s family income. 

• Patients who are covered by insurance but exhaust their benefits either 
before or during their stay at the hospital and have a family income at or 
below 400% of the federal poverty level. 

You may apply for Financial Assistance using the application form that is available 
from Patient Financial Services, which is located at located within the Patient 
Access/Registration Departments at the Hospital, or by calling Patient Financial 
Services at 626-356-2636, or on the Aurora Las Encinas, LLC website 
(https://www.lasencinashospital.com/resources/external-links). You may also submit 
an application by speaking with a representative from Patient Financial Services, 
who will assist you with completing the application. During the application process 
you will be asked to provide information regarding the number of people in your 
family, your monthly income, and other information that will assist the hospital with 
determining your eligibility for Financial Assistance. You may be asked to provide a 
pay stub or tax records to assist Aurora Las Encinas, LLC with verifying your 
income. 

After you submit the application, the hospital will review the information and notify 
you in writing regarding your eligibility. If you have any questions during the 
application process, you may contact the Patient Financial Services office at 626-
356-2636. 

If you disagree with the hospital’s decision, you may submit a dispute to the Patient 
Financial Services office. 

Copies of this Hospital’s Financial Assistance Policy, the Plain Language Summary 
and Application, as well as government program applications are available in 
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multiple languages in person at our Patient Registration or Patient Financial 
Services offices, as well as at 
https://www.lasencinashospital.com/resources/external-links and available by mail. 
We can also send you a copy of the Financial Assistance Policy free of charge if 
you contact our Patient Financial Services office at 626-356-2636. 

In accordance with Internal Revenue Code Section 1.501(r)-5, Aurora Las Encinas, 
LLC adopts the prospective Medicare method for amounts generally billed; however, 
patients who are eligible for financial assistance are not financially responsible for 
more than the amounts generally billed because eligible patients do not pay any 
amount. 

Health Insurance/Government Program Coverage/Financial Assistance: If you 
have health insurance coverage, Medicare, Medi-Cal/Medicaid, California Children’s 
Services, or any other source of payment for this bill, please contact Patient 
Financial Services at 626-356-2636. If appropriate, Patient Financial Services will bill 
those entities for your care. 

If you do not have health insurance or coverage through a government program like 
Medi- Cal/Medicaid or Medicare, you may be eligible for government program 
assistance. Medi-Cal’s presumptive eligibility program provides qualified individuals 
immediate access to temporary, no-cost Medi-Cal while applying for permanent 
Medi-Cal coverage or other health coverage. 

Patient Financial Services can provide you with application forms and assist you 
with the application process. 

If you have received an award of Financial Assistance from the Hospital that you 
believe covers the services that are the subject of this bill, please contact Patient 
Financial Services at 626-356-2636. 

California Health Benefit Exchange: You may be eligible for health care coverage 
under Covered California. Contact Patient Financial Services for more detail and 
assistance to see if you quality for health care coverage through Covered California. 

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. 

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 
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Consumer Alliance at 888-804-3536 or go to https://healthconsumer.org for more 
information. Please contact Patient Financial Services for further information. 

Price Transparency. Healthcare cost transparency is important to help consumers 
make informed decisions about their care. We post a list of standard charges for 
services provided at Aurora Las Encinas, LLC. Please visit the following website 
for more information: https://www.lasencinashospital.com/resources/external-
links 

Contact Information: Patient Financial Services is available to answer questions 
you may have about your hospital bill or to assist with applying for Financial 
Assistance or a government program. The telephone number is 626-356-2636. Our 
telephone hours are 8:00 A.M. to 5:00 P.M., Monday through Friday. 

ATTENTION: If you need help in your language, please call 626-356-2636 or visit 
the Patient Financial Services office at the hospital. Our telephone hours are 8:00 
A.M. to 5:00 P.M., Monday through Friday. 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. 

https://healthconsumer.org/
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Attachment G 
 

Help Paying Your Bill 

Aurora Las Encinas, LLC is committed to providing financial assistance, in the 
form of free care and discounted care, to qualified patients. 

How to Apply 

You may apply for Financial Assistance using the application form that is available 
from Patient Financial Services, which is located in the Patient Access/Registration 
Departments at the Hospital, or by calling Patient Financial Services at 626-356-
2636, or on the Aurora Las Encinas, LLC website 
(https://www.lasencinashospital.com/resources/external-links). You may also 
submit an application for financial assistance by speaking with a representative 
from Patient Financial Services, who will assist you with completing the application. 

Hospital Bill Complaint Program 

If you believe you were wrongly denied financial assistance, you may file a 
complaint with the State of California’s Hospital Bill Complaint Program. Go to 
HospitalBillComplaintProgram.hcai.ca.gov for more information and to file a 
complaint. 

More Help 

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. Please contact Patient 
Financial Services for further information. 

Help for Patient with Disabilities 

Please contact Patient Financial Services at 626-356-2636 if you would like to obtain 
a copy of this notice in an accessible format, including but not limited to large print, 
braille, audio, or other accessible electronic format. 

ATTENTION: If you need help in your language, please call 626-356-2636 or visit 
the Patient Financial Services office at the hospital. Our telephone hours are 8:00 
A.M. to 5:00 P.M., Monday through Friday. 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. 


