ARIA HEALTH SYSTEMS

ADMINISTRATIVE POLICY 

SUBJECT:
Charity Care and Financial Assistance 
   DATE:  MAY 2009

Purpose
Consistent with its Mission and Values, ARIA Health Systems considers each individual’s ability to contribute to the cost of his or her care and is committed to treating patients with financial needs with the same dignity and consideration extended to all its patients.  It is ARIA Health Systems intention to establish a minimum standard to be applied in a consistent manner for the provision of free care or financial assistance.  Only medically necessary health care is covered under these guidelines (e.g., patients receiving elective cosmetic surgery are not eligible for Charity Care or Financial Assistance).  Only patients residing in the geographic service area of ARIA Health Systems Frankford, Torresdale and Bucks County Campuses are eligible for Charity Care and Financial Assistance (excepting patients presenting with emergent medical conditions and immediately ensuing admissions).  Consistent with the Administrative Policy on Medical Screening Examinations, Stabilizing Treatment and Appropriate Transfers, ARIA Health Systems will provide services to patients presenting with emergency medical conditions regardless of their ability to pay.

Procedure

1.
ARIA Health Systems shall assist its patients in obtaining health insurance coverage from privately and publicly funded (eg. Medicaid, etc.) sources whenever appropriate.  The Patient Financial Services and Patient Access Departments shall implement written procedures and practices consistent with this Administrative Policy to identify uninsured “self-pay” patients, to assist those patients to obtain government-sponsored or other insurance coverage, and to determine eligibility for Charity Care and Financial Assistance for patients for whom insurance cannot be obtained.

2.
Patient Financial Services and/or Patient Access will determine the eligibility for Charity Care or Financial Assistance of patients for whom insurance cannot be obtained.  

(a)
Charity Care – Patients who are uninsured for the relevant, medically necessary service, who are ineligible for governmental or other insurance coverage, and who have family incomes not in excess of 200% of the Federal Poverty Level will be eligible to receive Charity (free) Care.  Charity Care patients will receive a 100% allowance of the charges (except for personal charges incurred by the patient such as telephone services, etc.).  The patient will receive a bill showing the charges, the amount of the allowance (100% of the charges), and a zero balance due (unless there are personal charges, such as telephone bills).


(b)
Financial Assistance – Patients who are uninsured for the relevant service, who are ineligible for governmental or other insurance coverage, and who have family incomes in excess of 200%, but not exceeding 500%, of the Federal Poverty Level, will be eligible to receive Financial Assistance in the form of a partial allowance off charges.  Patients extended a partial allowance must sign a written agreement to pay the amount of the charges remaining after deducting the allowance.  The patient will receive a bill showing charges, the amount of the allowance and the amount due.

3.
Patients who do not provide the requested information necessary to completely and accurately assess their financial situation and/or who do not cooperate with efforts to secure governmental health care coverage will not be eligible for Charity Care or Financial Assistance.

4.
Applications outside of these guidelines may be approved based upon extraordinary circumstances with the documented approval of the Administrative Director of Patient Accounting and the Vice President of Finance.

5.
Collection of amounts due from patients receiving Financial Assistance shall be handled pursuant to the Frankford Hospital Policy on Collections.

6.
Copies of this policy and instructions on how to apply or obtain further information are also available in Spanish, Russian and Korean and shall be posted on the Frankford Hospital website and in key public areas of the Hospital where patients present for services. Hospital bills will also include information about how to apply for Charity Care or Financial Assistance.

For additional information or to request an application for Charity Care / Financial Assistance, contact:

Bucks Campus: 
215-949-5062

Frankford Campus: 
215-831-2111

Torresdale Campus: 
215-612-3393 or 612-2667

Customer Service:         215-807-8000

ARIA HEATH
CHARITY CARE AND FINANCIAL ASSISTANCE APPLICATION

	Today’s Date
	

	Patient Name:
	

	Social Security #:
	
	Date of Birth:
	

	Address:
	

	City:
	
	State:
	
	Zip Code:
	

	Telephone #:
	
	Health Insurance Plan:
	

	Date(s) of Service:
	


Gross Monthly Income:

	Self:
	$ ________________
	Source(s):___________________

	Spouse:
	$ ________________
	Source(s):___________________

	Other Household Members:
	$ ________________
	Source(s):___________________

	Other sources of income:
	$ ________________
	Description:__________________

	Number of Dependents in Household :

(Including self)
	

	Are you currently employed?  
	Yes         /            No

	If “No” what was your last date of employment?
	

	Present or Last Employer:
	

	Employer Address:
	

	Employer Phone #:
	


I understand that by signing this document I am applying for Charity Care or Financial Assistance at Aria Health.  I certify that the above information is true and accurate to the best of my knowledge.  I also understand that Aria Health may verify the information I am providing.  I will cooperate with this verification and provide all needed evidence to support the information I have declared on this application.

	Applicant’s Signature:
	
	Date:
	


revised 05-2009                            ARIA Representative: _____________________________

ARIA HEALTH
Policy # 955-901

Charity Care and Financial Assistance
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Schedule A

2009 Federal Poverty Guidelines

ARIA HEALTH
Charity Care and Financial Assistance

Household Income Limits

All Patients

Source:  Federal Register:  January 23,2009


ADD $3,740 for each additional person               

2009 Federal  Poverty Level Guidelines

Aria Health
CHARITY CARE / FINANCIAL ASSISTANCE APPLICATION

Description of Terms

	Patient Name
	The name of the patient applying for financial assistance.  If the patient is under the age of 18, then the name of the parent or guardian. 

	Social Security #
	The social security of the person applying for financial assistance.

	Date of Birth
	The month, day, and year of birth for the person applying for financial assistance.

	Address / City / State / Zip / Telephone #
	The address and telephone number of the person applying for financial assistance.

	Health Insurance Plan
	If the patient has any type of health care coverage, provide the name of the insurance company.  If the patient does not have health coverage, enter “None.”

	Date(s) of Service
	The date the patient came to the hospital and the date the patient is discharged from the hospital (if different.)

	Gross Monthly Income – Self and Spouse
	Total income in one month before taxes and other deductions.  This may include all sources of income such as wages, social security benefits, pensions, etc.  This amount may be an average if the income varies month to month.    Enter separately on each line the income of the person applying for financial assistance (self) and his/her spouse. 

	Gross Month Income - Other Household Members
	If there are other members of the household for whom the person applying for financial assistance provides at least one-half of their annual living expenses, enter their income, if any.  

	Other sources of Income
	If the person applying for financial assistance has any other sources of income that were not included in the lines above, enter it here.  (Examples: alimony, child support, and welfare benefits.) 

	Number of Dependents in Household :
	Include the person applying for financial assistance and all persons who occupy a housing unit with him/her and for whom he/she provides at least one half of their annual living expenses.   

	Are you currently employed?
	Enter “Yes” if the person applying for financial assistance is currently employed, “No” if he/she is not.

	Last date of employment?
	If the person applying for financial assistance is currently not employed, enter the last month and year at which time he/she was employed. 

	Current or Last Employer
	The name of the company with whom the person applying for financial assistance is currently employed.  Enter “Self-employed” if he/she owns his/her own business. 

	Employer Address / Phone number
	Address of current or last employer.


Size of            100%		  75%              	 50%                   	 25%


Family        Allowance         Allowance       Allowance           	Allowance


  Unit                    


     1            $21,660.00	$32,490.00	$43,320.00	$54,150.00


     2            $29,140.00	$43,710.00	$58,280.00	$72,850.00


     3            $36.620.00	$54,930.00	$73,240.00	$91,550.00 


     4            $44,100.00	$66,150.00	$88,200.00	$110,250.00


     5            $51,580.00	$77,370.00	$103,160.00	$128,950.00


     6            $59,060.00	$88,590.00	$118,120.00	$147,650.00


     7            $66,540.00	$99,810.00	$133,080.00	$166,350.00


     8            $74,020.00	$111,030.00	$148,040.00	$185,050.00








Confidential








Revised 2009


