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POLICY

It is the policy of St. Rose Hospital to provide Financial Assistance, consistent with this policy, 
in the form of free or discounted care to eligible:

(1) Low-income Uninsured Patients 

(Full Charity Care, Partial Charity Care, Special Circumstances Charity Care)

(2) Patients with High Medical Costs

(High Medical Cost Charity Care)

Any modification of this policy must be approved in writing by St. Rose Hospital’s Chief 
Financial Officer.  St. Rose Hospital will also provide certain discounts for uninsured patients 
who do not otherwise qualify for Financial Assistance pursuant to a separate policy.

PURPOSE

This policy is intended to:

(1) Define the forms of available Financial Assistance and the associated eligibility 
criteria; and

(2) Establish the processes that patients shall follow in applying for Financial 
Assistance and the process St. Rose Hospital will follow in reviewing applications 
for Financial Assistance; and

(3) Provide  a means of review in the event of a dispute over a Financial Assistance 
determination; and

(4) Provide administrative and accounting guidelines to assist with identifying, 
classifying and reporting Financial Assistance; and

(5) Establish guidelines and standards that St. Rose Hospital will follow with respect 
to the collection of patient debt including patients who are eligible for Financial 
Assistance.
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GENERAL INFORMATION

A. Scope of Policy.  This policy does not create an obligation for St. Rose Hospital 
to pay for charges of physicians or other medical providers including 
anesthesiologists, radiologists, emergency department physicians, pathologists, 
etc., not included in the hospital bill.

B. Emergency Department Physicians.  An emergency physician, as defined in 
California Health & Safety Code § 127450, who provides emergency medical 
services at St. Rose Hospital is also required by law to provide discounts to 
uninsured patients or patients with high medical costs who are at or below 350 
percent of the federal poverty level.  This statement shall not be construed to 
impose any additional responsibilities upon St. Rose Hospital. 

DEFINITIONS AND ELIGIBILITY

Financial Assistance is available to eligible patients who receive Covered Services 
and who follow applicable procedures (such as completing applications and 
providing required information).

A. Financial Assistance.  The term Financial Assistance refers to Full and Partial 
Charity Care, Special Circumstances Charity Care, and High Medical Cost 
Charity Care.  Guidelines for determining when the Financial Assistance policy 
applies to particular circumstances that arise during the ordinary course of 
business are set forth in Exhibit A.

1. Full Charity Care.  Full Charity Care is a complete (100%) of the gross billed 
charges for the Covered Services provided to the patient less any payments made 
by the patient.  Full Charity Care is available to patients:

a. Whose Family Incomes are at or below 200 % of the most recent Federal 
Poverty Income Guidelines (Exhibit B); and

b. Who have no source of payment for any portion of their medical expenses, 
including without limitation, commercial or other insurance, government 
sponsored healthcare benefit programs or third party liability.

2. Partial Charity Care.  Partial Charity Care is a partial write-off of St. Rose 
Hospital’s undiscounted charges for Covered Services available to patients:

a. Whose Family Incomes are between 200 % and 500 % of the federal 
poverty level according to the most recent Federal Poverty Income 
Guidelines (Exhibit B); and

b. Who have no source of payment for any portion of their medical expenses, 
including without limitation, commercial or other insurance, government 
sponsored healthcare benefit programs or third party liability.
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c. For patients whose Family Incomes are between 200 % and 350 % of the 
most recent Federal Poverty Income Guidelines (Exhibit B), St. Rose 
Hospital shall limit expected payments for Covered Services to an amount 
equal to ten percent (10%) of the gross billed charges for the Covered 
Services provided to the patient less any payments made by the patient.  
St. Rose Hospital has set the amount of expected payment to be less than 
the greatest amount St. Rose Hospital would expect to receive from 
Medicare, Medi-Cal or another government sponsored program of health 
benefits shall annually review the discounted provided under this 
subsection so as to ensure that the expected payment is no greater than the 
greatest amount St. Rose Hospital would expect to receive from Medicare, 
Medi-Cal, or another government sponsored health program of health 
benefits in which St. Rose Hospital participates.  

d. For patients whose Family Incomes are between 350 % and 500 % of the 
most recent Federal Poverty Income Guidelines (Exhibit B) the expected 
payment shall limit expected payments for Covered Services to an amount 
equal to fifteen percent (15%) of the gross billed charges for the Covered 
Services provided to the patient less any payments made by the patient.

e. St. Rose Hospital has set the amount of expected payment for patients 
whose Family Incomes are between 200% and 500% of the most recent 
Federal Poverty Income Guidelines to be less than the greatest amount St. 
Rose Hospital would expect to receive from Medicare, Medi-Cal or 
another government sponsored program of health benefits shall annually 
review the discounts so as to ensure that the expected payment is no 
greater than the greatest amount St. Rose Hospital would expect to receive 
from Medicare, Medi-Cal, or another government sponsored health 
program of health benefits in which St. Rose Hospital participates.

3. Special Circumstances Charity Care.  Special Circumstances Charity Care allows 
Uninsured Patients who do not meet the Financial Assistance Criteria set forth in 
Section 1 or 2 above, or who are unable to follow specified hospital procedures, to 
receive a complete or partial write-off of St. Rose Hospital’s undiscounted 
charges for Covered Services, with the approval of St. Rose Hospital’s Chief 
Financial Officer or designee.  St. Rose Hospital must document the decision, 
including the reasons why the patient did not meet the regular criteria.  The 
following is a non-exhaustive list of some situations that may qualify for Special 
Circumstances Charity Care:

a. Bankruptcy.  Patients who are in bankruptcy or recently completed 
bankruptcy.

b. Homeless Patients.  Emergency room patients without a payment source if 
they do not have a job, mailing address, residence or insurance.
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c. Deceased.  Deceased patients without insurance, an estate, or third party 
coverage.

d. Medicare.  Income-eligible Medicare patients may apply for Financial 
Assistance for denied stays, denied days of care, and Medicare cost shares.  
Medicare patients who execute an ABN with respect to non-covered 
services shall not be eligible.

e. Medi-Cal.  Income-eligible Medi-Cal patients may apply for Financial 
Assistance for denied stays, denied days or care, and non-covered 
services; however, patients may not receive Financial Assistance for the 
Medi-Cal Share of Cost.  Persons eligible for programs such as Medi-Cal 
but whose eligibility status is not established for the period during which 
the medical services were rendered may apply for Financial Assistance.

4. High Medical Cost Charity Care.  High Medical Cost Charity Care for Insured 
Patients (“High Medical Cost Charity Care”) is a partial write-off of St. Rose 
Hospital’s undiscounted charges for Covered Services.  High Medical Cost 
Charity Care is not available for patients receiving services that are already 
discounted (e.g., package discounts).  For Covered Services provided to patients 
who qualify for High Medical Cost Charity Care, St. Rose Hospital shall limit 
expected payments to an amount equal to twenty percent (20%) of the gross billed 
charges for the Covered Services provided to the patient less any payments made 
by the patient.  This discount is available to insured patients who meet the 
following criteria:

a. The patient’s Family Income is less than 500 % of the Federal Poverty 
Income Guidelines (Exhibit B);

b. The patient’s or the patient’s family medical expenses for Covered 
Services (incurred at St. Rose Hospital or paid to other providers in the 
past 12 months provided that the patient provides written evidence of 
payment to St. Rose Hospital) exceed 10% of the patient’s Family Income; 
and

c. The patient’s insurer has not provided a discount off the patient’s bill (i.e., 
the patient is responsible to pay undiscounted charges).
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B. Other Definitions

1. Covered Services:

a. Covered Services for Full Charity Care are all services that are required to 
be covered by a Knox-Keene licensed Health Care Services Plan, except 
that those services requiring administrative approval as defined below are 
not Covered Services.

b. Covered Services for Partial Charity Care and High Medical Cost Charity 
Care are all services provided by St. Rose Hospital, except that those 
services requiring administrative approval as defined below are not 
Covered Services.

c. Covered Services for the Uninsured Patient Discount and the Prompt 
Payment Discount are all services provided by St. Rose Hospital to 
Uninsured Patients.

d. Services Requiring Prior Administrative Approval.  Due to their unique 
nature, certain non-emergency services require administrative approval 
prior to admission and the provision of services.  Generally, patients who 
seek complex, specialized, or high-cost services (e.g., experimental 
procedures, transplants) must receive administrative approval prior to the 
provision of services.  Patients seeking to receive such services are not 
eligible for Full Charity Care, Partial Charity Care or High Medical Cost 
Charity Care unless St. Rose Hospital’s executive team makes an 
exception.  

2. Uninsured Patient.  An Uninsured Patient is a patient who has no source of 
payment for any portion of their medical expenses including, without limitation, 
commercial or other insurance, government sponsored healthcare benefit program 
or third party liability, or whose benefits under insurance have been exhausted 
prior to admission.  Guidelines for determining when the Financial Assistance 
policy applies to Uninsured Patients under particular circumstances that arise 
during the ordinary course of business are set forth in Exhibit A.

3. Primary Language of St. Rose Hospital’s Service Area.  A language is a primary 
language of St. Rose Hospital’s service area if 5% or more of St. Rose Hospital’s 
local population speaks the language.

4. Family Income.  Family Income is annual family earnings from the prior 12 
months or prior tax year as show by recent pay stubs or income tax returns, less 
payments made for alimony and child support.  Proof of earnings may be 
determined by annualizing year-to-date family income, giving consideration for 
current earning rates.  For patients over 18 years of age, the patient’s family 
income includes their spouse or domestic partner as defined in Section 297 of the 
Family Code, and dependent children under 21 years of age, whether living at 
home or not.  For patients under 18 years of age, the patient’s family includes 
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their parents, caretaker relatives, and other children under 21 years of age of the 
parents or caretaker relatives.

PROCEDURES

A. Applying for Financial Assistance:

1. An Uninsured Patient who indicates the financial inability to pay a bill for 
Covered Services shall be evaluated for Financial Assistance.  In order to qualify 
as an Uninsured Patient, the patient or the patient’s guarantor must verify that he 
or she is not aware of any right to insurance or government program benefits that 
would cover or discount the bill.

2. The “Statement of Financial Condition/Financial Assistance Application Form,” 
Exhibit C, shall be used to document each patient’s overall financial condition.  
This application shall be available in the Primary Language(s) for St. Rose 
Hospital’s service area.

3. A sample of the “Charity Care Calculation Worksheet,” Exhibit D, is provided to 
aid in the determination of the amount and type of charity care for which the 
patient may be eligible.  

B. Financial Assistance Determination and Notice

1. Determination:

a. St. Rose Hospital will consider each applicant’s Financial Assistance 
application and grant Financial Assistance where the patient meets 
eligibility requirements and has received (or will receive) Covered 
Services.

b. St. Rose Hospital may make Financial Assistance approval contingent 
upon a patient applying for governmental program assistance, which may 
be prudent if the particular patient requires ongoing services.

c. In determining whether each individual qualifies for Financial Assistance, 
other county or governmental assistance programs should also be 
considered.  Many applicants are not aware that they may be eligible for 
assistance such as Medi-Cal, Victims of Crime, or California Children 
Services.

d. St. Rose Hospital should assist the individual in determining if they are 
eligible for any governmental or other assistance and provide applications 
as requested.

e. Where administrative approval is required, St. Rose Hospital will consider 
the request for service in a timely fashion and provide a response to the 
request in writing.
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2. Notice

a. While it is desirable to determine the amount of Financial Assistance for 
which a patient is eligible as close to the time of service as possible, there 
is no rigid limit on the time when the determination is made.  In some 
cases, eligibility is readily apparent while in other cases further 
investigation is required to determine eligibility.  In some cases, a patient 
eligible for Financial Assistance may not have been identified prior to 
initiating external collection action.  St. Rose Hospital’s collection 
agencies shall be made aware of this policy so that the agencies know to 
refer back to St. Rose Hospital patient accounts that may be eligible for 
Financial Assistance.

b. Once a Full or Partial Charity Care or High Medical Cost Charity Care 
determination has been made a “Notification Form” (Exhibit E) will be 
sent to each applicant advising them of the hospital’s decision.

C. Dispute Resolution.  In the event of a dispute over the application of this policy, a 
patient may seek review by notifying St. Rose Hospital’s Chief Financial Officer 
of the basis of any dispute and the desired relief.  Written communication should 
be submitted within thirty (30) days of the patient’s knowledge of the 
circumstances giving rise to the dispute.  The Chief Financial Officer or designee 
shall review the concerns and inform the patient of any decision on writing.

D. Recordkeeping.  Records related to Financial Assistance must be readily 
accessible.  

E. Third Party Liens.  St. Rose Hospital may lien the tort recoveries of Uninsured 
Patients in a manner consistent with applicable law.

F. Submission to OSHPD.  Beginning January 1, 2008 and every two years 
thereafter, St. Rose Hospital’s General Counsel will post this policy and any 
amendments or modifications thereto to the Office of Statewide Health Planning 
& Development (“OSHPD”) in a manner prescribed by OSHPD.

COMMUNICATION OF FINANCIAL ASSISTANCE AVAILABILITY

A. Information Provided to Patients

1. Preadmission or Registration.  During preadmission or registration (or as soon 
thereafter as practicable and after stabilization of the patient’s emergency medical 
condition in the case of emergency services), St. Rose Hospital shall provide:

a. All patients with information regarding the availability of Financial 
Assistance (Important Billing Information for Patients, Exhibit F).

b. Patients who the hospital identifies as uninsured with a Financial 
Assistance application (Exhibit C).
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2. Emergency Services.  In the case of emergency services, St. Rose Hospital shall 
provide the above information as soon as practicable after stabilization of the 
patient’s emergency medical condition or upon discharge.

3. All Other Times.  Upon request, St. Rose Hospital shall provide patients with 
information about their right to request an estimate of their financial responsibility 
for services, the Statement of Financial Condition form, and/or Important Billing 
Information for Uninsured Patients.

B. Postings and Other Notices.  Information about Financial Assistance shall also be 
provided as follows:

1. By posting in a visible manner in locations where there is a high volume of 
inpatient or outpatient admitting/registration, including, without limitation, the 
emergency department, billing offices, admitting office, and other hospital 
outpatient service settings.

2. By posting information about Financial Assistance on St. Rose Hospital’s 
website.

3. By including information about Financial Assistance in bills that are sent to 
Uninsured Patients.  A sample that contains the required information is set forth 
on Exhibit G.

4. By including language on bills sent to Uninsured Patients as specifically set forth 
in Exhibit H.

C. Applications.  St. Rose Hospital shall make applications for Medi-Cal, California 
Children’s Services or any other potentially applicable governmental program 
readily available and accessible to Uninsured Patients and provide such 
applications upon request.

D. Languages.  All notices/communications provided in this section shall be 
available in the Primary Language(s) of St. Rose Hospital’s service area and in a 
manner consistent with all applicable federal and state laws and regulations.
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COLLECTION ACTIVITIES

A. Assignment to Collection.  No patient debt shall be advanced/assigned to 
collection until the Director of Patient Financial Services or designee has 
reviewed the account and approved the advancement of the account to collection.  
If a patient is attempting to qualify for Financial Assistance and/or is attempting 
to settle an outstanding bill with St. Rose Hospital by negotiating a reasonable 
payment plan or making regular payments of a reasonable amount, St. Rose 
Hospital shall not send the unpaid bill to collection or a collection agency.  Any 
extended payment plans shall be interest free.

B. Use of Collection Agencies.  St. Rose Hospital shall obtain an agreement from 
each collection agency that it utilizes to collect patient debt consistent with the 
requirements of this policy, federal law, and state law.  

C. Collection Methods.  St. Rose Hospital shall not initiate legal or judicial process, 
sell a patient’s debt to another party, or report adverse information about the 
patient to consumer credit reporting agencies or credit bureaus before St. Rose 
Hospital has made reasonable efforts to determine whether the patient is eligible 
for Financial Assistance and in no case shall St. Rose Hospital or any collection 
agency utilized by St. Rose Hospital shall report adverse information to a 
consumer credit reporting agency or commence civil action against the patient for 
non-payment at any time prior to 150 days after the initial billing if the patient is 
an Uninsured Patient or a patient provides information that he or she may qualify 
for Financial Assistance.  The 150 day period shall be extended if the patient has a 
pending appeal for coverage for the services and the patient makes a reasonable 
effort to keep St. Rose Hospital informed of the progress of any appeals.
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Exhibit A

Guidelines for Application of Full and Partial Charity Care, Uninsured Patient Discount 
and Prompt Payment Discount

The following guidelines are intended for use in specific situations that arise in the ordinary 
course of business.

(1) Co-pays, deductibles and cost shares per 
direction from insurers, government 
programs or other third party payors

These amounts should be collected from the 
patient.  These amounts are not subject to Full or 
Partial Charity Care, the Uninsured Patient 
Discount or the Prompt Payment Discount, 
except: Patients with Medicare cost share 
obligations are eligible to apply for Full or 
Partial Charity Care

Patients with Medi-Cal share of cost obligations 
not entitled to Full or Partial Charity Care

(2) Insurance coverage not available due to 
patient’s decision to seek services not 
covered under insurance contract

These amounts should be collected from the 
patient.  Patient is not eligible for Full or Partial 
Charity Care.  The Uninsured Patient Discount 
applies.  If the non-covered services are priced 
as a package discount then the package discount 
applies in lieu of the Uninsured Patient 
Discount.  The Prompt Payment Discount 
applies.

(3) Indemnity insurance company refuses to 
pay claiming patient has failed to cooperate 
by providing needed information

Patient may be billed.  Full and Partial Charity 
Care and other discounts do not apply.

(4) Services and items that are never covered 
benefits under the patient’s benefit policy 
(e.g. services that are not medically 
necessary)

These amounts should be collected from the 
patient.  Patient is not eligible for Full or Partial 
Charity Care.  The Uninsured Patient Discount 
applies.  If the non-covered services are priced 
as a package discount then the package price 
applies in lieu of the Uninsured Patient 
Discount.  The Prompt Payment Discount 
applies.

(5) Services provided to ineligible members If coverage is denied, these amounts should be 
collected from the patient, unless the patient’s 
health plan is responsible for services under 
terms of the contract.  Patient may be eligible for 
Full or Partial Charity Care.  If the patient is not 
eligible for Full or Partial Charity Care, the 
Uninsured Patient Discount and Prompt 
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Payment Discount apply.

(6) Indemnity Insurance Company or Medicare 
Supplement Plan pays members directly

Patient may be billed.  Full and Partial Charity 
Care and other discounts do not apply.

(7) Indemnity Insurance Company, PRO or 
non-contracted third party payer underpays 
claiming charges are unreasonable or 
unsupported

Continue to pursue amounts due from insurance 
and do not initiate collections for these amounts 
against patient without approval from St. Rose 
Hospital’s General Counsel.  Pursue collection 
of patient liability amounts as set forth herein.

(8) Charges not covered by insurance because 
patient exceeded benefit cap prior to 
admission

These amounts should be collected from the 
patient.  Patient may be eligible for Full or 
Partial Charity Care.  If he patient is not eligible 
for Full or Partial Charity Care, the Uninsured 
Patient Discount and Prompt Pay Discounts 
apply.

(9) Charges not covered by insurance because 
patient exceeded benefit cap during 
patient’s stay

When a payer pays only a portion of the 
expected reimbursement for a patient’s stay due 
to exhaustion of the patient’s benefits during the 
stay, St. Rose Hospital should collect from the 
patient the balance of the expected 
reimbursement under the payer contract.  St. 
Rose Hospital should not pursue from the patient 
any amount in excess of the payer’s contractual 
rate under the payer contract.  Patients who 
exceed their benefit cap may apply for Full or 
Partial Charity Care for the services that are in 
excess of the benefit cap, and may receive a 
Prompt Pay Discount.  The Uninsured Patient 
Discount does not apply to these services.

(10) Charity care determination creates a credit 
balance

If the charity care determination creates a credit 
balance in favor of a patient, the refund of the 
credit balance shall include interest on the 
amount of the overpayment from the date of the 
patient’s payment at the statutory rate (10% per 
annum) pursuant to Health & Safety Code § 
127440.
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Exhibit B

Family Size Period
Federal Poverty 
Guidelines

If income is below 200 
% (shown below) of 
FPIG, eligible for full 

charity care

If income is above  200 
% but below 350% 

(shown below) of FPIG, 
eligible for partial  

charity care.  Expected 
Payment = 10% of Gross 

Billed Charges

If income is above  350 
% but below 500 % 

(shown below) of 
FPIG, eligible for 

partial  charity care.  
Expected Payment = 

15% of Gross Billed 
Charges

Annual $11,490.00 $22,980 $40,215.00 $57,450.00
1

Monthly $957.50 $1,915 $3,351.25 $4,787.50
Annual $15,510.00 $31,020 $54,285.00 $77,550.00

2
Monthly $1,292.50 $2,585 $4,523.75 $6,462.50
Annual $19,530.00 $39,060 $68,355.00 $97,650.00

3
Monthly $1,627.50 $3,255 $5,696.25 $8,137.50
Annual $23,550.00 $47,100 $82,425.00 $117,750.00

4
Monthly $1,962.50 $3,925 $6,868.75 $9,812.50
Annual $27,570.00 $55,140 $96,495.00 $137,850.00

5
Monthly $2,297.50 $4,595 $8,041.25 $11,487.50
Annual $31,590.00 $63,180 $110,565.00 $157,950.00

6
Monthly $2,632.50 $5,265 $9,213.75 $13,162.50
Annual $35,610.00 $71,220 $124,635.00 $178,050.00

7
Monthly $2,967.50 $5,935 $10,386.25 $14,837.50
Annual $39,630.00 $79,260 $138,705.00 $198,150.00

8
Monthly $3,302.50 $6,605 $11,558.75 $16,512.50

Add this amount for each family member beyond 8

Annual $4,020.00 $8,040 $14,070.00 $20,100.00Each Additional 
Family Member Monthly $335.00 $670 $1,172.50 $1,675.00


