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Purpose: To establish a framework and guidelines for providing financial assistance to qualifying patients with an

effective and consistent method for identifying eligible patients and for administration and allocation.

Scope: This applies to CHSPSC, LLC and all CHSPSC, LLC affiliated facilities, including but not necessarily limited to
Facilities and healthcare clinics, (each, a “Facility”) that are not tax-exempt and, therefore, not subject to Section 501(r)
of the Internal Revenue Code and the regulations promulgated thereunder (collectively, “501(r)").

Responsibility: Shared Services Center (SSC) VP, SSC Directors, Patient Access Director, and Facility Chief Financial
Officer will be responsible for implementing this Policy. Each Facility will need to adapt applicable appendices to fall in
line with this framework.

Policy: CHSPSC, LLC Facilities are committed to treating all patients regardless of their ability to pay and to providing
financial assistance to persons who have healthcare needs and are uninsured, underinsured, ineligible for a
government program, or otherwise unable to pay for their medical care based on their individual financial situation. In
accordance with the Emergency Medical Treatment and Labor Act (EMTALA), emergency and Medically Necessary
Care will not be delayed or withheld based on a patient’s ability to pay. As a service to our community, CHSPSC, LLC
Facilities participate in state and/or county indigent programs where applicable and offer financial assistance to our
patients care received at our Facilities subject to meeting eligibility criteria established herein and in accordance with
the Facility’s specific policy and state requirements. No patient will be denied financial assistance due to his or her race,
religion, national origin or any other basis prohibited by law.

If the state, county or hospital district where the Facility is located has specific guidelines for Financial Assistance,
including Charity Care, the Facility should incorporate the state, county or district guidelines and use this policy to
supplement any indigent care or other such patient program. The Facility should modify its Financial Assistance Policy
to comply with these specific requirements or guidelines.

This Policy is intended to be the minimum standard requirement for CHSPSC, LLC, Facilities, and Affiliates.
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Definitions:

A

Assets or Liguid Assets — Assets, outside of a patient’s primary residence, that are capable of being converted to
cash within one year. These include checking accounts, savings accounts (including flexible spending and health
savings accounts), trust funds, certificates of deposit, bonds, marketable securities and other investments
(excluding assets in retirement savings plans that may not be withdrawn without penalty (e.g., a 401(k)).
Additionally, Assets include the liquidated value of luxury items, equity in recreational vehicles, boats, a second
home, etc.

Asset Test — A substantive assessment of a patient’s ability to pay based on eligible liquid or cash Assets in the
categories included in the FAP Application.

Catastrophic Claim — An account with a patient responsibility balance of at least $50,000.00 after applying the
Uninsured Discount or a partial Charity Care Discount.

Charity Care Discount — For Uninsured, a full or partial discount off gross charges for medical services available for
eligible patients or patient guarantors with annualized individual or family incomes up to specified percentage of the
Federal Poverty Level. For Insured, a full or partial discount off net charges for medical services available for
eligible patients or patient guarantors with annualized individual or family incomes up to specified percentage of the
Federal Poverty Level.

Emergency Services - Emergency Medical Conditions, as defined by Section 1867 of the Social Security Act (42
U.S.C. 1395dd), provided in an emergency room setting.

Federal Poverty Level — The Federal Poverty Level (“FPL") Guidelines uses income thresholds that vary by family
size and composition to determine who is in poverty in the United States. It is updated periodically in the Federal
Register by the United States Department of Health and Human Services under authority of United States Code,
Title 42, Section 9902(2). Current FPL Guidelines can be found at http://aspe.hhs.gov/poverty-guidelines, and
attached as Appendix A. Each Facility must update the FPL Guidelines for its Financial Assistance Program on an
annual basis.

Financial Assistance — A reduction in the amount that the patient owes for medical services based on the patient’s
financial need determined by the provisions of this Policy. This reduction is generally determined as a percentage of
gross or net charges.

Financial Assistance Program or “FAP” — As detailed herein, a program developed to identify and measure a
patient’s eligibility for either free or discounted Financial Assistance based on financial need and to outline the
practice for allocating Financial Assistance in a consistent and efficient manner. Discounts offered under the
Facility's Financial Assistance Program may include the Charity Care Discount, the Uninsured Discount, and the
Catastrophic Care Discount. Discounts above and beyond the protocol outlined in this Policy are not part of the
Facility's Financial Assistance Program and are governed by the CHSPSC, LLC policies titled “Special Insurance
and Patient Settlements” and “Financial Counseling.”

Financial Assistance Program or “FAP” Application — The application a patient must complete in order to identify
whether the patient is eligible for the maximum level of assistance under the Charity Care Discount available under

the Facility’s Financial Assistance Program. The FAP Application, which includes an Asset Test, requests certain
information and documentation from a patient to allow the Facility to evaluate and validate a patient’s individual or
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J.

family income for purposes of determining whether the patient may be eligible for a Charity Care Discount under the
Facility’s Financial Assistance Program.

Gross Charges — The full, undiscounted price of medical services consistently and uniformly charged to patients
before applying any contractual allowances, discounts or deductions.

Insured — Patients with any type of insurance coverage and/or third-party payor program, which reimburses for,
compensates or discounts medical expenses. For purposes of this Policy, patients are considered to be insured
even if their benefits are out-of-network.

Medical Indigency or Medically Indigent — When a patient’s “Balance Due” (defined as the patient’s residual account
balance after payment by all third party payors for Medically Necessary Care received from the Facility) exceeds a
specified percentage of the patient's annual gross income, determined in accordance with the Facility’s Charity
Care Discount eligibility criteria.

. Medically Necessary Care — As defined by Medicare, services or items reasonable and necessary for the diagnosis

or treatment of illness or injury. For purposes of this Policy, Medically Necessary Care includes Emergency Services
(as defined below).

N. Policy — This Financial Assistance Policy.

Uninsured — Patients for whom there is not a third party responsible for all or any portion of their medical expenses.

P.  Uninsured Discount — The flat-rate discount applied to eligible Gross Charges for Uninsured patients. This discount

rate is set by the Facility.

Corporate Financial Assistance Policy and Procedures

A. Financial Assistance: Charity Care Discount

i. Policy. Each Facility should have a Charity Care Discount approved and signed by the Facility Chief Financial
Officer, the Vice-President of Revenue Cycle and the Regional Vice-President that establishes the Charity Care
Discount available at the Facility, attached as Appendix B. If the Facility changes the Charity Care Discount
they offer, a revised Appendix B should be issued and signed by the Facility’s Chief Financial Officer, the Vice
President of Revenue Cycle and Regional Vice-President. The Facility should retain a copy of the signed Facility
Charity Care Discount policy. The Facility Charity Care Discount will be reviewed annually.

i. Eligible Services. Emergency Services and Medically Necessary Care may be eligible for a Charity Care
Discount, depending on other eligibility criteria set forth below. Services that are elective, non-medically
necessary and/or cosmetic services are not generally eligible for the Charity Care Discount at the Facility;
however, the Facility CFO or Shared Services Center (“SSC”) may approve application of the Charity Care
Discount for such services on a case-by-case basis.

ii. Charity Care Discount. The Facility offers a Charity Care Discount off the entire bill or on a sliding scale basis,
as described in Appendix B, if the patient meets the applicable eligibility criteria identified below. More
information on the Facility’s Charity Care Discount is found in Appendix B.

iv. Charity Care Discount Program Eligibility and Administration.
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1. A patient may be eligible for a Charity Care Discount after Facility evaluation of the FAP Application or
through the Facility’s presumptive eligibility screening process described below, if applicable, to determine
whether the patient has an adjusted individual or household gross income’ that falls within a specified
percentage of the current Federal Poverty Level (FPL) Guidelines established by the Department of Health
and Human Services, attached as Appendix A, which must be updated annually by the Facility, as
described by each Facility in Appendix B. However, a patient must cooperate with the Facility in providing
the information and documentation necessary to determine eligibility.

2. Presumptive Eligibility Screening.? Facilities may provide presumptive eligibility screening services for
Uninsured patients screened for potential Medicaid eligibility as well as coverage by other sources,
including other governmental programs, who do not appear to qualify for coverage under any program to
evaluate the patient’s eligibility to receive a Charity Care Discount under the Facility’'s Financial Assistance
Program (“Presumptive Eligibility”). For Facilities that offer Presumptive Eligibility, the Facility should screen
eligible patients using a health care industry-recognized predictive model based on public record databases
to evaluate a patient’s adjusted family gross income under current FPL Guidelines, attached as Appendix
A. Information from the predictive model is used to satisfy the documentation requirements required in the
FAP Application process for a Charity Care Discount.

a. A patient is deemed eligible for a Charity Care Discount through the Facility’s Presumptive Eligibility
screening process if the patient,

(1) Is Uninsured;

(2) Received or is scheduled to receive Medically Necessary Care;

(3) Is not eligible for Medicare/ Medicaid, or is not pending Medicare/Medicaid approval; or is not
presumed to qualify for Medicare/Medicaid;

(4) Has financial criteria that falls within a specified percentage of the FPL Guidelines established by
the Department of Health and Human Services for the patient's applicable family size, as
described by each Facility in Appendix B; and

(5) Did not agree prior to rendering of healthcare services to pay a specific dollar amount for the
services provided as a special arrangement.

b. If the patient is determined to be eligible for a Charity Care Discount through Presumptive Eligibility,
the patient's account should be flagged and the applicable Charity Care Discount should be
administered based on the discount percentages described in Appendix B. For accounts flagged, the
Facility must notify the patient of the determination in states where it is required. Notification will
include the option to decline the Charity Care Discount.

c. Where state regulations require the submission of an application, facilities located in those states will
not be able to determine patient eligibility on the basis of Presumptive Eligibility. Rather, a FAP

! Household consists of the patient, spouse and all legal dependents. If the patient is a minor or legal dependent, the family gross income will include
parent(s), legal guardian(s) and/or the taxpayer claiming the patient as a dependent for income tax purposes.

2 Charity Care based on Presumptive Eligibility is not available at every Facility and is not available for Facilities located in Florida based on state
law. Whether the Facility offers Presumptive Eligibility will be identified on Appendix B.

3 Presumptive Eligibility Screening is not available for patients between the ages of 19-23 as they may be eligible to qualify as a dependent for tax
purposes. However, such individuals will still be eligible to apply for Charity Care through the FAP Application process and may be eligible for other
discounts offered under this Policy.
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Application must be provided to the patient or responsible party and returned completed prior to any
write-off transaction being applied to the account.

d. Accounts flagged as presumptive Charity Care may be subject to a verification review if a payment of
$200 or more was made on the patient's account prior to receipt of the Charity Care Discount. The
purpose of the review is to verify the presumptive charity status through additional documentation.
Patients whose accounts are subject to a charity care verification review must complete Facility’s FAP
application to be eligible for a Charity Care Discount.

e. Ifa patient does not meet the Presumptive Eligibility criteria, or if the patient presumptively qualifies for
a partial discount, the patient will still have an opportunity to qualify for a Charity Care Discount
through the FAP Application process or if the patient meets the definition of Medical Indigency.

f. Patients eligible for Medicare must complete and submit a Financial Assistance Application
and an Asset Test in order to qualify for a Charity Care Discount for benefits not covered by
Medicare.

3. FAP Application Process. A patient may have an opportunity to qualify for a Charity Care Discount through
the FAP Application process set forth below. Generally, patients may apply for a Charity Care Discount at
the time of service or any time after care is provided during their billing cycle. The FAP Application and
Asset Test request information from the patient that allows the Facility to evaluate a patient’s adjusted
family gross income under current FPL Guidelines, attached as Appendix A.

a. All patients who wish to apply for a Charity Care Discount or are identified as a possible candidate for
a Charity Care Discount will have a FAP Application made available to them. A Facility may also post
the FAP Application on its website to make it available to the community.

b. A patient who wishes to apply for a Charity Care Discount must provide adequate documentation, as
outlined below, supporting their financial income and expenses to be considered for charity care.

c. For Uninsured patients, a patient is deemed eligible for a Charity Care Discount after Facility
evaluation of the FAP Application if the patient,
(1) Received or is scheduled to receive Medically Necessary Care;
(2) Has financial criteria that falls within a specified percentage of the FPL Guidelines, as described
in Facility’s Appendix B; and
(3) Financial status is validated using documentation provided by the patient to verify patient’s
assets, pursuant to the Facility’s patient Asset Test.

d. For Insured patients, a patient is deemed eligible for a Charity Care Discount applied to the Balance
Due that exceeds $1,500 after Facility evaluation of the FAP Application if the patient,
(1) Received Emergency Services;
(2) Has financial criteria that falls within a specified percentage of the FPL Guidelines, as described
in Facility’s Appendix B; and
(3) Financial status is validated using documentation provided by the patient to verify patient’s
assets, pursuant to the Facility’s patient Asset Test.
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e. Medical Indigency. Patients who are not deemed eligible for a Charity Discount based on the above
criteria may still be eligible to receive a Charity Care Discount if the patient meets the definition of
Medical Indigency with a Balance Due that exceeds a specified percentage of the patient’s annual
gross income determined through the application process, as described in Facility’s Appendix B.

f.  The FAP Application must be provided to the patient or responsible party, completed and returned
prior to any write-off transaction being applied to the account.

g. In states where it is required, the Facility must notify the patient of the determination of whether the
patient qualified for the Charity Care Discount. Notification will include the option to decline the Charity
Care Discount.

4. A patient who is deemed not eligible for a Charity Care Discount may be considered for other assistance
under the Financial Assistance program, as set forth below, or may qualify for discounts available at the
Facility that are not part of the Financial Assistance Program on a case-by-case basis, for example, as set
forth in the Facility’s Special Insurance and Patient Settlements Policy. Please consult the Facility CFO or
SSC for additional information.

5. Criteria for Evaluating FAP Applications.

a. The FAP Application will request for the following financial information related to the patient:
(1) A copy of the last four pay checks stubs;

2) Prior year Federal 1040 tax return;

3) Unemployment benefits (check stubs);

4) Social Security benefits (copy of check or letter from Social Security);

5) Department of Social Services grants and/or amount of food stamps;

6) List of personal expenses, including but not limited to rent, house payment, utilities, car payment,
insurance, food, etc.; and/or

(7) Other documents needed to verify Assets to determine eligibility.

P

b. However, there may be additional state-specific requirements that must be addressed in the Facility
FAP Application. The Facility's FAP Application is found in Appendix C.

c. Tax Filings. Where the patient/guarantor indicates they do not file federal tax returns, the Facility will
request that the patient/guarantor complete IRS Form 4506-T (Request for Transcript of Tax Return).
The patient/guarantor should complete lines 1-5 after the Facility has completed lines 6-9. The
Facility will complete line 6 by entering '1040', will check boxes 6(a) and box 7. In box 9, the Facility
will enter prior year and prior 3 years. A copy of the IRS Form 4506-T is attached hereto as

Appendix D.

d. Asset Test. Applying the Asset Test, a patient with Assets that exceed 400% of the FPL or have
$100,000 or more in eligible or liquid Assets (i.e. cash, bonds, certificates of deposit), for the guarantor
or patient may not be eligible for the Charity Care Discount. The Facility Chief Financial Officer and
Patient Access Director along with the Shared Service Center (SSC) will determine the amount due if
the patient’s liquid assets exceed $100,000.
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e. Patients will initially be given thirty (30) days to complete and return the FAP Application and all
necessary documentation to the Facility or the SSC. The FAP Application will be sent to the Facility
financial counselor or SSC designated director for final determination.

6. Information Not Available.

a. A patient who is unable to provide the above-mentioned documentation to support a non-presumptive
charity care eligibility determination must contact the Facility or the SSC to discuss other available
evidence that may demonstrate eligibility. Notarized letters from family members, neighbors, etc.
stating or certifying the patient has no income or other financial resources are not considered
adequate documentation.

b. Accounts for which complete documentation is not received will be returned to the normal self-pay
collections workflow.

c. The patient’s account predictive scoring may be an option for additional consideration at the discretion
of the Facility Chief Financial Officer or SSC VP.

7. Incomplete Information.

a. A patient should be notified in-person, by mail, or by telephone if required information received is
incomplete. The patient may submit the missing information within thirty (30) days from the date the
notice was mailed, the in-person conversation took place, or the telephone conversation occurred.

b. Applications that remain incomplete after thirty (30) days from the date the notice was mailed may
result in denial of application.

c. The application may be reopened and reconsidered once the required information is received.
8. Denial.

a. A patient or guarantor who applied for a Charity Care Discount but was denied may be informed in
writing that their request for a Charity Care Discount was denied. A Facility must inform the patient or
guarantor of the denial if required by state law.*

b. The patient or guarantor may appeal the determination of eligibility for financial assistance by
providing additional information or verification that you believe will impact this decision within thirty
(30) days receipt of notification of denial. Following this evaluation, written notification of the
determination from that reconsideration will be provided to the patient/ guarantor.

9. Processing Procedures:

a. Once the eligibility determination is made, the results will be documented in the comments section on
the patient's account and the completed and approved FAP Application will be filed attached to the
adjustment sheet and maintained for audit purposes. Documentation of the approval and account

* Notification of the patient’s eligibility for a Charity Care Discount under the Facility’s Financial Assistance Program is required in New Mexico,
Pennsylvania, and Texas.
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adjustment will be determined by the Facility in accordance with the CHSPSC, LLC financial policy for
approving adjustments.

b. Once approved for Financial Assistance, the account will be moved to the appropriate financial class
until the adjustment is processed and posted/credited to the account. After the adjustment is posted, if
there is a remaining balance due from the patient, the financial class will be changed to self-pay.

10. Notification of Approval. Some states may require that a Facility notify patients who have been approved for
a Charity Care Discount. A Facility must attempt to notify every patient who has been approved for a
Charity Care Discount in writing, if required by state law where the Facility is located.

11. Length of Eligibility.

a. The patient's account status will never be permanently designated as eligible for a Charity Care
Discount; rather the patient’s status will be reviewed every three (3) months. This means that a
patient’s eligibility determination remains effective for three (3) months, during which other accounts
belonging to the same patient may be added to the previous approval, if requested by the patient. The
Facility may require a new FAP Application or presumptive qualifications evaluation once the three (3)
month period of eligibility expires, measured from the date of approval. The Facility may also require a
new FAP Application or presumptive qualifications evaluation within the three (3) month period, if a
patient’s financial situation appears to or is suspected to have changed.

b. A patient's Charity Care Discount may be revoked, rescinded or amended if,
(1) A patient received the discount due to circumstances which undermines the Financial Assistance
Program;
(2) Other payment sources are identified after receiving the Charity Care Discount; or
(3) A change in healthcare insurance coverage is identified after receiving the Charity Care
Discount.

12. Qut-of-State Medicaid Recipient.

a. Patients covered by out-of-state Medicaid where the Facility and/or the ordering/providing physician
are not authorized providers will be eligible for charity care upon verification of Medicaid coverage for
the service dates since they will be considered uninsured. No other documents will be required in
order to approve the FAP Application. The patient will not be required to make a formal FAP
Application. The Facility may submit the application and verification of Medicaid coverage as proof of
qualification.

13. Medicaid Eligibility with Limited Coverage

Patients who are eligible for Medicaid coverage but have medically necessary services that are excluded
from coverage due to “spell of illness” or other Medicaid benefit limitations will be eligible for charity upon
verification of Medicaid coverage for the service dates. No other documents will be required in order to
approve the FAP Application. The patient will not be required to make a formal FAP Application. The
Facility may submit the application and verification of Medicaid coverage as proof of qualification.

If it is determined that a patients’ Medicaid coverage has more generous eligibility limits than the Facility
financial assistance policy, then additional verification of the patient's income may be performed before
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making a charity care eligibility determination.

v. Collection Efforts.

1.

All collection efforts should be suspended if the patient has submitted a complete FAP Application and all
accompanying documentation. Collection efforts should be suspended until a final eligibility determination is
made. However, if the FAP and / or accompanying documentation are incomplete, collection efforts and
statement processing will continue until all the required documentation is received.

If a patient is awarded a 100% balance adjustment under the Policy, collections efforts will cease. However,
if the patient is awarded a sliding scale adjustment that is less than 100%, collections efforts and statement
processing may resume for the remaining balance not adjusted under the Policy.

If a patient is awarded a Charity Care Discount, any deposits or payments received from the patient for that
care must be refunded if the payments exceed any balance remaining after application of the all Financial
Assistance discounts.

vi. Publicity of Charity Care.

1.

At the time of service, all patients should be notified of the possibility of a Charity Care Discount under the
Facility Financial Assistance Program.

An opportunity to complete a FAP Application should be given to all patients who wish to apply for a Charity
Care Discount or have been recommended by practice staff, a physician or a financial counselor for a
Charity Care Discount.

A patient may request a FAP Application in-person, by phone, by mail, or by accessing the electronic
version via the Facility’'s website, if available. Copies of the policy, application forms, and instructions
should be made available free of charge.

Patients should be provided a written notice with their bill that contains information regarding the Charity
Care Discount including information about applying for charity care and contact information for the
Business Office where the patient may obtain further information about this and other Financial Assistance
available under this policy.

Information about the Charity Care Discount should be posted in languages representative of the Facility’s
patient demographics and in conspicuous places, including but not limited to posting notices in the
emergency rooms, urgent care centers, admitting and registration departments, business offices and
patient financial services offices that are located at the Facility. Facilities must consult state law to
determine additional notice and publication requirements.

Any evaluation of financial arrangements will occur only after an appropriate medical screening
examination has occurred and necessary stabilizing services have been provided in accordance with
EMTALA and all applicable state and federal regulations.

B. Financial Assistance: Uninsured Discount
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V.

Policy. Each Facility should have an Uninsured Discount policy that is approved and signed by the Facility’s
Chief Financial Officer, the Vice-President of Revenue Cycle and the Regional Vice-President that establishes
the Uninsured Discount available at the Facility, attached here as Appendix E. If the Facility changes the
percentage of Uninsured Discount they offer, a revised Appendix E should be issued and signed by the
Facility’s Chief Financial Officer, Vice President of Revenue Cycle and Regional Vice-President. The Facility
should retain a copy of the signed Facility Uninsured Discount policy. The Facility Uninsured Discount will be
reviewed annually.

. The Uninsured Discount rate will be determined at the Facility level and identified on Appendix E. If the state

where the Facility is located has specific guidelines for Uninsured discounts, the Facility should follow the state
guidelines.

Eligibility. The Uninsured Discount applies to Uninsured patients.

1. Patients with health insurance may still be considered “Uninsured” for purposes of eligibility for the
Uninsured Discount under the following circumstances:

a. The patient’s insurance does not cover a portion or all of the services and treatment rendered during a
patient visit; or

b. The patient’s applicable benefits have been exhausted.

Patient Account System.

1. The Uninsured Discount is set up in all Facilities to apply prior to the time of the final bill. The Uninsured
Discount will be applied at the time when the Facility is able to identify and classify a patient as
Self-Pay/Uninsured.

2. SSC personnel will load the approved discount percentages into the respective patient account systems for
processing account adjustments at the time of final billing. Should a manual adjustment be necessary as
required by this policy, the adjustment will be submitted through the standard SSC adjustment process for
completion. Uninsured discount adjustments from personnel outside of the SSC are prohibited.

3. The Uninsured Discount is posted when the final bill is produced.

4. Each host system has specific transaction codes to identify the Uninsured Discount; these are
automatically posted at time of final bill or are applied manually, as needed.

5. There should be one (1) financial class associated with the Uninsured Discount policy: Uninsured/Self-Pay.
A patient’s bill will reflect any and all applicable discounts, including the Uninsured Discount, based on
patient classification.

Insurance Coverage on Patients classified as Self-Pay/Uninsured.

1. If after the Uninsured Discount is credited to a patient account and it is determined that the patient has
adequate insurance within timely filing limitations, the payor should be added to the account and the
account should be billed. The Uninsured Discount should be reversed by manual adjustment or
automatically through the system if the patient’s benefits cover the billed services.
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2. The revenue will be “reclassified” from self-pay to the new insurance financial class.

3. An Uninsured Discount should be reversed using the Uninsured Discount code. A Prompt Pay Discount
transaction code may not be used to reverse the Uninsured Discount.

C. Financial Assistance: Catastrophic Claim Discount

i. Policy.

1. Each Facility should have a Catastrophic Claim Discount policy that is approved and signed by the
Facility's Chief Financial Officer, the Vice-President of Revenue Cycle and the Regional Vice-President that
establishes the Catastrophic Claim Discount available at the Facility, attached here as Appendix F. If the
Facility changes the percentage of Catastrophic Claim Discount they offer, a revised Appendix F should be
issued and signed by the Facility’s Chief Financial Officer, Vice President of Revenue Cycle and Regional
Vice-President. The Facility should retain a copy of the signed Facility Catastrophic Claim policy. The
Facility Catastrophic Care Discount will be reviewed annually.

2. The Catastrophic Claim Discount will be determined at the Facility level and identified on Appendix F. If
the state where the Facility is located has specific guidelines that encompass the Catastrophic Claim
Discount, the Facility should follow the state guidelines.

ii. Eligibility.
1. The Catastrophic Claim Discount only applies to Uninsured patients with a Catastrophic Claim. Patients

with health insurance may still be considered “Uninsured” for purposes of eligibility for the Uninsured
Discount under the following circumstances:

a. The patient’s insurance does not cover a portion or all of the services and treatment rendered during a
patient visit; or

b. The patient’s applicable benefits have been exhausted.
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Appendix A
The 2025 poverty guidelines are in effect as of January 17, 2025, as published by the Department of Health and
Human Services on its website: https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines.

2025 POVERTY GUIDELINES FOR THE 48 CONTINIGUOUS STATES AND THE DISTRICT OF COLUMBIA

Persons in family/household Poverty guideline
1 $15,650

2 $21,150

3 $26,650

4 $32,150

5 $37,650

6 $43,150

7 $48,650

8 $54,1508

For families/households with more than 8 persons, add $5,500 for each additional person.

2025 Poverty Guidelines for Alaska

Persons in family/household Poverty guideline
1 $19,550
2 $26,430
3 $33,310
4 $40,190
5 $47,070
6 $53,950
7 $60,830
8 $67,710

For families/households with more than 8 persons, add $6,880 for each additional person.
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Appendix B

Lower Keys Medical Center’s Charity Care Discount
[IF FACILITY PARTICIPATES IN ANY STATE, COUNTY OR HOSPITAL DISTRICT INDIGENT CARE OR CHARITY
PROGRAM AND/OR PROVIDES PRESUMPTIVE ELIGIBILITY, FACILITY MUST ADAPT THE BELOW AND INCLUDE
ANY STATE, COUNTY OR HOSPITAL DISTRICT OR PRESUMPTIVE ELIGIBILITY REQUIREMENTS AS APPROPRIATE]

As a service to our community, we participate in [INSERT STATE and/or COUNTY INDIGENT PROGRAMS WHERE
APPLICABLE], and we offer a Charity Care Discount that applies a discount of the entire bill or on a sliding scale basis to
patients eligible under our Financial Assistance Program (“FAP”) who receive or are scheduled to receive Emergency and
Medically Necessary services at our facility. The level of discount provided to eligible patients under our Charity Care
Discount policy will depend on several criteria, including (a) whether the patient meets the eligibility criteria for the Charity
Care Discount under the FAP, (b) whether the patient has other funding sources that can be applied to the patient account,
(c) validation of the patient’s gross family household income, and/or (d) whether the patient’s income falls within a certain
percentage of the current Federal Poverty Level (‘FPL") Guidelines published by the Department of Health and Human
Services at the time of evaluation, as further described below.

Uninsured Patients

An Uninsured patient who has received or is scheduled to receive Emergency and Medically Necessary services may apply
for a Charity Care Discount by submitting a complete FAP Application and all accompanying documentation requested on
the FAP Application as part of our Asset Test to determine whether the patient’s income falls within one of the below
percentages of the current FPL, as validated through the FAP Application process and Asset Test under our FAP.[However,
we recognize that not all patients and guarantors are able to complete the FAP Application or provide requisite
documentation. Accordingly, we also provide certain screening services using a health care industry-recognized predictive
model based on public record databases to evaluate a patient’s adjusted individual or family gross income under current
FPL Guidelines, as part of our eligibility screening services offered to Uninsured patients at our facility (“Presumptive
Eligibility”). Information from the predictive model is used to satisfy the documentation requirements required in the FAP
Application process for a Charity Care Discount.]

e Eligible patients with an adjusted individual or family gross income at or below 100% of the FPL may receive a
balance adjustment of the entire bill, if their financial status is validated using documentation provided by the patient
in the FAP Application process [or through the Presumptive Eligibility process].

e Eligible patients with an adjusted individual or family gross income of 101%-200% of the FPL may receive a
balance adjustment of the entire bill, if their financial status is validated using documentation provided by the patient
in the FAP Application process[, or 90% of their bill, if the patient’s financial status is validated through the
Presumptive Eligibility process. Note: Income levels between 101% and 200% require completion and
submission of an FAP Application to receive an adjustment for the entire bill].

e Eligible Patients with an adjusted individual or family gross income of 201%-300% of the FPL may receive a
balance adjustment of 85% of their bill, if their financial status is validated using documentation provided by the
patient in the FAP Application process [or through the Presumptive Eligibility process].

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025
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e Patients with an adjusted individual or family gross income of 301%-400% will receive a balance adjustment of 80%
of their bill, if their financial status is validated using documentation provided by the patient in the FAP Application
process or through the Presumptive Eligibility Process.

If an Uninsured patient qualifies for a partial discount based on gross family income validated through the Presumptive
Eligibility process, the patient will still have an opportunity to qualify for a greater discount under the Charity Care Discount
through the FAP Application process.

Insured Patients

We recognize that some patients may have public or private insurance coverage that fails to fully cover their medical
expenses for whom it would be a financial hardship to fully pay the expected out-of-pocket expenses for the care received.
Accordingly, we have expanded our Charity Care Discount policy to apply to accounts for which other payment or funding
sources exist, including Medicare benefits, if the patient’s income falls within a certain percentage of the current FPL,;
however, the patient's adjusted individual or family gross income must be validated through the FAP Application process
and Asset Test under our FAP.

e Eligible patients with an adjusted individual or family gross income at or below 100% of the FPL will receive a
balance adjustment of the entire Balance Due on the patient’s account that is greater than $1,500.

e Eligible patients with an adjusted individual or family gross income of 101%-200% of the FPL will receive a balance
adjustment of 50% of the Balance Due on the patient’s account that is greater than $1,500.

e Eligible patients with an adjusted individual or family gross income of 201%-400% of the FPL will receive a balance
adjustment of 20% of the Balance Due on the patient’s account that is greater than $1,500.

Medical Indigency

Additionally, we have expanded our Charity Care Discount to patients who may exceed 400% of the FPL who meet our
Medical Indigency criteria. Patients for whom the Balance Due on the patient’s account exceeds 25% of the patient’s annual
gross income (after payment by third party payors) may receive a balance adjustment of 80% of the Balance Due.

Ednx\bu@bU@tm,

Vice President, Revenue Cycle, CHSPSC, LLC
David Shan Carpenter

Regional Vice-President, CHSPSC, LLC
CkrmhMA,mw%%i

Lower Keys Medical Center Chief Financial Officer

2025-04-22
Date

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025
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Appendix C
- 4506-T Request for Transcript of Tax Return

fuune 2025) » Do not sign this form wunless all applicable lines have been completed.
o o e T - » Request may be rejected if the form is incomplete or illegible.
Intemal Rewvanue Sandce » For more information abowt Form 4506-T, visit wwwirs. gowv/ form-<S061.

Tip: Get faster service: Dnllne at www.irs.gov, Get Your Tax Record (Get Transcrpt) or by callimg 1-800-908-9046 for spet.lallzad assistance. We
have teams available to assist Mote: Taxpayers may register to use Get Transcripi to view, print, or download the following transcript types: Tax
Return Transcript (shows most line items including Adjusted Gross Income (AGI) from youwr original Form 1040-ssries tax retum as filed, along with
any forma and schedules), Tax Account Transcript (shows basic data such as retum type, marital status, AGI, taxable income and all paymeant types),
Record of Account Transcript (combines the tax retum and tax account transcripts imto one complete transcript), Wage and Income Transcript
{shows data from information returns we receive such as Forms W-2, 10949, 1098 and Form 5458). and Verification of Mon-filing Letter (provides
proof that tha IRS has no record of a filed Form 1040-senies tax return for the year you reguest).

OME Mo. 1545-1872

1a Mame shown on tax retum. I a joint retum, enter the name ik First social secuwrity number on tax return, individual taxpayer identification
shown first. number, or employer identification number (see instructions)
2a If a joint returm, enter spouss’s name shown on tax retum. 2b Second social security number or individual taxpayer
identification number if joint tax retum

3 Cwrrent name, address (including apt., room, or suite no.), city, state, and ZIF code (see instructions)

4 Previous address shown on the last retumn filed if different from line 3 (see imstructions)

5 Customer file number (if applicabls) (ses instructions)

Mote: Effective July 2019, the IRS will mail tax transcript requests only to your address of record. Ses What's Mew under Future Developments on
Page 2 for additional information.

i1 Transcript requested. Enter the tax form number hera (1040, 1065, 1120, etc.} and check the appropriate box below. Enter only one tax form
numbser per request.

a Retum Transcrpt, which includses most of the line items of 8 tax retum as filed with the IRS. A tax retum transcipt does not reflect
changes mads to the account after the return is processed. Transcripts are only available for the following retums: Form 1040 serias,
Form 1065, Fomm 1120, Form 1120-A, Form 1120-H, Form 1120-L, and Form 11205. Retum transcripts are available for the curr\e-ntyaar
and retuns processed during tha prior 3 processing years. Most reguests will be processed within 10 busimess days . . . -

b Account Transcript, which contains information on the financisl status of the account, such a5 payments mads on the sccount, penalty
assessments, and adjustments made by you or the IRS after the return was filed. Aetum information is limited to ®Rems such as tax liability
and estimated tax payments. Account transcripts are available for most retumes. Most requests will be processed within 10 business days

¢ Record of Account, which provides the most detailed information as it is a combination of the Return Transcript and the Account
Transcript. Availabls for currant year and 3 prior tax years. Most requests will be processaed within 10 business days P -

T Verification of Monfiling, which is proof from the IRS that you did not file a retum for the year. Cument year requests are only available
gfter June 15th. There are no availability restrictions on pricr year reqguests. Most requests will be processed within 10 business days .

8 Form W-2, Form 1009 series, Form 1098 series, or Form 5498 series transcript. The IRS can provide & transcript that includes data from
thess information retums. State or local information is not included with the Form W-2 information. The IRS may be sble to provide this
transcript information for up to 10 years. Information for the current year is generally not evailable until the year after it is filed with the IRS. For
axample, W-2 mformation for 20118, filed in 2017, will likely not be availabla from the IAS until 2018.  you need W-2 information for retirement
purposes, you should contact the Social Security Administration st 1-800-772-1213. Most requests will be processed within 10 business days . [

Caution: If you nesd a copy of Form W-2 or Form 1099, you should first contact the payer. To get a copy of the Form W-2 or Form 1099 filed
with your retum, you must use Form 4506 and request a copy of your return, which includes all attachments.

9 Year or period requested. Enter the end date of the tax year or parod requested in mm/ddfyyyy formmat. This may be a calendar year, fiscal
year or quarter. Enter each guarter mguested for gquartary retums. Exampla: Enter 12/31/20718 for a calendar year 2018 Formn 1040 transcript.

| / / | / / / / | / !
Caution: Do not sign this form wnless all applicable lines have besn completed.
Signature of taxpayer|s). | declare that | am either the taxpayer whosse name is shown on line 1a or 2a, or a person authorized to obtain the tax
information requested. i the request applies to & joint retum, at least one spouse must sign. If signed by a corporate officer, 1 percent or mors
shareholdar, partner, managing membser, guardian, tax matters partner, executor, receiver, administrator, trustes, or party other than the taxpayer, |

certify that | have the authorty to execute Form 4506-T on behalf of the taxpayer. Mote: This form must be received by IRS within 120 days of the
signature date.

o oo o

[[] Signatory attests that he/she has read the attestation clause and upon so reading declares that he/she Phone numbsar of taxpayer on line
has the authority to sign the Form 4506-T. Ses instructions. 18 or 2a
} Signature (see instructions) Date
Sign }
Here Title (if ine 12 above is a conporation, partnership, estete, or tust)
b Spousa’s signature Date
For Privacy Act and Paperwork Reduction Act Motice, see page 2. Cat. Mo. 37867M Form 4506-T Hev. e-2023)

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025
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Origi

Fomm 4506-T (Hev. 6-2023)

Page 2

Saotion references are 1o fho Imomal Revenus Coda unkss
otherwiza notod.

Future Developments

For the latast information abourt Form £500-T and its
instructions, go to wew.is. gowiommesost. information about
any recant devalopmants affecting Form 4500-T {such a5
legislation enacted ofter wa relamsed if) will ba posted on that
paga.
The filing location for tha Form £508-T has changed. Pleasa
sae Chart for individual transoripés or Chart for all othar
tramsoripts for the oomect mailing location.
What's New. #s part of its ongoing affors fo protact
tnpayar data, tha intamal Aerenus Sanvics announced that
in Juily 2014, it will stop all third-party maidings of requosted
trarecrpts. Aftor this data rru.dudTnTmm:'plsml only
b miziled 1o tha tmpayer's address of reoond
I a third-party H-Lrﬂbh1DI{-q)tlTnTl’m‘Fl mailed to
the: teoeperyar, they may aithar contract with an sxisting IVES
pﬂ.l'hﬂpﬂ.l't or become an INES participant themsehves. For
nal indormation about the [VES program, go o
m.n:.gm'n.nd sawrch VES.

General Instructions

Canrtion: Do nod sign this form unkess all applicable fnes
hamvea boan complatod.

Purposa of form. Usa Form £500-T to request tax return
information. Taopayens using a tax year beginning in one
oalendar year and ending in the following year {fiscal to year
must fila Fom 4506-T fo request & rotum transorpt.
Hubﬂ:Hynu.nunﬂ.nufd'lch n‘Hru.rﬁ-mplyuumnd
requesst tha Reoord .ﬂmnurd.z?pfmldu

detailed imformation.

Customer Fila Mumber. The transoripts providad by tha IAS
hamva besn modified to protect tpayers’ privacy. Trnsoripts
only display partial parsonal information, such as the last four
digits of the taxpayor's Sodal Ssouriy Numbar. Full financial
ond tan information, such s wages and tembla incoma, aro
shown on tha fransonpt.

An optional Customer File Numbar fiald is availablie to use
vd'mrnqmslrﬂﬂrrﬁ:liptﬂ'ismmbﬂ'ﬂilpﬁ'lmﬂu
trarscripd. Sea Ling 5 instructions for specific requiramants.
The customer fila numbser is an optional fiold and not
recquired.

Tip. Usa Form 4508, Requast for Copy of Tax Ratum, to
requuast copies of tao ratums.

Autommted transoript request. You can quickhy request
trarecripts by using our asomaied soli-halp sarvica tooks.
Plasa wist us of IRS.gov and dick on "G a Tax
Trarecnpt..." under “Took® or call 1-800-308-3340.

Whare to filk. Mail or fax Form 4508-T to the address balow
fior the state you wed in, or the state your business was in,
whian that reburn was filed. Thane ars two address chants: ona
fior individunl transoripts Form 1040 senss and Form W-2)
and ona for oll odhor transcripts.

H you are requesting mons than ona tramsoript or ofhar
product and tha chart shows two difisront addrosses, send
your requast 1o the address based on the addrass of your
most recant return.

Linsa 4. Ertar your identification numbser if
YO requast nsm“munﬂm'mmmm tha
first social seourity umbar [S5M) or your indwvidual taxpayar
idantification mumbar (TTIN} shown on the rebum. For
wxample, i you are requesting Form 1040 that inchudas
Sohedula C (Form 1040), entar your S5N.

Linsa 3. Entar your currant addrass. i you use a P.OL bax,
includs it on this line.

Lina 4. Entor the addross shown on tha lest retum Slad i
differant from tha addrass antered on g 3.

Mote: H tha addrossas on linas 2 and 4 are differert and you
hanva mot changed your address with the IRS, fis Form BEZZ,
Changs of Address. For o businass addrass, fil Form Bez2-
B, Changa of Address or Aesponsible Porty — Business.
Linsa 5. Enbar up to 10 numanc charaotens to orasio o unigua
ousiomar Sla number that will appaar on tha transoript. Tha
customer Slo numbsr ghowld not contain an 558,
Complation of this ine is not required.
Mota.  you use an 530, nama or combination of both, wa
will not imput tha information and the oustomear file numibar
will reflect & ganeric entry of *30868688087 on tha transonpt.
Linsa 6. Entar only one ta form numibar per request.
Signovture and date. Form 4506-T must be = ond diated
by thes tempaspar listed on ne 10 or 2a. Tha RS must recsive
Form2508-T within 120 days of tha data signed by tha
Iupq,lrnrtmlba-rqmnd. Enzurn that all applicablo inas
bafora signing.

¥our must chook tha bax in the sigmafurs anca
0 acknowiedge you have tha authonty o sign
and requast the information. Tha fonm wal not
ba and mtumed to you if the

Indiniduals. Trarsoripts of jointly fled o rebums may ba
fumnishad to ather spouss. Only ane signrturs is required.
Sign Form 4508-T axactly as your nama sppearcd on tha
onginal rehem. i you dhanged your nams, alss sign your
curant nams.
Covporations. Generally, Fomm 4506-T can be signad by:
(1) an officar having authority to bind the compomtion, (2)
any penson dasignated by the board of dinectors ar other
gevaming body, or (3 any officer or amployes on written
requast by &y prind nﬁimu.rd.l:luhdmbyﬂﬁ
swal.uynrull'nr ioar. A bona fide sharoholdar of
owming 1 percent or mora of the cutsianding stock of the:
corporation may submit o Form 4508-T but must provida
dooumnantation to support the requester's nght 1o recaive tha
information.
Partnamships. Genarally, Form 4506-T can ba signad by
any person who was a membser of the partnemship: during amy
part of tha tax pariod roquastod on lina B.
AN othors. Sce section 61 i tha Fis diad, is
insobvant, is a dissoived corporation, or if o trustes, guandian,
sxoouior, recavar, or administrotor is acting for the togayer.
Maota: B you v Heir of law, Meod of lan, or Banaficiary you
st ba able to astablish a matanal interast in the estats o
brust.
Dooumaentation. For entitias othar than indriduals, you
st attnch tha authorization document. For sxampla, this
:n.idb-ﬂhﬂhﬂrfmmﬂ'nprhdpdnﬁ:mm.ﬂ'uizhgm
employea of the corporation or the letters testamantany
m.li'ulzmgunndn'n:lmhunclfnrnnmn.
by a rapr iva, Ar miatn,
FamMTﬁcrntupﬂanrur}yer‘nwl'm
speciically delegaiod this authority to the reprassntatva on
Formi 2848, lina 5. Tha representative must attach Form 2848
showing $w dalegation o Form £5008-T.

oan sign

Privacy Aot and Paparerork Reduction Act Motica. Wa ask
fior the informagion on this form to establish your ight 1o gain
aooass to tha requested taw information under tha infamal
Aovorus Code. Wo naad this information to propary identify
tha toax nformartion and respond to your request. You ang not
requirsd to roquest any tanscript; f you do roquost a
transoripl, sections 8102 and 108 and their regulations

uirs you io provida this infomation, including your S5N or
mﬁ F you do not provide this information, we may nod ba

abls to process your request. Providing faksa or foudulant
informagion may subject you to panaities.

Routing uses of this information includa ?-nng it to tha
Dopartment of Justice for ovil and criminal Iitigation, and
cities, staius, the District ufE‘durh'u..u.rdUS
commanmwealths and iors for usa in adminisiory
thiir i laws. Wa mmihbiimmm
countries undar o tox treaty, to fedaml and state agencies to
enforoa fedarl nontax criminal laws, or o federal low
enforoamant and inteligence agencies to combat temoism.

Yo arm not required to provide the information requested
on aform that is subject to the Papersod Reduction Act
unlazs th form displays o valid OMEB contral numibar. Books
or reconds ralating io a form or its instructions must ba
retainad == long os thair contents may becoms: matenal in tha
administraton of ey intemal Revenue low. Ganarally, tox
ratums and ratum information are confidential, as required by
sachion 0103,

Tha tima neadad to complata and fils Form 4506-T wil
vary depending on individual cirourstancas. Tha estimated
mu @ tima is: Learning about the lew or tha form, 10

-aparing tha form, 12 mir.; and Copying,
l-nrrﬂng..-'ui sanding tha form o the IRS, 20 min.

H you harve comments conceming the acouaoy of thass
time estimatas or estions for making Form 4500-T
srrphrmwmidbo to haar from you. Yiou can write

hlnrrﬂ] Rovenus Sarvice:
Tax Formes and Publications Division
1111 Constitution fAva. NW, IA-esze

‘Washington, [ 20224
Do not send the form to this address. Instead, sec Whae
fo e on this page.

Chart for individual transcripts
(Form 1040 series and Form W-2

and Form 1099)

If you filed an

individual returm and Mail or fax to:

lived inz

Mlnihorma, Arkansas, Florida, Intamal Revenue Senice
Georgia, Lousana, AAIVS Team

Mississippi, North Caroline, Stop 6716 AUSC
Okishoma, South Carclina, Austin, TX 73304
Tarrasses, Tams, o forsgn

‘couniny, Amarnican Samas,

Pugrio Fico, Guam, the

Cammersalin of tha BE5-EAT-ge04
Hartham Marmna |siands, tha

L5 Viegin Islonds, or APOL

or FP.0. nddrass.

Dlmwar, lincis. indiara, Intamal Revenue Senice
lowa, Kantucky, Maina, AAIVS Team
Massachusatis, Minnesota, Stop E705 5-2

Mizzcun, Mow Hampshins,
Nowr Jarsay, Now York,

Kansas City, MO a40aa

‘Warmaont, Virginia, Wisconsin A55-B21-0034

sk, Arirona, Calffomia, Intamal Revenue Senvice
Caolorado, Connectiout, District [AAIVS Team

af Columbia, Howai, idsho, P.0. Box 2341

Kansss, Mangsnd, Michigan, MEIS‘DCIFIBF&-I-
Mantore, Nabrsks, Novada, ﬂgdBl‘LerB-HEE

Marwr Mmoo, North Dalota,

Thio. Oragon, Pennsyhmnin,

R |slanid, South Dakeots, A55-798-1145

Liah, Washirgton, West

Chart for all other transcripts

If you lived in
or your business was
in:

Mail or fax to:

Abbama, Alaska, &nrona,
Arkanszs, Calfornia,
Colorado, Florida, Hewaii,
|diahaz, lowa, Karsas,
Louisizna, Minnasota,
Mississippi, Missoun,
Momiana, Nebraskn, Navada,
Mow Maxico, Narth Dalots,
Oldahoma, Orogon, South
Dakota, Texas, Liah,
‘Washington, Wyoming, o
foroign oourtny, Amarican
Samoa, Puerio Fico, Guam,
the Commaonwealth of the
Northem Mariona Islands,
tha LLE. ¥ingin kslands,
AP or FPOD. addmss

Intemnal Revanue Service
RANS Team

P.0. Box 9341

Mazil Stop 6734

Ogden, UT gas0a

B855-288-1145

Cornecticut, Dolowars,
District of Calumibia,
Gaorgin, Minais, Indiana,

Jorsay, New Yaork, North
Carolina, Ofio, Pannsyhania,
Rhods sland, South
Carolina, Tennossca,
Varmont, Virgini, Wast
Virginia, Wisconsin

Internal Revanue Service
RANS Team

Stop 6705 52

Kensas City, MO 64580

B55-E21-0084
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Appendix D
Lower Keys Medical Center’s FAP Application

Financial Assistance Program Application

“NP MR

Financial Assistance Program Application

Qur hospital is committed to care for all patients regardless of their ability to pay. Patients who are unable to pay
for services may be eligible for Financial Assistance. Please complete and return the following form with requested
documents to the Facility Registration Depariment or Financial Counselor to be evaluated for Financial Assistance.

Patient Account(s) #: Date of Application:
# of Qualified Household Members: Dependent of Another: [ ¥es [ No
(A Qualified Housshold Member includes any additional adult(s) and dependeni(s) based on the tax filing status of the patient.)
PATIENT INFORMATION PARENT/GUARANTOR/SPOUSE
MName: MName:
Address: Address:
City: City:
State/Aip: State/Ap:
S5SM (last4 digits): _ 55N (last 4 digits):
DOB: DOB:
Employer: Employer:
Address: Address:
City: City:
State/fip: State/dp:
Work Phone: Work Phone:
Cell Phone: Cell Phone:
Length of Employmeni: Length of Employmeni:
Supervisor: Supervisor:
RESOURCES

Checking: [ ¥Yes [O No Amount:$
Savings (including flexible spending and health savings accounts): [CIYes [ No Amount: 5
Bonds: &

Cash on Hand: $
Certificate of Deposit(s):
IRA Account{s): &
Roth Account(s): $

Stock/Other Financial Investment Account(s) (excluding assets in retirement savings plans that may not be withdrawn
without penalty (e.g., a 401(k)):
Trust Fund Account(s):

Vehicle 1: ¥r: Malke: Model:
Vehicle 2: YT: Make: Model:
Vehicle 3: Yr: Malke: Model:
Vehicle 4: ¥r: Malke: Model:
Vehicle 5: Yr: Make: Model:

(This includes recreational vehicles such as: boats, campers, etc.)

Financial Assistance Program Application
Mot Part of the Medical Record
100-ADM- 1202 0321 (Rew. 0821, 0623) Page 1 of 3

Patient Label

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025
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INCOME
Patient'Guarantor Wages Spouse/Second Parent Wages
(monthly): $ (monthiy): $
Other Income Other Income
Child Support: § Child Support: §
VA Benefits: § VA Benefits: §
Workers Comp: & Workers Comp: §
g851: 8 ES5I: &
LIVING ABRANGEMENTS
Primary Residence:
O Rent: § O own: § O Other (explain): &
Landlord/Mortgage Holder:
Phone Mumber: Monthly Payment:
Second Home/Other Property: [0 Rent: O Own: (check ong)
Value: Loan Amount: & Payment: 5
House Rent'Morigage Payment: §
Other Property Payment:
Utilities: $ Gas: §
Auto: § Loans: §
Medical Bills: $ Food: §
Child Support: § Other: §

REQUESTED AVAILABLE DOCUMENTS

Proof of Income: Proof of Expenses:

O Last 4 paystubs U Copy of mortgage payment OR
O Letter from employer U Copy of rental agreement

U Social Security benefits (if applicable) [ Other documents requested

O Last 3 months bank statements [ Copies of monthly bills

O Previous year's Federal Tax Refurm

The information provided in this application is subject to vernfication by the hospital and has been provided to
determine my ability to pay my debt. | understand that any false information provided by me will result in the denial of
any financial assistance by the hospital.

Signature of Applicant:

Hospital Representative completing the application:

Financial Assistance Program Application
Mot Part of the Medical Record
100-ADM-1202 0321 (R DRZ], 0623) Page 2 of 3

Patient Label

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025
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Financial Assistance Approval Worksheet

Hospital Name:

Date Submitied:

Fatient Mame:

Account Number(s):

# in Household:

Balance Due:

Total Yearly Income:

Service: OPAP/ER

Comments:

O YES Approved for 100% financial assistance

Hospital Representative completing this review:

Check box the appropriate financial assistance being offered by the hospital.

O YES Approved for partial financial assistance % assistance

O MO Patient does not qualify for financial assistance

Approved by:

SSC Director Date S8C CFO/WVP Dafe
CFO Date CEO Date
Financial Assistance Program Application z
Mot Part of the Medical Record E
100-ADM-1202 0321 (Rew. 08721, 06/23) Page3of3 |E

Original Effective Date: 3/31/2011

Revision Date: 01/01/2025
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Back to Top

Appendix E
Lower Keys Medical Center’s Uninsured Discount

Lower Keys Medical Center offers a discount of 65% from inpatient gross charges for all Uninsured patients eligible for the
Uninsured Discount under this Policy

Lower Keys Medical Center offers a discount of 73% from outpatient gross charges for all Uninsured patients eligible for the
Uninsured Discount under this Policy
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Vice President, Revenue Cycle, CHSPSC, LLC

David Shan Carpenter

Regional Vice-President, CHSPSC, LLC
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Lower Keys Medical Center Chief Financial Officer
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Appendix F
Lower Keys Medical Center’s Catastrophic Claim Discount

Lower Keys Medical Center offers a discount for patient accounts that meet the eligibility requirements for the Catastrophic
Care Discount under this Policy. For eligible Uninsured patient accounts with balances of at least $50,000.00 after applying
Lower Keys Medical Center’s Uninsured Discount or a partial charity discount, the patient balance for a Catastrophic Claim
will be reduced to a maximum patient responsibility of $50,000.
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Regional Vice-President, CHSPSC, LLC
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2025-04-22
Date

Back to Top

Original Effective Date: 3/31/2011 Revision Date: 01/01/2025



Audit trail

Details
FILE NAME Lower Keys Medical Center Financial Assistance Policy 2025 - 4/22/25, 8:18 AM
STATUS @® Signed
2025/04/28
STATUS TIMESTAMP
21:27:45UTC
Activity
katrina_lintemuth2@chs.net sent a signature request to:
B « Edna Buffington (edna_buffington@chs.net) 2025/04/22
SENT « Christina Wright (christina.wright@lkmc.com) 13:19:21 UTC
« David Shan Carpenter (shan_carpenter@chs.net)
2 2025/04/28
= i David Sh h hs.
SoNED Signed by David Shan Carpenter (shan_carpenter@chs.net) 91:27-45 UTC
2 2025/04/22
SIGN-ED Signed by Edna Buffington (edna_buffington@chs.net) 12:351/:?12/UTC
2
SIGN-ED Signed by Christina Wright (christina.wright@lkmc.com) ?gzzz/gj/jTZC
v/ 2025/04/2
O This document has been signed by all signers and is complete 0_ 5/.0 /28
COMPLETED 21:27:45UTC

The email address indicated above for each signer may be associated with a Google account, and may either be the primary email
address or secondary email address associated with that account.



