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POLICY STATEMENT:
Community Hospital of the Monterey Peninsula pursues a collection policy in keeping with best practices in the industry, CHA (California Hospital Association) recommendations, the Hospital Fair Pricing Policies Act, and all federal, state and local laws governing the collection of a patient debt.  The hospital will clearly and conspicuously post and maintain signs notifying patients of the hospital’s Sponsored Care and Discount Payment Programs, and the availability of funds from other programs to assist with payment of bills.  The signs are placed in every registration site, in the patient business office, and other outpatient settings.

GENERAL PRACTICE:

Patient Business Services shall adhere to the following guidelines in the collection of any patient debt to the hospital stemming from medical services rendered at any site or in any department.  Every patient will be accorded respect and treated with dignity at all times. These collection guidelines are established under the authority of the Patient Business Services Department, and debts will not be advanced for collection without review based on the Authorization Process by dollar threshold.  The decision to advance a debt for collection will be made on a case by case basis, following the policy and processes set forth below. The decision to advance a debt for collection will be based on such factors as lack of payment, failure to apply for available programs, failure to respond to hospital requests, or failure to contact the hospital in response to a bill. At the discretion of the Patient Business Services and following the Authorization Process by dollar threshold below, a debt may be advanced for collection if payment is not received within 30 days of the initial bill. Regardless of the age of a bill, the hospital will always be open to reasonable compromise regarding a debt.

Collection is initially conducted by the hospital but may be advanced for collection by an external collection agency or legal action as set forth below.  This collection policy governs all communications with a patient concerning collection of amounts owed to the hospital.

TYPES OF VISITS

       Patient balances stem from four sets of circumstances

1.  The patient has qualified for or may be eligible for the Sponsored Care or Discount Payment Programs.   This category may include:

a.  A self-pay patient who meets the income and/or monetary asset requirements of the Sponsored Care or Discount Payment Programs and who does not have third party health insurance coverage, a health care service plan, Medicare or Medicaid, and whose injury is not a compensable injury for purposes of workers’ compensation, automobile insurance, or any other insurance that may cover the hospital services provided to the patient.

b.  An insured patient who meets the Discount Payment Program eligibility standards concerning income (at or below 350% of the Federal Poverty Level) and who has high medical costs (out of pocket medical expenses in the 12 months before services were rendered exceed 10% of the patient’s family income during the same 12-month period) and the patient does not receive a discounted rate from the hospital because of the patient’s insurance.

c.  An insured patient with out of pocket medical expenses who meets the Sponsored Care Program’s eligibility standards concerning family income (at or below 250% of the Federal Poverty Level) and monetary assets do not exceed $110,000. 

2.  The patient has no third party coverage (self-pay) and is not eligible for the hospital’s Sponsored Care or Discount Payment Programs.

3.  The patient has third party coverage but has deductibles, high medical costs, co-pays or non-covered services, and is not eligible for the hospital’s Sponsored Care or Discount Payment Programs.

4.  The patient has insurance that does not pay the hospital despite consistent follow- up by staff and no contract exclusions limit the hospital’s ability to pursue the patient for payment.

       PROCESSES

Whenever possible all patients will be pre-registered for services.  Collection procedures will vary depending on the type of visit, as follows:

1.
Patient Has Applied or Qualified for the Hospital’s Sponsored Care or Discount Payment Program. 

Patients who meet income and/or asset requirements may qualify for the hospital’s Sponsored Care or Discount Payment Program.  All efforts should be made to determine eligibility for these programs pre-service if possible, or as soon as practicable after services are provided.  The hospital’s Social Services Department or the Patient Business Services Department will review applications for Sponsored Care or Discount Payment Program eligibility in accordance with hospital policy.  While the patient’s application is pending, the hospital may send billing statements, but will not commence any collection activity.  

2.
Collecting a Visit from a Patient who is Eligible for the Hospital’s Sponsored Care or Discount Payment Program.

Upon reaching a determination that the patient is eligible for the Sponsored Care or Discount Payment Program, the hospital will determine the amount owed by the patient in accordance with the hospital’s Sponsored Care & Discount Payment Program Policy.  If the patient is not able to pay the amount due in a lump sum, the patient will be offered the opportunity to negotiate and agree to a repayment plan.   The patient will be advised, verbally and in writing, that the payments will be interest free provided they are timely made, but if the patient fails to make all scheduled payments during any 90 day period, the hospital may terminate the extended payment plan and the entire outstanding balance will be due, together with interest on the remaining balance at the maximum legal rate.  If the patient chooses to enter into a repayment plan, the Sponsored Care & Discount Payment Program Repayment Plan should be completed and the patient should sign that Plan.

If the patient has signed a Sponsored Care & Discount Payment Program Repayment Plan, and the patient fails to timely make all scheduled payments during any 90 day period, the hospital may terminate the Repayment Plan.  Before terminating the Repayment Plan, the hospital will contact the patient by telephone and in writing and inform the patient that the Repayment Plan may be terminated due to default in scheduled payments.  If the patient requests, the hospital will renegotiate the Repayment Plan, and the patient will sign a new Sponsored Care & Discount Program Repayment Plan.

The hospital will not report adverse information to a consumer credit reporting agency or begin a civil action against the patient for nonpayment before the Repayment Plan is terminated.

The hospital will not use the monetary asset information it obtained in determining eligibility for the Sponsored Care Program for collection activities. Information concerning income and monetary assets that are obtained as part of the eligibility determination are maintained separately from the patient’s collection file.

For a period of 150 days after the initial billing to the patient, the hospital will not report adverse information to a consumer credit reporting agency concerning, or commence a civil action against, a patient who lacks coverage or provides information that he or she may be eligible for the Sponsored Care or Discount Payment Program. 

If a patient is attempting to qualify for the Discount Payment or Sponsored Care Program and is attempting in good faith to settle an outstanding bill by negotiating a payment plan or making reasonable, regular payments on his/her bill, the hospital will not send the patient’s visit to a collection agency unless the agency agrees to comply with the hospital’s collection policy and the Hospital Fair Pricing Policies Act.

The hospital will not use wage garnishments or liens on primary residences as a means of collecting unpaid hospital bills from patients who are eligible for the Discount Payment or Sponsored Care Program.  However, a collection agency or legal counsel may pursue wage garnishment or a lien or sale of the patient’s residence as permitted by Health & Safety Code 127425(f).

If a patient appeals the hospital’s decision concerning eligibility or level of benefits of the patient for either the Sponsored Care or Discount Payment Program, or appeals a coverage of determination of a third party, the hospital will not report adverse information to a consumer credit reporting agency concerning, or commence a civil action against, the patient provided the patient has filed an appeal in compliance with the hospital’s Sponsored Care & Discount Payment Program Policy, or makes a reasonable effort to communicate with the hospital about the progress of any coverage appeal pending with a third party.  The hospital will not begin the 150 day period referenced above until after the resolution of the patient's appeal is completed to afford the patient the full 150 days to make payment.

Before beginning any collection activity against any patient, (including those that are not eligible for the Sponsored Care or Discount Payment Programs), the hospital will provide the patient with a clear and conspicuous notice of the patient’s rights under the Fair Pricing Policies Act, the Rosenthal Fair Debt Collection Practices Act, and the federal Fair Debt Collection Practices Act. The notice will state:

“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, and 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 877-FTC-HELP (382-4357) or online at www.ftc.gov. Nonprofit credit counseling services may be available in the area.”

This notice will also be given in any document indicating that the commencement of collection activities may occur. 

Any amount collected from a patient in excess of the amount due under the hospital’s Sponsored Care or Discount Payment Policy will be refunded to the patient, together with interest thereon at the rate of 7% per annum from the date the hospital received the overpayment, or the date the patient qualifies for the Sponsored Care or Discount Payment Policy, whichever date is later. 

3.
Self-Pay Patients Pre-Service

Patients who access the hospital without third party coverage shall be processed as follows:

Self-pay patients will be advised that pre-payment is expected at the time of service and shall be given an estimated amount for the service if requested.  If the patient is present at the time of pre-registration the estimate will be provided in writing on a document that clearly specifies the service to be rendered, the estimated cost, and a clear disclaimer that the estimate may prove to be higher or lower than the actual services received and that the difference will be either refunded or payable at the time of final billing.  The patient will be provided with a notice advising them of the hospital’s Sponsored Care and Discount Payment programs.

If a patient indicates that s/he cannot pay the bill or s/he may require help in paying the bill, the hospital representative will first determine if the service is medically necessary or elective.  If the service is elective it may be postponed, with the concurrence of the physician, until the patient can make arrangements to pay for the services.  If the services are deemed to be medically necessary the following actions(s) will be taken:

1. Refer the patient to current assistance on-site Vendor or Financial Counselor for MediCal, California Children’s Services Program, Healthy Families, or to Natividad Medical Center/Medically Indigent Adult Program to be screened for eligibility for any state or federal program for which s/he may qualify.

2. Provide the patient with a list of other possible sources of assistance including information about the hospital’s Sponsored Care and Discount Payment programs.  Provide application forms to the patient.

3. Advise the patient that an application for the Sponsored Care or Discount Payment Program may be submitted pre-service, or it must be submitted within 120 days following receipt of hospital services.    

4. VERIFY with open-ended questions  (DO NOT ask yes/no questions) that the patient’s demographic information is accurate. (Home address, phone number’ employer information, etc.)

5. If the patient is self-employed gather all relevant information (name of company, type of business, location, phone number etc.)

4.
Self-Pay Patients During Hospital Stay or Post-Service

All self-pay patients who have not been screened prior to coming in for in-patient services or for out-patient surgery or other major procedures will be screened by the Financial Counselor whenever possible.  Screening is mandatory for inpatients. The Financial Counselor will discuss payment options with the patient or his/her legal representative and will collect pre-payments as appropriate.  If the patient states that s/he is unable to pay for services the Financial Counselor shall take the following action:

1.  Refer the patient to the current assistance on-site Vendor or Financial Counselor for MediCal, California Children’s Services Program, Healthy Families, or to Natividad Medical Center/Medically Indigent Adult program to be screened for eligibility for any state or federal program for which s/he may qualify.  

2.  Provide the patient with a list of other possible sources of assistance including information about the hospital’s Sponsored Care and Discount Payment programs.  Provide application forms to the patient.

3.  Advise the patient that an application for the Sponsored Care or Discount Payment Program must be submitted within 120 days following receipt of hospital services.  Advise the patient to provide denial by Medi-Cal or other applicable programs within 120 days of service.  

4.  VERIFY with open-ended questions (DO NOT ask yes or no questions) that the patient’s demographic information is accurate. (Home Address, telephone number, employer information etc.)

5.  If the patient is self-employed gather all relevant information (name of company, type of business, location, phone number etc.)

5.  
Deductibles, Co-Pays and Non-Covered Services

Whenever or wherever a patient calls or presents for services, third party coverage information must be gathered.  DO NOT assume that information already in the system is accurate. ALWAYS re-verify with open-ended questions (DO NOT ask yes/no questions).  Verify coverage whenever possible prior to services being rendered.  If the patient has deductibles due, and it can be established that the deductibles have not been met, always ask for the deductible amount to be paid prior to services.  Any service not covered by the patient’s insurance must be considered self-pay and the self-pay process above must be followed.  Elective services may be postponed if not covered by insurance, in consultation with the patient’s physician.  

In the case of Government Insurance such as MediCal, Tri-West, etc., current rules for collection of co-pays, deductibles and cost shares must be followed.  If it cannot be determined what the co-pay or deductible actually is, do not attempt to collect for it prior to the claim being billed and adjudicated.

Medicare requires the ABN process for all outpatient services.  If the process shows that the services may not be covered the patient must be advised and given an ABN form to sign.  The patient may choose to postpone the service, sign the ABN and understand s/he may be billed for the service should Medicare deny payment or refuse to sign and insist on the service anyway in which case the patient is responsible for the payment and may be asked to pay for the service in advance.

If the patient states s/he cannot pay the amount owed provide information and an application for the hospital’s Sponsored Care and Discount Payment Programs, and information about other possible sources of assistance.  Follow the Self-pay process for referring the patient for assistance

6.  
Third Party Default on Payment

Claims with third party insurers are filed 5 days after discharged.  Claims containing errors as detected by the billing system will be reviewed and repaired as appropriate by the appropriate authority and billed as soon after discovery of the error as time permits.

The follow-up team will track each claim in an attempt to induce timely payment from the payer.  PBS will provide whatever additional information may be required to have the claim paid including Medical Records, EOB’s from prior payers etc.  The insurer will be given no more than 60 days to pay an uncontested claim.  Should the payer fail to pay in that time frame without a legitimate and expressed reason the patient will be asked to contact the insurer to help induce payment.  Should the insurer still fail to pay or if the patient fails to provide information requested by the carrier, the patient will be notified that in 10 days the bill will become his or her responsibility.

Once the bill becomes the patient’s responsibility the financial class is changed to self-pay and the patient must be contacted for payment. The Self Pay Patient Process set forth above shall then be followed in processing and collecting the visit.

7. 
Collecting on a Visit That Is Not Eligible for Third Party Coverage, the Sponsored Care Program, or the Discount Payment Program.

Every patient who is not eligible for third party coverage or the hospital’s Sponsored Care or Discount Payment Program and who has a balance due will receive billing statements from the hospital.  If the patient has not been screened, or has not responded to the hospital’s offer of screening for assistance, the patient will be billed as soon as the bill is produced.  If payment has been received, or denied by an insurer, the patient will be billed following the posting of the denial.  A summary of the patient’s rights under the Fair Pricing Policies Act, the Rosenthal Fair Debt Collection Practices Act, and the federal Fair Debt Collection Practices will be sent to the patient before beginning any collection activity.  In addition, the hospital will provide a summary of the Sponsored Care and Discount Payment Programs with every billing statement.  

Statements are designed to provide the patient ample opportunity to contact the hospital to make payment arrangements, to request assistance, or apply for the Sponsored Care or Discount Payment program.

Any visit with a balance greater than $1,000 requires telephone contact from PBS in addition to periodic statements.

Patients who are not eligible for financial assistance or the hospital’s Sponsored Care or Discount Payment Program may be assisted in several other ways as follows:

1.  A prompt pay discount may be negotiated for payment in full.

2.  Patients may make interest free monthly payments for a maximum of six months.

3. Patients with an annual household income between 351% and 450% of the Federal Poverty Guidelines are eligible for an extended non interest bearing monthly repayment plan up to a maximum of 24 months.

4.  Patients may apply for a longer-term interest-bearing loan from our contracting partner for up to 18 months or more with supervisor approval.

5.  Patients may choose a financial institution from which to borrow to pay the visit.  A discount can be negotiated in this case as well if the full payment is made within 30 days of the first statement billing.

6.  Failure on the part of the patient to contact the hospital for payment arrangements and patients who ignore statements and collection notices, or patients who fail to follow through on promises to pay may be referred to a collection agency or an attorney, unless there is a pending appeal for coverage of the services.  Referral of a visit to a collection agency will be determined on aging or on a case-by-case basis.  Sponsored Care recipients will be given 120 days prior to referral to a collection agency.  A visit may be referred directly for patients who have consistently refused to pay on prior visits.  PBS will follow state and federal laws pertaining to referring patient visits for collections.

7.  Medicare patients, patients who are ineligible for assistance, and who refuse to make arrangements for payment may also be referred to collections after 120 days provided they have received the same notifications and opportunities to pay as any other patient, unless there is a pending appeal for coverage of the services.   Medicare patients may be referred for collections in these cases but may not be sued to induce payment.  

8.  Transient patients and patients incarcerated at the point of collection may be eligible for Sponsored Care.

9.  If a debt is reduced to judgment, wage garnishment may be imposed in accordance with state and federal law.  Liens may be filed but no foreclosures may be initiated except in very rare circumstances and must be approved by administration and on the advice of legal counsel.  Foreclosure may never be considered on a patient’s primary residence.

8.  Referral to Collection Agencies

The hospital will obtain a written agreement from any agency that collects hospital receivables to ensure the agency complies with the hospitals standards and practices for debt collection.  All agencies employed by the hospital must adhere to all of the Federal, State and local laws and regulations regarding collection practices.  Violations reported by patients or witnessed by employees must be reported to management and investigated at once.  Any agency found to practice unethical or unlawful collection tactics will be subject to immediate cancellation of contract.

   Manual Staff Authorization Process to advance visits to collections: 

            Up to $2,500         Patient Business Services Representatives


      $2,501 - $5,000   Patient Business Services Lead

            $5,001-$10,000   Patient Business Services Coordinators

            $10,001-$25,000 Director of Patient Business Services

            $25,001+             Hospital Chief Financial Officer


System Automated Process to advance visits to collections: 


     Up to $10,000  upon aging . 
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