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POLICY STATEMENT

Community Hospital of the Monterey Peninsula strives to provide quality services in a caring environment and to make a positive, measurable difference in the health of individuals we serve. Helping to meet the needs of low-income uninsured and underinsured patients is an important component of our commitment to the community. 

The criteria Community Hospital of the Monterey Peninsula will follow in qualifying patients for financial assistance programs are described in this policy. Upon approval, financial assistance is provided through one of two programs: (1) the Sponsored Care Program; or (2) the Discount Payment Program.    These programs may cover all or part of the cost of services provided, depending on the patient's eligibility, income and resultant ability to pay for services.   The Sponsored Care and Discount Payment Programs are intended for patients whose personal or family financial ability to meet hospital expenses is absent or demonstrably restricted, and the benefits provided by the hospital under these programs inure to the benefit of the patient.   The minimum requirement for both programs is stated below and is based upon the patient’s combined family income as a percent of the Federal Poverty Guidelines (FPL) that are published annually in the Federal Register. http://aspe.hhs.gov/poverty . Given Community Hospital of the Monterey Peninsula’s service area demographics, available resources and mission to meet the healthcare needs of its community, financial assistance is available for patients with income levels up to 350 percent of the FPL. Community Hospital’s Sponsored Care and Discount Payment Programs are intended to fully comply with the Hospital Fair Pricing Policies Act.  This policy is intended to be stated as clearly and simply as possible for the benefit of our patients.

The hospital’s Sponsored Care Program provides uninsured or underinsured eligible patients with a discount of up to 100% on medically necessary services provided by the hospital. To qualify for the Sponsored Care Program the patient family’s gross income must not exceed 250% of the Federal Poverty Level referred to above. In addition, to qualify for the Sponsored Care Program, the value of the patient’s monetary assets must not exceed $110,000.  

The Discount Payment Program establishes a discount to be applied to uninsured or underinsured patient accounts and reduce patient liability to the payment amount the hospital would receive from the most generous government sponsored health benefit program under which the hospital participates.  Patients with incomes at or below 350% of the Federal Poverty Guidelines may be eligible for the Discount Payment Program.

Patients who are eligible for the Sponsored Care or Discount Payment Program may agree to a reasonable payment plan and make monthly payments if they cannot pay their bill in a lump sum.  Such payment plans will be negotiated with the patient and will be interest free.  However, the payment plan may be terminated if the patient does not make all scheduled payments.

ELIGIBILITY AND SERVICES

Patients may be eligible for the Sponsored Care or Discount Payment Program if the following criteria are met.  Three classifications of patients may be eligible for participation in the Sponsored Care or Discount Payment Program:
(
A self pay patient may be eligible for either the Sponsored Care or Discount Payment Program if the patient does not have third party health insurance coverage, a health care service plan, Medicare or MediCal, 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.  

(
An insured patient may be eligible for the Discount Payment Program if the patient has high medical costs and does not receive a discounted rate from the hospital because of the patient’s insurance, provided the patient’s out of pocket medical expenses in the 12 months before hospital services were provided exceed 10% of the patient’s family income during the same 12 month period.

(
An insured patient may be eligible for the Sponsored Care Program if the patient’s income and monetary assets meet the eligibility standards explained below and the patient has any out of pocket medical expenses.
· Documentation Requirements – 

Income:  As a condition of eligibility, patients are required to submit proof of their own and their family members’ income.  As a condition of eligibility, all applicants are required to submit tax returns for the most recently completed calendar year or pay stubs for the last three months to verify their own and their family members’ income. If the patient and/or family members do not have income tax returns or pay stubs, the hospital may deny the application for Sponsored Care and Discount Payment.  

Monetary Assets: To qualify for the Sponsored Care program, patients are required to provide documentation to establish the value of the patient’s monetary assets, in addition to documentation regarding income.  Monetary assets include cash, liquid assets, investments, savings, gold, checking accounts, and certificates of deposit. Patients are required to provide bank statements, brokerage account statements and other documentation to verify monetary assets.  Patients are not required to provide documentation of income from retirement plans or deferred compensation plans.

High Medical Costs: Patients who apply for the Discount Payment Policy due to high medical costs must provide bills, cancelled checks, statements, explanation of benefit documents, or other documentation to prove the amount of the patient’s out of pocket medical expenses in the most recent 12 months before hospital services were provided.  If the patient pays his/her own insurance premiums, these may be included as medical expenses during the 12 month period. Such out of pocket expenses must amount to at least 10% of the reported family income for the included 12 months.

The patient’s failure to provide documentation of income, assets, medical expenses, health benefits coverage, family unit or other requested documentation or to apply for public or private insurance in a timely manner as requested may result in denial of the patient’s application for Sponsored Care and Discount Payment Program assistance.
· Services - This policy applies only to medically necessary services provided by Community Hospital on or after January 1, 2007.  Services provided at the hospital by private health care providers, such as personal physicians and ambulance conveyance, are not covered by this policy.  The Sponsored Care Program and Discount Payment Program are available for services provided by Community Hospital that are not paid for by any federal, state, or county programs, entities and/or funding sources, or third party insurance coverage for which an individual applicant is eligible. The hospital may require an uninsured patient to apply for private or public health insurance or sponsorship that may fully or partially cover the charges for care rendered by the hospital, and will provide applications for or referral to these programs to the patient.
Services that are not covered include, but are not limited to:

· All non-hospital billed services such as:

·  Non-hospital based Physicians’ Services

· Ambulance transportation

· Medications

· Non-medically necessary bariatric surgery

· Cosmetic services

· Services for which, in the opinion of competent hospital staff, are provided only as a stop-gap when a patient is staying at the hospital, or at Westland House, for the convenience of the family and/or physician.

· Non-medically indicated care.

· Durable Medical Equipment

· Oxygen and oxygen supplies

· Any service or product considered to be experimental by the major payers; services or products unapproved for patient use by the FDA; services or products the provision of which would effectively place the hospital in the position of having to provide such services or products for extended periods of time including when the patient is not a patient of Community Hospital.

(
Application – Patients may apply for assistance under either the Discount Payment Program or the Sponsored Care Program, or both programs.  A patient who applies under both programs and meets eligibility criteria for both programs will be approved for the benefit that is most favorable to the patient.  If a patient applies for the Sponsored Care Program, but is ineligible, the hospital will review the application to determine if the patient is eligible for the Discount Payment Program.  Applications for the Sponsored Care or Discount Payment Program must be submitted to the hospital within 120 days of the date services were provided, or within 90 days of payment made to the hospital by third party coverage.

(
Family- For purposes of the Sponsored Care Program and the Discount Payment Program, “family” is defined as follows: For persons 18 years of age or older, family includes the patient’s spouse, domestic partner and dependent children under 21 years of age, whether living at home or not.  For persons under 18 years of age, family includes the patient’s parent(s) or caretaker relatives and other children of the parent(s) or caretaker relative who are under 21 years of age.

(
Interest Free Payment Plans- Patients who are eligible for the Sponsored Care or Discount Payment Program, and have a non-covered portion of their bill remaining, may agree to a reasonable payment plan and make monthly payments if they cannot pay their bill in a lump sum.  Such payment plans will be negotiated with the patient and will be interest free.  However, the hospital may terminate the interest free payment plan if the patient does not timely make all scheduled payments.
Eligibility Criteria Applicable To the Sponsored Care Program 

Financial Qualification- two classifications of patients may be eligible for participation in the Sponsored Care Program:

1. A self pay patient 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.

2. An insured patient whose income and monetary assets meet the eligibility standards explained below and the patient has any out of pocket medical expenses.

Income – To qualify for the Sponsored Care Program the patient’s family gross income must not exceed 250% of the current federal poverty level (FPL). The FPL is published annually and this policy is updated by incorporating each subsequent edition of the FPL as an attachment. 

Monetary Assets- For purposes of eligibility for the Sponsored Care Program, the value of the patient’s monetary assets must not exceed $110,000 Monetary assets are defined as cash, liquid assets, investments, savings, gold, checking accounts, and certificates of deposit.  Monetary assets do not include retirement or deferred compensation plans.  When determining eligibility for the Sponsored Care Program, the hospital will only consider 50% of the patient’s monetary assets over the first $10,000, (the first $10,000 is not counted in determining the patient’s assets).  After this calculation, if a patient’s net monetary assets exceed $50,000, the patient is not eligible for the Sponsored Care Program.

The hospital may require waivers or releases from the patient or the patient's family, authorizing the hospital to obtain account information from financial or commercial institutions, or other entities that hold or maintain the monetary assets to verify their value.

Patients wishing to qualify for the Sponsored Care Program must apply for and comply with MediCal or other state or county program requirements before being considered for Sponsored Care.  This includes spend down provisions that may be invoked in the qualification for county or state programs.
Eligibility Criteria Applicable To The Discount Payment Program

Financial Qualification- two classifications of patients may be eligible for participation in the Discount Payment Program:

1. A self pay patient 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.  This includes VA patients who refuse to access VA facilities for treatment, MIA Patients who refuse to access the county facility or any other likely payer.

2. An insured patient with high medical costs who does not receive a discounted rate from the hospital because of the patient’s insurance, provided the patient’s out of pocket medical expenses in the 12 months before hospital services were provided exceed 10% of the patient’s family income during the same 12 month period.  This includes self-paid health insurance premiums if that coverage is used for care at Community Hospital.

Income – To qualify for the Discount Payment Program the patient’s family gross income must not exceed 350% of the current federal poverty level (FPL). The FPL is published annually and this policy is updated by incorporating each subsequent edition of the FPL as an attachment. 

BENEFITS

Sponsored Care Program 

· The Sponsored Care Program provides eligible patients with up to a 100% discount on medical services provided by the hospital.  The discount is determined based on the patient’s income and monetary assets and the amount of the hospital bill or the portion of the bill that remains unpaid after receipt of payment by the patient’s insurer.  The discount is described in this policy and on the attached Matrix of Sponsored Care.

· For example, a self pay patient with a gross family income at or below 150% of the federal poverty level whose total hospital charges for medically necessary service would normally cost more than $10,000 and who qualifies for the Sponsored Care Program will receive a 100% discount, resulting in a bill of zero.  An eligible self pay patient with a gross family income between 201 and 250% of the federal poverty level will receive an 85% discount on the total regular hospital charges for medically necessary services provided between $10,000 and $20,000.
· An insured patient who is eligible for the Sponsored Care program and with a gross family income at or below 150% of the federal poverty level who owes the hospital less than $5,001 after payment to the hospital by the patient’s insurance company will receive a 95% discount on the portion of the bill due from the patient.  An eligible insured patient with gross family income between 200% and 250% of the federal poverty level who owes the hospital $10,500 after the patient’s insurance company pays its share will receive an 85% discount on the patient’s portion of the bill.

· However, a patient who is eligible for the Sponsored Care Program will not be charged more than the highest amount the hospital would receive for providing the services from the highest paying government sponsored health benefit program in which the hospital participates. If the payment received by the hospital from an insured patient’s insurance company exceeds the amount the hospital would have received from the highest paying government sponsored health benefits program, the patient will not be charged any additional amount for the medically necessary services rendered.
Discount Payment Program

· The Discount Payment Program provides eligible patients a discount on the cost of hospital services.

Eligible patients will not be charged more than the highest amount the hospital would receive for providing the services to a beneficiary of the highest paying government sponsored health benefit program in which the hospital participates.  Eligible insured patients with high medical costs will be charged a maximum of the difference between the amount their insurance company pays for services and the highest amount the hospital would receive for the services from a government sponsored health benefit program.  Patients who qualify for the Discount Payment Program will be offered the opportunity to agree to interest free extended payment plans for any charges they are unable to pay in a lump sum. Eligible patients must agree in writing to a payment plan within 120 days of receiving services from the hospital.  Upon request, a payment plan will be negotiated with each eligible patient, and will remain interest free only if the patient makes timely payments in accordance with the terms of the payment plan.  If the patient fails to make regularly scheduled payments during any 90 day period, the hospital may terminate the payment plan, and the entire unpaid balance will be due, together with interest that will accrue on the remaining balance from the date of default at the maximum legal rate.  If the patient defaults on any payment, he/she may request that the payment plan be renegotiated.

Only the patient’s income and the patient’s family members’ income, as measured by income tax records or pay stubs, will be requested or considered in determining eligibility for the Discount Payment Program.

Sherry Cockle Fund
· To qualify for services under the Sherry Cockle Fund, a breast care screening program, patients must work in Monterey County and their treating physician must be practicing in Monterey County.  Sherry Cockle Fund approval does not require a Medi-Cal denial or financial qualification.
PRACTICE

1. Current and prospective patients may apply for the Sponsored Care or the Discount Payment Program.  Information about these programs will be made available at all patient intake and treatment points within Community Hospital facilities, and will be provided to each patient presenting for services.  An application for the Sponsored Care and Discount Payment Programs will be provided to all patients who are interested.  Additionally, information and applications (if available) for State Medi-Cal, the Healthy Families Program, and any other available government program will be provided to patients upon request and as required by law.  A pre-screening interview may be done with patients to ensure that they meet the basic eligibility criteria.  Patients will be referred to other available programs if appropriate, including Medi-Cal, the MIA program, and Medicare SSI and other programs described on the attached list of programs and resources. Assistance in applying for these and other Federal, State or County programs is available to any interested patient.    An eligible patient who is in the process of obtaining healthcare benefits from a third party or government program may be granted Sponsored Care or Discount Payment benefits under this policy while their application is pending.  If the third party healthcare benefits are granted, Patient Business Services will determine whether the coverage is retroactive to the period covered by Sponsored Care or Discount Payment benefits and then file for claim coverage and reverse the hospital’s Sponsored Care or Discount Payment award upon receipt of the third party program payment.

2. Patients and prospective patients may request applications under any of the following circumstances:

a) Prior to scheduling inpatient or outpatient services
b) While receiving recurring outpatient services; 
c) During an inpatient stay.  A Patient Access financial counselor will interview all self-pay inpatients while in the hospital to determine the level of need and may assist the patient in applying for assistance under this policy;
d) Up to 120 days following services or up to 90 days following payment of benefits to the hospital due from a third party or parties. 
The hospital’s Social Services Department reviews applications for Sponsored Care and Discount Payment assistance prior to the provision of services if possible, and for ongoing post hospital continuing care.  Sponsored Care or Discount Payment Assistance, ER services, direct admits and post services are reviewed by Patient Access and/or Patient Business Services.  The reviewing department verifies that an applicant meets basic eligibility criteria.  If basic eligibility criteria are not met, the applicant is not eligible for financial assistance through either the Sponsored Care or Discount Payment Program.  The responsibilities, in practice, for the reviewing department in determining initial eligibility are as follows: 

e) Determine that the patient is financially eligible using the eligibility criteria specified in this policy.
f) Verify the most recent 12 months of family income.  If the patient applies only for the Discount Payment Program, only income information can be requested. The income information that can be requested is limited to the patient’s and patient’s family member’s tax returns or pay stubs.  Income from line 22 of the federal tax return is compared with the Federal Poverty Guidelines.  If the patient is applying for sponsored care and the line 22 income is below $10,000 the hospital may request documentation to explain how the individual is living in this area with an income below $10,000 (e.g. other sources of support, living circumstances, etc.).  If these forms of documentation are not available, or are not timely provided by the patient, the hospital may deny the application.  
g) If the patient applies for Sponsored Care verify the patient’s assets in accordance with this policy.

3. In support of an application for the Sponsored Care program, patients must also identify and provide the value of their assets.  Monetary assets include cash, liquid assets, investments, savings, gold, checking accounts, and certificates of deposit. Patients are required to provide bank statements, brokerage account statements and other documentation to verify monetary assets.  Patients are not required to provide documentation of income from retirement plans or deferred compensation plans.
For purposes of eligibility for the Sponsored Care Program, the value of the patient’s monetary assets must not exceed $110,000.  Monetary assets are defined as cash, liquid assets, investments, savings, gold, checking accounts, and certificates of deposit.  Monetary assets do not include retirement or deferred compensation plans.  When determining eligibility for the Sponsored Care Program, the hospital will only consider 50% of the patient’s monetary assets over the first $10,000, (the first $10,000 is not counted in determining the patient’s assets).  After this calculation, if a patient’s net monetary assets exceed $50,000, the patient is not eligible for the Sponsored Care Program.

The hospital may require waivers or releases from the patient or the patient's family, authorizing the hospital to obtain account information from financial or commercial institutions, or other entities that hold or maintain the monetary assets to verify their value.

Patients wishing to qualify for the Sponsored Care Program must apply for and comply with MediCal or other state or county program requirements before being considered for Sponsored Care.  This includes spend down provisions that may be invoked in the qualification for county or state programs.
If the patient is not eligible for the Sponsored Care Program because the patient’s monetary assets exceed the allowable limit, or because the patient fails to timely provide requested documentation in order to allow the hospital to verify the patient’s monetary assets, the application and the patient and patient’s family’s income information will be reviewed to determine if the patient is eligible for the Discount Payment Program. 

4. Once the application is completed, the patient provides all requested documentation, and the patient meets all eligibility standards, the application may be approved per the hospital’s Approval Process described below.

5. Patients who were approved for financial assistance prior to January 1, 2007 under the hospital’s financial assistance program may be required to apply for the Sponsored Care or Discount Payment program, and provide documentation in support of their application.

6. Eligibility for the Sponsored Care or Discount Payment Program does not guarantee eligibility for subsequent hospital services.  Each application must be evaluated separately.  However, a patient may be presumptively eligible if they reapply for the Sponsored Care or Discount Payment Program for hospital services provided within 120 days of a prior approval.  For patients who are receiving recurring services (daily, weekly, etc.) the 120 day reapplication requirement may be waived and they may be required to reapply within one year from the date of approval of their application, rather than every 120 days, as long as the recurring services are ongoing.  However, the hospital reserves the right to require the patient to reapply for the Sponsored Care or Discount Payment Program and submit documentation in support of the application during the 120 day or one year presumptive eligibility period.  Beyond 120 days from completion of services a new application will be required. Sponsored Care and Discount Program coverage for Behavioral Health services will be limited to 30 visits per calendar year, following the limits of coverage found in most insurance benefits packages, unless prior approval by the Director(s) of Behavioral Health Services and Patient Business Services.  Sponsored Care and Discount Program eligibility for Recovery Center Services will be limited to a series of 3 extended treatment plans in a lifetime. Failure to complete a treatment plan counts as one full treatment plan for the purpose of this policy.

APPROVAL PROCESS

Pre-Service & Ongoing Hospital or Extra-hospital Services
1. Pre-Service Assistance is reviewed and administered/coordinated by the director of Social Services.
2. If appropriate Pre-Service Assistance is reviewed and signed by the Director of Patient Business Services, Vice President, or President/CEO.
3. Final approval will not be given until approval signatures are obtained.
4. The patient/responsible party, and/or service department are notified of final approval in writing.
Approval Limits:

Cost of Services

Approval Responsible Party
Up to $1,000


Social Services Staff

Up to $5,000  

Director of Social Services (UR)
Over $5,000
Director of Patient Business Services, Vice President or CEO.

Post or Mid Hospital-based Services

1. Post or mid-service assistance is reviewed and determined by Patient Business Services, based on the approval limits stated below.
2. If necessary, post or mid-service assistance is reviewed and determined by the Vice President/CFO.
3. Final approval will not be given until all approval signatures are obtained.   
4. The patient/responsible party, and/or service department will be notified of final approval in writing. 
Approval Limits:


Cost of Services
Approval Responsible Party
Up to $1,000
PBS Representative
Up to $5,000
PBS Lead Representative
Up to $10,000
PBS Coordinator
Up to $20,000
PBS Assistant Director
Up to $25,000
PBS Director
Over $25,000
Vice President/CFO
APPEAL AND DISPUTE RESOLUTION

Should there be any dispute as to the decision made by the hospital on the eligibility or level of eligibility of the patient for either the Sponsored Care or Discount Payment Program, appeal of the decision may be made to the Director of Patient Business Services.  The patient must initiate the appeal by submitting a written appeal within 30 days of the denial of the patient’s application for Sponsored Care or Discount Payment.  Patients are required to submit additional or different information or documentation to substantiate the reason for the appeal.

The director will review the basis of the dispute or appeal and will render a decision in keeping with the legal obligations of the hospital.  Such decision will be given in writing within a reasonable time of receipt of the appeal, usually within 10 working days following the receipt of the patient’s Dispute or Appeal.  The director’s decision will be final.
Other Programs/Resources Available To Patients 
· Medi-Cal (Regular, Emergency, Pru-col)

· Medically Indigent Adult (MIA) 

· Healthy Families

· CaliforniaKids 

· Breast Cancer Early Detection Program (BCEDP) - mammograms

· Breast Cancer Cervical Cancer Treatment Program (BCCCTP) – mammograms & pap smears

· Impact (Prostate Cancer)

· PACT (Contraceptives/Contraceptive devices)

· Children’s Health & Disability Program CHDP – dental, vision, annual exam

· California Children Services CCS 

· Access for Infants & Mothers AIM – maternity and infant care
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