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1. POLICY
Emergency Medical Care:

SCH will provide, without discrimination, care femergency medical conditions (within the
meaning of the Emergency Medical Treatment andv&dtabor Act (EMTALA), section 1867
of the Social Security Act (42 U.S.C. 1395dd))ndividuals, regardless of whether they are
Financial Assistance-eligible. NGHS personnel véftain from engaging in debt collection
activities that interfere with the provision of emency medical care. These activities DO NOT
include requesting insurance status and appligadtient financial liability (deductibles, co-
insurance and co-pays) after the medical screeamdgstabilization, as required by EMTALA.

Services Covered and Those That Are Not Covered Under Financial Assistance Program:

The Financial Assistance Program covers all emesgand medically necessary treatments
ordered in the course of treatment for the visgrded emergent or medically necessary.
Services not covered include any elective surgest,or procedure and Non-emergent tests or
procedures not deemed medically necessary.

There are providers that are not covered undeiFihesncial Assistance Program as well and
they include Southland Emergency Physicians (araot@d group providing the physician
component of any emergency room visit), Apogee lHakgt Group (a contracted group
providing inpatient hospital diagnosis and treattrteming a Hospital admission) and Stephens
County Anesthesia Services (a contracted groupawige all anesthesia services necessary in
the Hospital). All three of these groups bill seqtaly for their services and are independent
contractors and are not a part of the Financialstasce Program.

Application Process:

1. All patients desiring consideration under theHS&nancial Assistance Program must
complete an application, disclosing financial imi@tion that is considered pertinent to the
determination of the patient's eligibility for finaial assistance. Financial Assistance
applications can be completed in writing, by speghko a Financial Counselor or a phone
screen. The patient will authorize the hospitahitke inquiries of employers, banks, credit
bureaus, and other institutions for verifying sta¢éets made by the patient in applying for



assistance. The application may be obtained bingadr by visiting any hospital Financial
Counselor or by printing online at www.stephensdghiospital.com.

When returned, the application shall be accompanyeohe or more of the following types of
documentation:

a. Proof of household income must be at least étigedollowing:
1) A copy of four most recent pay stubs of all eoyeld in the household. If no pay stub
available, please provide a notarized letter fronpleyer.
2) Current year W-2 and/or recent year tax return
3) Social Security Award Letter
4) Proof of workers compensation, sick leave, diggltompensation, welfare, or social
security retirement
5) If you have no income at this time, providegned and notarized letter from the
person who provides food, shelter, clothing, eicybu and your family, if applicable.
b. Proof of assets
1) Most recent bank statements for personal anshéss checking and savings accounts
c. Proof of home address must be at least oneedbtlowing:
1) Valid Georgia driver’s license
2) Georgia identification card
3) Current utility bill
4) Lease or rent receipts showing evidence of goahtesidence
5) County property tax assessment,
6) County food stamp letter
7) Voter registration card
8) Letter from Landlord or person you are livinghvi
d. And these documents, if applicable:
1) If you are not married but there are childregammon, you must provide entire
household income. Any child support or alimony reed must also be included.
2) If you are still legally married but separatgdy must provide legal documentation of
separation or spouse’s income.
3) Written verification from public welfare agensier other government agencies which
can attest to the Patient’s Gross Income statugdst 12 months
4) Most recent bank statements for personal anthéss checking and savings accounts
5) Verification of Pension or Retirement Income
6) Verification of student status which is defirela copy of current class schedule,
registration information and a copy of student phift
7) If you lost your job within the last three mostlyou are required to provide a
separation letter from your past employer. Addiiby) you must provide a letter from
your local Georgia Department of Labor Career Qespecifying whether or not you are
receiving unemployment benefits.
8) If you have listed any children on your applicatother than biological or
stepchildren, you must provide legal documentattotinis effect.
9) Patients seeking assistance may need to subitidnee of assets.



2. Income shall be annualized, when appropriateedba@apon documentation provided and upon
verbal information provided by the patient. Thisqess will take into consideration seasonal
employment and temporary increases and/or decredgasome.

3. All applications, supporting documentation, aacthmunications will be treated with proper
regard for patient confidentiality. SCH will exeseireasonable care to maintain supporting
documents with the application form.

4. In situations where the information providedthg patient or guarantor does not match the
“Criteria Based Method”, the Criteria Based infotraa will be considered in the eligibility
determination.

5. Complete applications will be accepted up toethe of the application period, as defined
above

Eligibility Criteria
1. In cases where patients request scheduled sspapplications for Financial Assistance can
be processed prior to services.

2. Financial Assistance is secondary to all othmaricial resources available to the patient.

3. Determination of eligibility of a patient forrancial Assistance shall be applied regardless of
the source of referral and without discriminati@t@race, gender, ethnicity, color, creed,
national origin, age, handicap status, or martatus.

4. Financial assistance will be provided to patiemben net available assets are not sufficient
and gross family income is between 0 and 300 perdfahe Federal Poverty Guidelines
adjusted for family size.

5. The financial obligations that remain once tiharicial assistance adjustment has been applied
may be paid in a lump sum or the patient may set pgyment plan.

Eligibility Deter mination

1. Eligibility can be determined once a completed egagibn has been received along with all
supporting documentation or through other critédaed methods or systems. Should
documentation not be supplied, or should the agptin remain incomplete, financial
assistance will not be granted. A notification vadl sent informing of how to obtain
assistance to complete the application.

2. After the latter of 120 days from date of first pdsscharge billing statement or 30 days from
date of written notification of intent to initiaECAs and plain language summary, accounts
with incomplete application or no application Wik subject to the normal account flow



process of self-pay collection statements and outsty to bad debt collection agencies as
well as debt collection attorneys, as approprigee(Collections Policy). .

3. If the completed application is received after aatdinary collection efforts have
commenced, but within the application period, thpli@ation processing will be expedited
and all ECAs will cease during processing.

4. For medically necessary care other than emergesrey patient should be a resident within
the SCH service area. Examples of acceptable pfaelsidency may be found in section 2b
of Application Process, above.

5. Cases for consideration may be requested by thenpahe patient’s family, the patient's
physician, hospital personnel who have been madeeaof the financial need of the patient,
or recognized social agencies.

7. SCH presumptively approves patients for 100%sidjent only, using the Presumptive
Eligibility criteria defined above.

8. In instances where eligibility has been deteadithrough the use of other criteria-based
methods, documentation of income and expenses pidyerrequired.

9. Following the initial request for financial astsince, the hospital will pursue other sources of
funding, including Medicaid and/or state programs

10. Financial assistance eligibility, while genbraletermined at the time of application, may
occur at any time, during the application periatmpto judgment upon learning of facts that
would indicate financial need.

11. Approval for financial assistance is grantedperiods of three (3) months. Medicare
patients’ approval is granted for periods of twel¥2) months. If the patient/responsible party’s
financial situation changes after charity has kegggroved and awarded, SCH reserves the right
to terminate future charity at the discretion a@ Manager of Financial Counseling in
accordance with the Vice President of Finance. Eplasinclude but are not limited to payouts
from court settlement, lottery, etc.

Calculation of Discount

The calculation of the discount for patients quediffor a partial charity care adjustment will be
based on our Medicare reimbursement rate (or ara@enterally billed to individuals who have
insurance coverage, or AGB). This discount willupelated annually when new rates are
received. Patients qualify for a charity adjustmamt sliding scale as follows:

* Family income of 150% or less of the Federal Pigv@uidelines qualifies for a 100% charity
adjustment, which means that their services aee fre

* A family income between 151%-185%o0f the Fedemld?ty Guidelines qualifies for an
adjustment equivalent to SCH’s three best payeesplas as additional 40% discount.

* A family income between 186%-235% of the FedB@lerty Guidelines qualifies for an
adjustment equivalent to SCH'’s three best paydesplas an additional 20% discount.



* A family income between 236%-300% of the FedB@lerty Guidelines qualifies for an
adjustment equivalent to SCH’s three best paydes ra

Example of the Calculation:

If a patient’s gross charges for services are $l,,0& charges will be discounted to reflect the
rate of SCH's three best payers (or amounts gdpdaifled (AGB) to individuals who have
insurance coverage), ($1,000%*64%=%$640.00). So,

a. The patient with a modified adjusted gross incom&5®% or less of the Federal Poverty
Guidelines would be responsible for $.00;

b. The patient with a modified adjusted gross incori®5d% - 185% of the Federal
Poverty Guidelines would be responsible for $6406.9256.00 (40%) = $384.00;

c. The patient with a modified adjusted gross incom®86%-235% of the Federal Poverty
Guidelines would be responsible for $640.00 - $028§20%) = $512.00;

d. The patient with a modified adjusted gross incom236%-300% of the Federal Poverty
Guidelines would be responsible for $640.00;

Notification of Final Deter mination:

The hospital will make reasonable efforts to notifg patient of the final determination within
thirty (30) working days of receipt of applicatianth related documented materials (proof of
income, etc.). The notification will include a detenation of the amount for which the
responsible party will be financially responsibfegnything, and describes how the individual
may obtain information regarding the AGB and hoeitlamount owed was determined. Denials
will be communicated in writing and will includestiuctions for appeal. If patient is approved,
any prior payments made by the patient, in excéseadetermined amount, on accounts
covered will be refunded, unless the amount palesis than $5.

Appeals

The responsible party may request reconsiderafietigibility for financial assistance by
providing additional documentation within the apption period. The request will be reviewed
for reconsideration. If the final determinatiortasapprove financial assistance, an approval
notification will be sent to the patient indicatiaghount waived or reduced.

Non-Payment Process

In the event of non-payment by a patient for tipeirtion of their account balance after financial
assistance is processed the account will followmabicollection process flow, adhering to
timeframes established by section 501(r) (see Ciadies Policy).



