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I.

N/A

Purpose
The purpose of this Financial Assistance Policy (“Policy”) is to ensure that Verity’s
hospitals provide health care services and equal access to emergency and other medically
necessary diagnostic and therapeutic treatments, regardless of the financial status of the
patient and in a manner that respects the dignity of patients and their families.

II.

Policy

Verity Health System of California, Inc. (“Verity”), through its affiliate hospitals
referenced in Attachment A (“Hospital” or if plural “Hospitals”) will provide Charity Care or
Discounted Payment to eligible low income, uninsured and underinsured patients who meet
certain eligibility requirements, as set forth herein. This Policy is adopted in accordance with the
mission of Verity’s hospitals, requirements set forth in California Health & Safety Code and

POLICY 06.03.04: Financial Assistance Policy
EFFECTIVE: December 5, 2017
Page 2 of 12

Section 501(r) of the Internal Revenue Code, together with applicable regulations implementing
such requirements. This policy does not apply to physicians or other medical providers,
including emergency room physicians, anesthesiologists, radiologists, hospitalists, pathologists,
etc., whose services are not included in a Hospital’s bill. See Attachment E for list of hospital
departments not covered by this policy.
III. Definitions
A. “Amount Generally Billed” (AGB) means the maximum charge that may be billed
to a patient who is eligible for Financial Assistance under this Financial Assistance
Policy. No patient eligible for Financial Assistance will be charged more than the
AGB for the eligible service(s) (as defined below) provided to the patient. Verity
Health calculates the AGB on a facility-by-facility basis using the “look-back”
method by multiplying the “Gross Charges” (as defined below) for any Eligible
Services that it provides by AGB percentages, which are based upon past claims
allowed under private insurance. Verity Health’s AGB percentage and how the AGB
percentages were calculated are reflected in the AGB Calculation methodology,
Attachment B1.
B.

“Charity Care” means Medically Necessary Services provided at no cost to a
Financially Qualified Patient whose income is at or below 200 percent of the Federal
Poverty Level.

C.

“Discounted Payment” means that a Hospital shall limit the expected payment for
Medically Necessary Services to a discounted rate for Financially Qualified Patients
whose income is between 201 and 350 percent, inclusive, of the Federal Poverty
Level.

D. “Essential Living Expenses” means expenses for any of the following: rent or
house payment and maintenance; food and household supplies; utilities and
telephone; clothing; medical and dental payments; insurance; school or child care;
child or spousal support; transportation and auto expenses, including insurance, gas
and repairs; installment payments; laundry and cleaning; and other extraordinary
expenses.
E.

“Federal Poverty Level” (FPL) is defined by the poverty guidelines updated annually
in the Federal Register by the U.S. Department of Health and Human Services.
Current Verity FPL guidelines are reflected in Attachment B2. The Verity Revenue
Cycle Management (“RCM”) Department will update the FPL guidelines annually
upon publication of updated poverty guidelines in the Federal Register.

F.

“Financially Qualified Patient” means a patient who is both of the following:
1. A patient who is a Self-Pay Patient, as defined in Section III.J, or a Patient
with High Medical Costs, as defined in Section III.H; and
2. A patient whose family income does not exceed 350 percent of the Federal
Poverty Level.
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G. “Gross Charges” are total charges on a patient account for all services provided.
H. “Income” includes, but is not limited to, wages, salaries, Social Security payments,
public assistance, unemployment and workers’ compensation, veterans’ benefits,
child support, alimony, pensions, regular insurance and annuity payments, income
from estates and trusts, assets drawn down as withdrawals from a bank, sale of
property or liquid assets and one-time insurance or compensation payments.
I.

“Medically Necessary Service” means a service or treatment provided or billed by a
hospital that is either an emergency service or is otherwise necessary to treat or
diagnose a patient and could adversely affect the patient’s condition, illness or injury
if it were omitted, and the service or treatment is not considered an elective or
cosmetic surgery service or treatment.

J.

“Patient with High Medical Costs” means a patient who meets all of the following
requirements:
1. A patient with third party coverage (i.e., not a Self-Pay Patient);
2. A patient whose family income does not exceed 350 percent of the Federal
Poverty Level; and
3. A patient whose annual out-of-pocket costs incurred by the individual at the
hospital exceed 10 percent of the patient’s family income in the prior 12
months; or whose annual out-of-pocket medical expenses exceed 10 percent
of the patient’s family income, if the patient provides documentation of the
patient’s medical expenses paid by the patient or the patient’s family in the
prior 12 months.

K. “Patient’s Family” means the following:
1. For persons 18 years of age and older:
a. Spouse;
b. Domestic partner, as defined in Section 297 of the California Family
Code; and
c. Dependent children under 21 years of age, whether living at home or
not.
2. For persons under 18 years of age:
a. Parent;
b. Caretaker relative; and
c. Other children under 21 years of age of the parent or caretaker
relative.
L.

“Self-Pay Patient” means a patient who does not have third-party coverage from a
health insurer, health care service plan, Medicare or Medi-Cal, and whose injury is
not a compensable injury for purposes of workers’ compensation, automobile
insurance or other insurance, as determined and documented by the hospital.
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M. “Reasonable Payment Plan” means monthly payments that are not more than 10
percent of a patient’s family income for a month, excluding deductions for Essential
Living Expenses.
IV.

Eligibility
A. Eligible Services.
1. Charity Care and Discounted Payment Programs apply to all types of hospital
services provided at or billed by the Hospital, including but not limited to
Medically Necessary Services, subject to the terms of this Section. Services
not provided at or billed by the Hospitals are not covered by this Policy.
2. Non-Medically Necessary Services are not covered by this Policy unless the
service or procedure has been ordered by a physician who is a member of the
medical staff of a Verity Hospital.
Emergency physicians who provide emergency medical services in a hospital
that provides emergency care are required by law to provide discounts to SelfPay Patients and Patients with High Medical Costs who are at or below 350
percent of the Federal Poverty Level. Patients must contact the emergency
physician’s billing office for further information regarding financial assistance
programs for emergency services.
B. General Eligibility.
1. Eligibility for the Charity Care or Discounted Payment under the Policy will be
determined on an individual basis and evaluated on an assessment of the
patient’s and/or family’s need, financial resources, and all financial obligations
including medical expenses.
2. Charity Care and Discounted Payment will be provided to Financially
Qualified Patients without regard to race, religion, color, creed, age, gender,
sexual orientation, national origin or immigration status.
3. Monetary assets reviewed for purposes of determining eligibility for Charity
Care or Discounted Payment shall not include retirement or deferredcompensation plans qualified under the Internal Revenue Code or nonqualified
deferred compensation plans. Also, the first $10,000 of the patient’s monetary
assets shall not be counted in determining eligibility, nor shall 50 percent of a
patient’s monetary assets over the first $10,000 be counted in determining
eligibility. The Hospital may, nonetheless, require waivers or releases from
the patient or the patient’s family authorizing the Hospital to obtain verifying
information from financial or commercial institutions, or other entities that
hold or maintain the monetary assets.
4. Before a patient may be eligible for the Charity Care Program or the
Discounted Payment Program, all available resources must first be applied,
including, but not limited to, private health insurance (including coverage
offered through the California Health Benefit Exchange), Medicare, Medi-Cal,
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the Healthy Families Program, the California Children’s Services Program, or
other state- or county-funded programs designed to provide health coverage.
5. Patients who are currently eligible for Medicaid in a state other than California
will qualify for a 100 percent financial discount under this Policy.
6. Determining eligibility for the Charity Care Program and Discounted Payment
Program requires the full cooperation of patients and their families, who must
provide and complete required documents and information on a timely basis.
If a person requesting a determination of eligibility under this Policy fails to
provide information that is reasonable and necessary for the Hospital to
determine eligibility, the Hospital may consider that failure in making its
determination.
C. Specific Eligibility. Patients may apply for financial assistance under Section C.1 or
Section C.2, as described below.
1. Discounted Payment Program. Both Self-Pay Patients and Patients with High
Medical Costs are eligible to apply for the Discounted Payment Program.
a. Self-Pay Patients: For Self-Pay Patients whose family income is
between 201 percent and 350 percent, inclusive, of the Federal Poverty
Level, each Hospital shall limit the expected payment for services
provided by the Hospital to the lesser of the amounts generally billed
to individuals who have insurance covering such care, as calculated by
the Hospital using the "Look-back Method” as defined in applicable
regulations implementing Section 501(r) of the Internal Revenue
Code. See Attachment B1 for the Amount Generally Billed and
Attachment B2 for the Financial Assistance Sliding Scale.
b. Patients with High Medical Costs: For Patients with High Medical
Costs whose documented income is between 201 percent and 350
percent, inclusive, of the Federal Poverty Level, each Hospital shall
limit the expected payment for services provided by the Hospital to the
amount of payment to the lesser of (i) the balance after any insurance
payments are applied or (ii) the rate calculated in accordance with
Section C.1.a above.
After determining the applicable rate, the Hospital will apply the
sliding scale set forth in Attachment B2.
Patients seeking Discounted Payment must make reasonable efforts to
provide the Hospital with documentation of income (limited to recent
pay stubs or income tax returns) and health benefits coverage. Patients
with High Medical Costs also must provide documentation of medical
expenses paid by such patients or their families in the prior 12 months.
Following a determination that an individual is eligible for the
Discounted Payment Program, an individual may not be charged more
than the amounts generally billed to individuals who have insurance
covering emergency or other medically necessary care.
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2. Charity Care Program. Hospitals will provide Charity Care (i.e., care at no
cost) to Financially Qualified Patients who are unable to pay, provided that the
patient’s income is at or below 200 percent of the Federal Poverty Level.
Patients seeking Charity Care must make reasonable efforts to provide the
Hospital with documentation of income, monetary assets (including all liquid
and non-liquid assets owned, less liabilities and claims against such assets) and
health benefits coverage.
V. Application Procedures
A. Notice Requirements.
1. Posted Notice. Each Hospital will post information about the availability of
Charity Care and Discounted Payment under this Policy, as set forth on
Attachment C, at all locations with high patient volume, including admission
and registration areas, emergency departments, outpatient settings and PFS
offices.
2. Written Notice. Each Hospital will provide patients with written notice
containing information about availability of the Charity Care and Discounted
Payment Programs, including information about eligibility, as well as contact
information for a hospital employee or office from which the person may
obtain additional information about this Policy. This written notice also will
be provided to patients who receive emergency and/or outpatient care and who
may be billed for that care, but were not admitted as an inpatient. The notice
shall be available in English and other languages, as determined by each
Hospital’s primary service area and in accordance with applicable federal and
state law. Each Hospital shall retain written acknowledgement of a patient’s
receipt of such notice.
This policy, the Application Form and a Plain Language Summary of this
Policy shall be made widely available on websites and by informing members
of the community served by each Hospital as required by the regulations under
Section 501(r) of the Code.
3. Billing Statements. Hospital billing statements will communicate the
availability of government sponsored programs and Charity Care and
Discounted Payment Programs for eligible patients and for any patient who has
not provided proof of coverage at the time of billing. Each Hospital shall
provide the following information with a patient’s bill:
a. A statement of charges for services provided by the Hospital;
b. A request that the patient inform the Hospital if the patient has health
insurance coverage, including Medicare, Healthy Families, Medi-Cal or
other coverage;
c. A statement indicating how patients may obtain applications for
government sponsored coverage and that the Hospital will provide
these applications; and
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d. The name and telephone number of the Hospital representative from
whom, or office from which, a patient may obtain information about
the Hospital’s financial assistance policies, and how to apply for
assistance under those policies, along with the direct website address
for the facility webpage which contains links to copies of this policy, a
plain language summary of this policy and the application form for
financial assistance under this policy.
B. Identification of Financially Qualified Patients.
1. Financial counselors or Health Benefits Resource Center (HBRC) staff at each
Hospital will make reasonable efforts to obtain from the patient or his/her
representative information about whether private or public health insurance or
sponsorship may fully or partially cover the charges for care rendered by the
Hospital to the patient.
2. Financial counselors and HBRC staff at each Hospital will assist patients in
understanding and applying for government sponsored programs and for
Charity Care or Discounted Payment.
3. Each Hospital will provide information about and applications for Medi-Cal,
the Healthy Families Program, the California Health Benefit Exchange, and
other state- or county-funded health coverage to uninsured patients in
registration areas as well as in the PFS Department office. If the patient does
not indicate coverage by a third-party payer or requests a discounted price,
then each Hospital will provide the patient with an application for applicable
government programs. Such applications will be made available prior to
discharge (if the patient has been admitted) or to patients receiving emergency
or outpatient care.
4. If a patient applies, or has a pending application, for another health coverage
program at the same time s/he applies for Charity Care or Discount Payment
under this Policy, neither application shall preclude eligibility for the other
program.
C. Application Process.
1. A Financial Assistance Application, set forth on Attachment D, is provided to
patients to begin assessment of a patient’s qualifications for the Charity Care
or Discounted Payment under this Policy. Patients may be referred to the
Charity Care or Discounted Payment Programs by the patient’s physician,
family members, community or religious groups, social services or hospital
personnel.
2. Eligibility for the Charity Care and Discounted Payment Programs requires
the patient, the patient’s guarantor or the patient’s legal representative to
provide accurate information and use reasonable efforts to provide all
documentation necessary. If a person requesting a determination of eligibility
under this Policy fails to provide the information that is reasonable and
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necessary for the Hospital to determine eligibility, the Hospital may consider
that failure in making its determination.
3. Incomplete Financial Applications will not be denied due to insufficient
information until the patient has been sent a letter requesting identifying the
additional and/or missing information that is needed to complete the
application, and stating a deadline after which the application will be denied if
the requested information has not been received. Such deadline must
constitute a reasonable period of time after that notice within which to provide
the referenced information.
4. If the patient fails to complete an application or the application contains
insufficient information and the patient does not comply with requests as
noted in Sections V.C.2 and V.C.3, the Hospital will utilize a risk assessment
scoring software algorithm, PARO, to determine presumptive eligibility. The
software will be an industry-wide accepted product that has been validated by
external audit.
5. Hospital HBRC staff may provide presumptive Medi-Cal eligibility for
financial assistance applicants. If Hospital HBRC staff determines that there
is no linkage to Medi-Cal, they may provide that determination in lieu of a
Medi-Cal application denial.
6. Eligibility for Charity Care or Discounted Payment is valid by individual
admission. Eligible patients will be requested to attest to absence of changes
in financial status for subsequent admissions or to furnish updated information
reflecting changes in financial status, as applicable.
7. Documents used for verification of a patient’s financial resources and
household income in the Financial Assistance Application may include, but
are not limited to:
a. A copy of federal tax returns from the prior year, including schedules
as applicable;
b. Copies of current paystubs, Social Security, disability or
unemployment checks or award letters;
c. A copy of any Medi-Cal Decision/Denial Notice;
d. Household income of the patient and, if the patient is 18 years or older,
the patient’s spouse or domestic partner, and any dependent children
under age 21, whether living at home or not; if the patient is under age
l8, consider income of the patient, the patient’s parents, guardians or
caretaker relatives, and other children under age 21, whether living at
home or not.
8. Collection activities will be suspended upon receipt of an application
(including an incomplete application) and remain suspended during the
eligibility determination process.
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9. Hospitals will keep all applications and supporting documentation confidential
in accordance with the VHS Policy/Procedure 11.0, Compliance with the
Health Insurance Portability and Accountability Act of 1996.
10. Eligibility for Charity Care or Discounted Payment may be determined at any
time by the Hospital as information on the patient’s eligibility becomes
available. Applications received after 240 days from the first patient bill must
be approved by the Vice President for Revenue Cycle.
D. Notification of Charity Care or Discounted Payment Determination.
1. The Hospital’s HBRC Department will provide an eligibility determination to
the patient or his/her representative within thirty (30) days after receipt of a
completed Financial Assistance Application, including all required
documentation.
2. A notification regarding the Charity Care or Discounted Payment
determination will be mailed to the patient or his/her representative. This
notification will identify the amount due from the patient and the amount of
payment discount, if any, applied to the patient’s account.
3. A patient or his/her representative(s) may appeal a determination by providing
additional information, such as income verification or an explanation of
extenuating circumstances, to the HBRC Director within thirty (30) days of
notification of the Hospital’s determination. The Hospital HBRC Director
will review and decide all appeals. The patient or his/her representative will
be notified of the outcome.
E. Amount of Charity Care or Discounted Payment.
1. A patient who qualifies for Discounted Payment shall cooperate with the
Hospital in establishing an extended payment plan. If the Hospital and the
patient cannot agree on an extended payment plan, then the Hospital shall
create a Reasonable Payment Plan. Such payment plan shall be interest-free
and negotiable.

Account Balance
Less than $250
$250.01-$500
$500.01-$1,000
$1,000.01-$2,500
$2,500.01-$5000
Greater than
$5,000.01

Number of
Months
4 months
6 months
10 months
12 months
24 months
36 months
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2. A patient who qualifies for a Discounted Payment must make good-faith
efforts to honor the payment plan. Patients are responsible for communicating
to the PFS Department any time an agreed upon payment plan may be broken.
3. A Hospital may declare an extended payment plan (including a Reasonable
Payment Plan) inoperative if the patient fails to make all consecutive payments
during a 90-day period. Before declaring an extended payment plan
inoperative, the Hospital, collection agency or assignee shall make a reasonable
attempt to contact the patient by telephone, give written notice that the extended
payment plan may become inoperative, and inform the patient that s/he may
renegotiate the terms of the payment plan.
4. Any variation in or deviation from an agreed upon payment plan must be
approved by the VHS Vice President for Revenue Cycle.
VI. Collection Practices for Financially Qualified Patients
A. Each Hospital will maintain a written billing and collections policy stating when and
under whose authority patient debt is advanced for collection, and whether the
collection activity is conducted by the Hospital, an affiliate or a subsidiary of the
Hospital, or by an external collection agency. Each Hospital will make copies of such
billing and collections policy available to the public without charge.by calling the
Hospital’s Customer Service Department.
B. “Extraordinary collections actions” are any of the following actions in order to collect
an amount due for care: (i) deferring or denying further care, (ii) reporting debt to a
credit bureau, (iii) selling bad debt to a third party unless certain requirements are
met, or (iv) any activity including legal or judicial process (such as filing suit,
property liens, garnishment, etc.).
C. Any written agreement between a Hospital and an agency that collects such
Hospital’s receivables shall require the affiliate, subsidiary or external collection
agency of the Hospital that collects the debt to comply with the Hospital’s definition
and application of a Reasonable Payment Plan, as set forth in this Policy.
Furthermore, collections agencies used by Hospitals must follow fair debt and
collection practices according to this Policy, and must further act in a manner that
treats individuals with dignity, respect and compassion.
D. Prior to commencing collection activities, each Hospital or its assignee shall provide
the patient with written notice containing (1) a statement that nonprofit credit
counseling services may be available in the area, and (2) a plain language summary of
the patient’s rights pursuant to California Health and Safety Code Section 127430(a),
with the following summary being sufficient if it appears in substantially the following
form:
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,
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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 1-877-FTC-HELP (382-4357) or online at
www.ftc.gov.
Each Hospital also will provide this notice to patients along with any document
indicating that the commencement of collection activities may occur.
E. No Hospital will pursue legal action for nonpayment of bills against any household
where the primary wage earner(s) is unemployed or there are not significant income
sources.
F. Financially Qualified Patients meeting an agreed upon monthly payment plan will not
be assigned to a collection agency or reported to credit bureaus.
G. Each Hospital expects its external collection agencies to receive approval from the
VHS Vice President for Revenue Cycle before pursuing any legal action against an
individual who meets the requirements for a Financially Qualified Patient under this
Policy.
H. Each Hospital or its assignee that is an affiliate or subsidiary of the Hospital will not,
in dealing with patients eligible under any portion of this Policy, use wage
garnishments or liens on primary residences as a means of collecting unpaid hospital
bills of Financially Qualified Patients.
I. In dealing with patients eligible under any portion of this Policy, a collection agency
or other assignee that is not a subsidiary or affiliate of a Hospital shall not use a wage
garnishment (except by court order) or notice or conduct a sale of the patient’s
primary residence as means of collecting unpaid hospital bills.
J. Neither Section VI.G nor Section VI.H of this Policy shall preclude a Hospital, a
collection agency or other assignee from pursuing reimbursement or any enforcement
remedy or remedies from third-party liability settlements, tortfeasors or other legally
responsible parties.
K. If a patient is attempting to qualify for eligibility under the Charity Care Program or
Discounted Payment Program and is attempting in good faith to settle an outstanding
bill with an Hospital by negotiating an extended payment plan or by making regular
partial payments of a reasonable amount, then the Hospital shall not send the unpaid
bill to any collection agency or other assignee, unless that entity has agreed to comply
with this Policy.
L. Neither Hospitals nor any Hospital assignee or collection agency will report adverse
information to a consumer credit reporting agency or commence civil action against a
Financially Qualified Patient under the Discounted Payment Program for nonpayment
of any patient debt at any time prior to 150 days after the initial billing. This period
shall be extended if the patient has a pending appeal for coverage of the services until
a final determination of the appeal is made.
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M. No information collected by any Hospital for the purpose of determining eligibility
for Charity Care or Discounted Payment shall be used for collections activities.
However, the Hospital, collection agency or assignee may use information obtained
independently of the eligibility process for the Charity Care Program or the
Discounted Payment Program.
VII. References
1. California Health & Safety Code §§ 127400–127446 (Hospital Fair Pricing
Policies) and §§ 127450–127462 (Emergency Physician Fair Pricing Policies)
2. California Family Code § 297 (Definition: Domestic Partner)
3. U.S. Department of Health and Human Services, Poverty Guidelines,
available at http://aspe.hhs.gov/poverty/
4. Internal Revenue Code § 501(c)(3) (Tax-Exempt Organizations)
VIII.

Implementation and Review
This Policy is to be implemented by VHS President and CEO, Hospital Presidents and
CEOs and VHS Vice President for Revenue Cycle.
This Policy is to be reviewed annually for compliance and relevance by VHS President
and CEO, Hospital Presidents and CEOs, and VHS Vice President for Revenue Cycle.

IX. Attachments
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B1.
B2.
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D.
E.

Verity Affiliate Hospitals
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Financial Assistance Application
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