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Northern Arizona Healthcare CORPORATE

Flagstaff Medical Center « Verde Valley Medical Cenrer DATE O F ORI G I N .
POLICIES AND PROCEDURES

February 16, 2015

TITLE:
FINANCIAL ASSISTANCE

PURPOSE:

The Financial Assistance Program policy ensures financial assistance is available for patients unable to meet
his or her financial obligations for care based upon need in accordance with federal and state regulatory
guidelines. Assistance is available for eligible services rendered at Northern Arizona Healthcare Corporation,
including Flagstaff Medical Center, Verde Valley Medical Center, Verde Valley Medical Center — Sedona
Campus, all Northern Arizona Provider Medical Group clinics, and EntireCare Rehabilitation & Sports Medicine
and all licensed health care institutions owned by these entities.

DEFINITIONS:

Amounts Generally Billed (AGB): Hospital-Specific AGB Percentage means, for each Hospital, a percentage
derived by dividing (1) the sum of all claims for Medically Necessary services provided at such Hospital paid
during a 12-month period by all private health insurers as primary payers and Medicare fee-for-service,
together with any associated portions of these claims paid by insured individuals in the form of co-pays, co-
insurance or deductibles divided by the gross charges associated with those claims. The AGB Percentage is
calculated by January 31 and is effective until the next annual calculation. The calculation shall comply with the
“look-back method” described in Treasury Regulation §1-501(r)-5(b) (1) (B). Please see “Exhibit B” for the AGB
percentage.

Bad Debt: A balance no longer deemed collectable.
Elective: Service deemed by a physician to be non-emergent and safe for delay.

Federal Poverty Level (FPL): The minimum amount of gross income required to sustain a family as
determined by the United States Department of health and Human Services.

Medically Necessary Services: Medical care required to ensure the well-being of the patient as defined by
generally accepted medical practice.

NAH Flat Rate: NAH provides flat rate self-pay fees for specific services to uninsured patients.

POLICY:

1. In compliance with the Emergency Medical Treatment and Labor Act (EMTALA), NAH will provide, without
discrimination, emergency medical care to individuals regardless of financial assistance eligibility. Further,
NAH is prohibited from (1) taking actions that would discourage individuals from seeking emergency
medical care, (2) requiring patients in the emergency department to pay before receiving treatment for
emergency medical conditions, and (3) engaging in debt collection activities that interfere with the provision
of emergency medical care.

2. Uninsured patients receiving medically necessary care and exhibit financial need according to the Federal
Poverty Guideline (FPL) are eligible to receive financial assistance. To be eligible for consideration, an
applicant must be:

a. Ineligible for Medicaid;

b. Approved for Medicaid postdate of service; or,

c. Medicaid eligible but service is not a covered benefit. And,
d. Less than 400% of the FPL.

3. Eligible patients will have their total charges adjusted according to the FPL calculation based upon
household number and income, accoding to the scale set forth on “Exhibit A.” In the event that the patient
receives a tiered discount under this policy, the patient will not be billed more than the amounts generally
billed for care, calculated using the Amounts Generally Billed method as described in applicable IRS
regulations. Any prepayment or deposit required by NAH will not exceed the amounts generally billed for
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that care. Any amount previously paid over the amounts generally billed for care will be refunded to a
patient who becomes qualified for assistance.

4. This policy is communicated via the following:

a. NAH’s website

b. The guarantor billing statement

c. Available throughout the covered facilities and upon request without charge via mail
d. Financial Counselors and Customer Service team members

PROCEDURE:

1.

Charges for all emergency or other medically necessary services provided by entities covered by this
policy are eligible for financial assistance consideration, excluding elective cosmetic care. Care provided by
physicians not employed by Northern Arizona Healthcare may not eligible for financial assistance
consideration under this policy.

Encounters for which a third party is liable for care are not eligible for consideration. If the third party does
not accept liability for the cost of the services, the applicant may reapply.

The Financial Assistance Applications are not processed if received after the 240th day after the first bill to
the individual for the most recent episode of care. If an application is received within that time but after the
encounter has been sent to bad debt, the account will be recalled to the hospital to review and act on the
application in accordance with this policy.

Financial Clearance (FC) can be done prospectively, concurrently, and retrospectively.
a. Prospective and Concurrent Review:

i. Patients are reviewed for the ability to pay by Patient Access Services (PAS) after confirmation
from clinical staff that the patient has received an appropriate medical screening examination by a
qualified medical professional, and either

1) (i) no emergency medical condition exists or

2) (ii) if an emergency medical condition exists, such condition has been stabilized as defined
by EMTALA. The hospital will not delay or deny emergency medical care to an individual on
the condition that an individual submit information to determine whether the individual
qualifies for third-party coverage or financial assistance for the care being delayed or denied.

ii. The financial clearance process will be performed in accordance with the procedural requirements
outlined in the job aids indicated in the reference section of this policy.

b. Retrospectively, the Revenue Cycle staff review requests for assistance submitted post discharge.

c. If the patient is unable to meet his or her financial obligation for care, the FC reviews the patient for
eligibility for Arizona Medicaid (AHCCCS).

i. Patients that do not provide the necessary documentation to determine eligibility for AHCCCS wiill
not be considered for financial assistance.

ii. If the proof of income indicates it is in excess of the limits for AHCCCS eligibility, the financial
assistance process may continue without completing the AHCCCS application.

iii. If the patient has AHCCCS or other insurance coverage, the financial class is changed on the
encounter and financial clearance is concluded.

iv. If the patient does not have AHCCCS or other insurance coverage, and proof of income indicates
possible eligibility, the FC engages the patient in the AHCCCS application process. (see MECS
AHCCCS eligibility procedure)

1) If patient is awarded AHCCCS coverage but coverage is not retroactive to the date of
service, the patient will be considered eligible for financial assistance (see Presumed
Financial Assistance)

2) If the patient is denied coverage, the FC will provide the patient with the Financial Assistance
Application.

d. The Financial Assistance Application is completed by the patient/guarantor. The application supporting
documents include one of the following:

i. Complete copy of the signed prior year federal tax returns;
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ii. Determination letter from AHCCCS (valid denial or acceptance of a completed final application
for AHCCCS) or other government-funded program for the patient’s individual state, such as
Medicaid or Medi-Cal or proof of ineligibility based upon FPL calculator;

iii. The patient/guarantor must prove total household income as defined below;

1) Household income is required for all adults (18 years or older or full times students under
24);
2) 2 months of personal bank statements for all account types (savings, checking, etc.);
3) Proof of employed patient/guarantor income;
a. Employed applicants: 2 check stubs or a letter from the applicant’'s Human Resources
Dept.
b. Self-employed applicants: A copy of the federal tax form schedule C
c. Current tax return
4) Unemployed applicant: Copies of Unemployment payments or statement for means of
support;
5) A copy of the SSA 1099 form if retired and/or on Social Security
6) Copy of any pension benefit letters
7) Other income to include rent, alimony, child support, worker's compensation or other source.

Eligibility for charitable assistance will be based on the income and family size of the patient/guarantor.

a. Income levels are based on the FPL published by the Federal Register annually (Financial Assistance
Scale).
i. Household members are defined as all dependents and adults residing with the patient.
ii. Applicants with household income of 400% of FPL or lower may receive financial assistance
based upon a tiered discount (see Exhibit A, Financial Assistance Scale).

Financial Assistance Applications are processed within 15 business days of receipt

a. Incomplete applications will be returned to the patient/guarantor, along with written notice identifying
the missing information or documentation needed to process the application. This notice must
describe the collection activities that may occur if the individual does not provide the missing
documentation or make arrangements to pay the bill within the later to occur of (i) 30 days from the
date of notice or (ii) 120 days after the first bill to the individual for the most recent episode of care.

i. Patient/Guarantor has 30 days to provide missing information or documentation;
ii. Failure to respond to missing information or documentation request within 30 days may result in
denial.

b. NAH balance adjustment signatory requirement defined in the CBO 100-02 NAH Corporate Write-Off
Policy. In no event will a determination that an individual is not eligible for assistance under this policy
be based on information that there is reason to believe is unreliable, incorrect or obtained from the
individual under duress.

c. The patient/guarantor is notified of approval or denial of application in writing.

i. Financial Assistance less than 100% requires an established payment plan to remain in good
standing;
ii. Assistance is applicable to all current outstanding balances excluding elective cosmetic
procedures for 6 month postdate of approval.
iii. The patient/guarantor is responsible to notify the Revenue Cycle Office of new balances eligible
for approved financial assistance adjustment.

Presumed Financial Assistance
a. Eligibility
i. If patientis awarded AHCCCS coverage but coverage is not retroactive to the date of service,
the patient will be considered eligible for financial assistance;
ii. Patient had AHCCCS coverage the month preceding and the month post services;

iii. Indigent based upon residency validation;
iv. Patient’s services are covered under a grant that has exhausted funding;
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v. Patient is incarcerated and the care is not the financial responsibility of the local, state, or federal
institution;
vi. Patient provides an invalid social security number;
vii. AHCCCS covered patients who exceed maximum allowable days;
viii. Deceased;
ix. Bankruptcy.

9. Exception/Financial Assistance Committee

a.

Patients/Guarantors requesting exceptions can appeal an outcome by escalation to the Financial
Assistance Committee;

The Financial Assistance Committee is comprised of the Executive Director of Revenue Cycle,
Controller, Director of Patient Financial Services, and Clinical Department Director for the affected
areas of care.

Committee findings are documented and mailed to the patient/guarantor.

Remaining balances after committee findings require an established payment plan to remain in good
standing.

10. Billing and collection information

a.

C.

NAH, or a contracted collection agency may take steps to collect unpaid patient balances that remain
outstanding after 120 days. These can include sending notices, making telephone calls, and
conducting collection actions such as reporting information to credit agencies or requesting
foreclosures, attachment/seizures, arrests, liens, wage garnishments or other civil actions (ECAs).

Before engaging in ECAs, NAH or collection agencies acting on its behalf will make reasonable efforts
to determine whether a patient is eligible for financial assistance. These include, but are not limited to:

i. Waiting at least 120 days until after the issuance of the first post-discharge billing
statement
ii. Providing a notice at least 30 days before any ECAs occur that:
1. States the ECAs that NAH or the collection agency intends to take.
2. States the date after which ECAs will occur (must be 30 days from the date
the notice is provided)
3. States how to obtain information on financial assistance
4. Includes a copy of the plain language summary of the financial assistance
policy
iii. Making reasonable attempts to orally notify individuals about the availability of financial
assistance during the collection process
iv. Processing applications that are submitted within the application period, as defined in
Treasury Regulation §1-501(r)-1(b) (3) (B)
v. Suspending ECAs while an application is being evaluated and reversing them (to the
extent reasonably possible) if a patient is determined to be eligible for financial
assistance

The Financial Assistance Committee has final authority to determine that reasonable efforts to
determine financial assistance eligibility have been made and that it is therefore permissible to engage
in ECAs.
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EXHIBIT A — PFS Policy #9.40

2022 CARE ASSISTANCE SCALE

% of FPL

0% - 200%

200%-300%

300%-400%

Amount Owed

0%

25%

AGB%

No. in Household

Add $4720 for each additional household member.

*FPL guidelines based on Federal Register 2022

1 $27,180 $40,770 $54,360
2 $36,620 $54,930 $73,240
3 $46,060 $69,090 $92,120
4 $55,500 $83,250 $111,000
5 $64,940 $97,410 $129,880
6 $74,380 $111,570 $148,760
7 $83,820 $125,730 $167,640
8 $92,600 $138,900 $185,200
9 $102,700 $154,050 $205,400
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EXHIBIT B — AGB Percentages

Flagstaff Medical Center: 40.6%
Verde Valley Medical Center: 25.6%

INCLUDED DOCUMENTS Financial Assistance Scale

RELATED DOCUMENTS Financial Assistance Application

REFERENCES Treasury Regulation §1-501(r)-5(b) (1) (B)
Federal Poverty Guideline (FPL)
CBO 100-02 NAH Corporate Write-Off Policy
Emergency Medical Treatment and Active Labor Act
IRS regulations
Arizona Medicaid (AHCCCS)
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