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Patient Financial Services

Financial Assistance / Charity Care
Purpose:
This policy is established to provide the framework within which the Hospital will provide indigent care and financial assistance. 

Policy: 
Mena Regional Health System (MRHS)  is committed to providing financial assistance / charity care to persons for medically necessary services to those patients who have healthcare needs, are uninsured, underinsured, ineligible for any government healthcare benefit program, and who are unable to pay for their care based on their individual financial situation and within MRHS established guidelines for eligibility. When eligible, either all, or a portion, of the patient’s debt is forgiven and written-off to charity care. Certain exclusions may apply, which include, but are not limited to elective services, balances covered by other funding sources, including primary coverage such Liability insurance, and failure to cooperate in securing alternative funding sources. 
Charity care may be available for patients who generally meet Medicaid family income and eligibility criteria and Federal Poverty Income guidelines. The granting of charity shall be based on an individualized determination of financial need, and shall not take into account age, gender, race, social or immigrant status, sexual orientation, religious affiliation or any other basis which is prohibited by law. Other factors may be considered, which include, but are not limited to hardship cases and catastrophic medical expenses for an occurrence or over a period of time.
Financial Assistance Guidelines: 
MRHS values of human dignity and stewardship shall be reflected in the application process, determination of financial need and granting of charity care adjustments. Requests for charity shall be processed after MRHS receives the information used for processing the application. MRHS will use its best efforts to notify the patient or applicant in writing after the determination is made.  
Eligibility is generally determined by measuring the gross family income against the Federal Poverty Income Guidelines. In addition other relevant non-income resources, including but not limited to savings accounts, life insurance, liquid assets, etc., will be considered in reaching a determination of eligibility.
Eligibility guidelines will also take into consideration catastrophic events for patients whose income falls outside the guidelines. Patients whose gross income is less than twice the Federal Poverty Income Guidelines may be eligible for reduced fee or uncompensated services. 
Documentation from various sources may be needed or required in order to determine eligibility for charity care or financial assistance. The Hospital must be able to reasonably verify any information through sources such as; employer, tax and property records, bank records, etc. to support a determination of eligibility. 
Alternative sources of financial assistance must be explored and determined to be unavailable before a patient is approved for financial assistance.
Charity is not considered to be a substitute for personal responsibility. Patients are expected to cooperate with MRHS procedures for obtaining charity or other forms of payment or financial assistance, and to contribute to the cost of their care based on their individual ability to pay. 
Patients eligible for financial assistance under the Mena Regional Health System’s Financial Assistance Program may be approved for uncompensated services in part or in full.
Determinations for approval of assistance shall be made exclusively by MRHS and according to the following general guidelines: 
1. The patient, guarantor, other responsible party, or MRHS representative acting on behalf of the patient must complete an “Application for Financial Assistance Program” form. Information necessary to complete a “Financial Statement” form will be requested as well as written proof of income.
2.  The Hospital will review eligibility criteria for alternative financial assistance such as Medicaid and refer the patient to appropriate agency before determining final approval of assistance through the Mena Regional Health System Financial Assistance Program. Patients must satisfactorily cooperate with Medicaid eligibility in order to qualify for charity care under MRHS policy.  If the patient and/or guarantor fails to cooperate, they may be denied approval for uncompensated services or financial assistance.
3.  Income and resources owned by any member of the patient’s family living in the household will generally be considered for determining eligibility for charity care or financial assistance. 
4.  Patients with annual income for the household in excess of 200% (two-hundred percent) of the Federal Poverty Income Guidelines will generally not be considered as indigent. 
5.  Income refers to total cash receipts before taxes from all sources. Income includes, but is not limited to, regular payments from social security, railroad retirement, unemployment compensation, workers’ compensation, veteran’s benefits, public assistance, alimony, child support, pensions, regular insurance or annuity payments, and income from interest, rents, estates, or trusts.
6. Non-income resources available are considered in determination of financial assistance
7. Patients whose family income is 200% (two-hundred percent) or less, of the Federal Poverty Income Guidelines, may be considered indigent depending on the nature, extent, and availability of non-income resources such as real estate, savings, life insurance, etc. The hospital may require verification of such information or be able to reasonably ascertain that such information is valid. Verification can be made through available resources such as tax and property records, W-2’s and paycheck remittances. If the patient qualifies, a portion of the debt or 100% of the debt may be written off as charity care.
8. Because patients are normally expected to utilize or “spend down” non-essential assets to meet their medical expenses, patients will generally not be considered indigent when the value of non-essential assets exceeds a level deemed reasonable under all the circumstances. 
10. Patients whose income for the family unit is greater than 200% (two-hundred percent) but less than 301% (three-hundred percent) of the Federal Poverty Income Guidelines may be considered as partially indigent. These patients may be eligible for reduced payments.
11.  Patients who are not eligible for financial assistance within the general guidelines of this policy, but have unusual circumstances (e.g. income is in excess of Federal Poverty Income Guidelines and the patient has sizeable or catastrophic medical bills but does not possess the ability to pay) may be considered for an alternative payment schedule or financial assistance depending on the nature, extent, and availability of resources, income and non-income. 
12. Applications for Financial Assistance that have been returned by the patient are reviewed by the Patient Representative to ensure all information is attached. Determinations of eligibility for financial assistance will be approved by the Director of Patient Financial Services and the Chief Financial Officer.
13. If an application has been denied, then a new application may be made for re-evaluation, if the family income changes, family size changes or other income information changes. 
15. Accounts written-off to Bad Debt are ineligible to make an application.
16.  Payments made prior to approval of an application will not be refunded. Nothing prohibits a patient and/or guarantor from making a payment after the application has been 
17.  Patient who have residual balances left after a primary, secondary, or tertiary insurance pays or balances left due to being underinsured may apply for financial assistance / charity care. 
18.  Once approved the application will be effective for 6 months following approval date.
Presumptive Financial Assistance Eligibility: 
All funding sources must be exhausted or paid first. There may be instances in which a patient may appear eligible for charity care discounts, but there is no financial assistance form on file due to a lack of supporting documentation. Often there is adequate information provided by the patient or through other sources, which could provide sufficient evidence to provide the patient with charity care assistance. In the event there is no evidence to support a patient’s eligibility for charity care, MRHS could use outside sources in determining estimate income amounts for the basis of determining charity care eligibility. Due to the inherent nature of the presumptive circumstances, an account may be approved for charity care. Presumptive eligibility may be determined on the basis of individual life circumstances that may include:
Homelessness;        
Food stamp eligibility; 
Eligibility for other state or local assistance programs that are unfunded (e.g., Medicaid Eligible, spend-down, QMB, Specified Low Income Beneficiary, Qualifying Individual or any other Medicaid qualifying program); 
Medicaid remittance advice reflecting that the patient’s Medicaid benefits for that Medicaid fiscal year have been exhausted may be used without a written application to approve charity eligibility

Homeless Persons-A homeless person is an individual who has no home or place of residence and depends on charity or public assistance. Such individuals will be eligible for Indigent Care, even if they are unable to provide all of the documentation require for the Indigent Care application.
Catastrophic Determinations:
A patient and/or guarantor may qualify for a Catastrophic Discount. Only medically necessary services are eligible for a Catastrophic Discount.
A Catastrophic event will be determined on a case-by-case basis. A number of factors will be considered using our existing guidelines. Catastrophic cases may include extraordinary medical expenses or hardship situations. All income and non-income resources are considered in the determination. All of the debt or a portion of the debt may qualify for charity care.  
Discounts For Uninsured Patients:
Persons who have no health insurance coverage or who obtain medically necessary services not covered by their health insurance will be eligible for up to a 40% (forty percent) discount when payment in full is made.
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Application  for Financial Assistance / Charity Care
 
Mena Regional Health System

For assistance in completing application, contact the Patient Financial Counselor at
(479) 243-2333

Financial Assistance Application
Mena Regional Health System will grant financial assistance to qualified patients on the self-pay portions of their accounts.

To qualify for Charity Care the application must meet the following eligibility
requirements:
1. Care rendered must not be experimental or cosmetic, and considered reasonable and necessary for the diagnosis/treatment of illness or injury.
2. The applicant’s financial situation is consistent with the provision of charity care.
3. The applicant is not eligible for federal or state assistance (Medicaid) based on income guidelines or denied application.
4. There is no other source of payment for the patient’s self-pay portion of the medical bill.
5. Bad Debt Accounts are not eligible for (Charity Care). 

ATTACHMENTS:
All applicants must attach the copies of the following:

Incomplete applications will be denied.

1. Federal or State tax returns for most recent tax year. 
2. Copy of most recent social security related income amount, if applicable.
3. Pay stubs for three (3) month for all household members who are employed.
4. Proof of any other source of income.
5. Copies of all bank statements for three (3) months.
6. Copy of denial letter from Medicaid if applicable.
7. Any other information deemed necessary by MRHS.









Mena Regional Health System
Attention: Patient Financial Services

FINANCIAL ASSISTANCE APPLICATION		Date:_____________________

Please answer all questions completely and to the best of your knowledge in order to
prevent delay of this application. Copies of required documents MUST be attached or application will be rejected as incomplete.

IF ALL AREAS ARE NOT COMPLETED, THE APPLICATION WILL BE REJECTED.

Patient Name:__________________________________Phone#:_________________

Address:
_______________________________________________________________________
_______________________________________________________________________
Age: _____ Marital Status: _____ County of residency: _________________

Do you have or have you had in the most recent 3 months medical insurance? _____

Hospital Account Number Amount
1. _______________________$_________
2. _______________________$_________
3. _______________________$_________

Clinic Account Number Amount
1. _______________________$_________
2. _______________________$_________
3. _______________________$_________






Section 1 – Household & Employment Information
List all persons living in household:

NAME______________________ RELATIONSHIP ____________AGE____
NAME______________________ RELATIONSHIP ____________AGE____
NAME______________________ RELATIONSHIP ____________AGE____
NAME______________________ RELATIONSHIP ____________AGE____
NAME______________________ RELATIONSHIP ____________AGE____
NAME______________________ RELATIONSHIP ____________AGE____
Was this visit to the hospital in any way related to an on-the-job injury or occupational
disease? _____
If yes, please
explain_________________________________________________________________

_______________________________________________________________________
Are you presently employed: 

Patient:_____ Part Time:_____ Full Time:_____

Spouse:_____ Part Time:_____ Full Time:_____

Current employer: ________________________________________________________
Employer Address : _______________________________________________________
Phone: _______________Length of employment_____________________
Spouse’s current employer: ________________________________________________________
Employer Address : ________________________________________________________
Phone: _______________Length of employment_____________________
If unemployed, list past employment:
Employer: ___________________ _______________________________
Address: ___________________ _______________________________
___________________ _______________________________
Phone: ____________________ _______________________________
Date last employed: ____________________ _______________________________




Section 2 – Monthly Household Income & Expenses
Household Monthly Income

SUPPLY COPIES OF SUPPORTING DOCUMENTS
Wages: $ _________________ Food Stamps: $__________
Tips: $______________ Retirement: $_________________
Alimony/Child Support:$_____________________
Unemployment: $________________________
Social Security: $ _______________________
Pensions: $ ____________________________
Military Family Allotments: $_______________
Income from Dividends:$_________________
Income from Interest: $__________________
Income from Rent: $____________________
Income Other: (explain) $________________
Total Income: $_______________________

Household Monthly Expenses

SUPPLY COPIES OF SUPORTING DOCUMENTS
House Rental / Payment	$_________________
Food                           	$_________________
Car Payment		     	$_________________
Car Operating Expenses	$_________________
Phone	/Gas / Electric	$_________________
Other Utility			$_________________
Insurance			$_________________Describe _________________
Medical Expenses		$_________________
Child Care			$_________________
Other (Specify)		$_________________
Total Expenses		$_______________
Section 3 – Assets & Liabilities
Assets (Value) Liabilities (Balance Owed)

Name and Address of Bank	    ___________________
				    ___________________
Savings Account Amount $ _____________________
Checking Account Amount $____________________
Stocks/Bonds/CDs/IRAs $______________________
	(copies of statements required)
Other Assets (Specify) $ _______________________


__________________________________ ____________________

Patient/Applicant Signature Date








Received MRHS by __________________________

	Date:		___________________________











For Hospital Use:

Required Documents – checklist
□ Charity Care Application
□ Most recent tax return 
□ Copies of Bank Statements (3- most recent months) 
□Pay Stubs / Social Security / Disability / etc. (3 most recent months)
□Proof of any other income source
□Proof of Medicaid eligibility or denial
Process:
Ensure application is complete and all documents are received
****Does the applicant appear to potentially qualify for Medicaid? If yes, refer to appropriate agency.

Verify – insured or under-insured?
	Verify third party payer has billed and paid appropriately.
Verify – public assistance            	 □denial     -reason_______________
□approval  - share of cost ?________
Verify – dependents claimed on application are also claimed on tax return
· Use only dependents verified on tax return to determine family size and GROSS income to determine income brackets. (If zero income is reported – are they a dependent to another person ? If so – whom? And establish if charity application is appropriate)
· Verify gross income on tax return
· Compare to Federal Poverty Table (below)

	
	Family Size
	Poverty guidelines 2025
	 
	                       200% qualifies
100% discount
	                                250% qualifies
60%
	                           300% qualifies
40%

	1
	15650

	 
	31300


	39125
	46950


	2
	21150

	 
	42300
	52875
	63450

	3
	26650

	 
	53300
	66625
	79950

	4
	32150
	 
	64300
	80375
	96450

	5
	37650

	 
	75300
	94125
	112950

	6
	43150

	 
	86300

	107875
	129450

	7
	48650
	 
	97300
	121625
	145950


	8
	54150


	 
	108300
	135375
	162450

	Each additional person
	5500
	
	11000
	13750
	16500



Verify – bank statement deposits to establish other income (include in GROSS income)
Identify all open AR accounts for applicant (excluding bad debt).
Determine write down eligibility percentage.

Total open accounts 		$_________________
[bookmark: _GoBack]Eligibility percentage 				____%
Total discount			$_________________

APPROVED: ______ 	REJECTED: _____ INCOMPLETE: _____

Patient Representative:
_______________________________________________________________________________Date:___________

Patient Finance Director:
_______________________________________________________________________________Date:___________

Chief Financial Officer:
______________________________________________________________________________Date:____________
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