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EDWARDS COUNTY HOSPITAL AND HEALTHCARE CENTER 

620 W 8th, Kinsley, KS  67547 

 

Policy/Procedure #: BUS 2.05  

Policy Manual:  

Business Office 

Department Approval: 

 

Date:  

Administrative Approval: 

 

Date: 

 

Policy/Procedure:  

Financial Assistance 

Medical Staff Approval: 

N/A 

Date: 

 

Effective Date:  

07/24/2017 

Dates Reviewed:  

4/18, 4/19, 4/20, 4/21, 6/22, 4/23, 1/24, 4/24, 4/25 

Dates Revised: 

7/25, 8/25 

Replaces Policy Dated:   Retired: 

 

PURPOSE: 

  

To provide a basis to determine if a patient is eligible for financial assistance. 

 

PROCEDURE: 

 

1. Patients seeking financial assistance are required to complete an application. 

 

2.  The patient shall return the completed application, along with all supporting 

        documents, to the Business Office within 15 days of receipt. 

 

3.  The Business Office shall review the application and supporting  

       documentation for accuracy and completeness. 

 

4.  The Business Office shall determine that the applicant meets the income 

       criteria for eligibility for Financial Assistance.  The income criteria is: 

 

A. Financial assistance is generally determined by a sliding scale of total 

household income based on the Federal Poverty Level (FPL). If your 

household income is at or below 137% of the FPL, you may be eligible for a 

discount of 100%. Patients with a household income of 138%-300% of the 

FPL may qualify for a discount from a scale of 60% to 80%. Financial 

assistance may also be available for individuals determined to be medically 

indigent. Federal poverty guidelines can be found on the Department of 

Health and Human Services website.  

B. Staff and patients may use the following FPL Calculator to see if the family 

qualifies based off of Federal Poverty Levels.  

 

5. The Business Office shall review the application, discuss with the patient 

 if necessary, and make a recommendation to the CEO within 15 days of receiving 

 the application from the patient.  

 

https://fplcalculator.com/?gad_source=1&gad_campaignid=20622842807&gclid=EAIaIQobChMIzfmzkKHnjgMVoSvUAR1ynww_EAAYASAAEgKqevD_BwE
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6. The CEO shall approve all Financial Assistance on accounts up to $50,000.00. 

 Accounts with balances exceeding $50,000.00, shall be approved by the Board of 

Trustees. 

 

7. When approved, the balance of the patient account will be written off to financial 

assistance adjustment and the patient will have a zero balance.  

 

8.  Subsequent requests for financial assistance shall require a new application. 

 

9. In the event the Business Office staff are notified of patient’s death such as a 

certificate of death or obituary, staff will call the district court office to see if an 

estate has been filed. If an estate hasn’t been filed and there isn’t a living spouse, 

staff will gather supporting documentation and application.  

 

10. The Business Office will take application and supporting documentation to the CEO 

for review and approval.   

 

11. When approved, the balance of the deceased patient account will be written off to 

financial assistance adjustment and the patient will have a zero balance.  

 

12. No more than amount generally billed (AGB). A patient determined to be eligible 

for financial assistance may not be charged more than amounts generally billed for 

emergency and other medically necessary care to patients who have insurance for 

such care.  

 
13. Under the look–back method for determining AGB, a hospital facility determines 

AGB for any emergency or other medically necessary care provided to a FAP-

eligible individual by multiplying the hospital facility’s gross charges for that care 

by one or more percentages of gross charges, called AGB percentages. Hospital 

facilities must calculate their AGB percentages at least annually by dividing the 

sum of the amounts of all its claims for emergency or other medically necessary 

care that have been allowed by the certain health insurers during a prior 12-month 

period divided by the sum of the associated gross charges for those claims.  

The hospital facility must include the claims allowed during the 12-month period 

by: 

• Medicare fee-for-service alone, 

• Medicare fee-for-service and all private health insurers paying claims to the 

hospital facility, or 

• Medicaid, either alone or in combination with Medicare and all private health 

insurers. 

The term “Medicare fee-for-service” includes only health insurance available under 

Medicare Parts A and B of Title XVIII of the Social Security Act (42 U.S.C. 1395c 

through 1395w-5) and not health insurance plans administered under Medicare 

Advantage. 
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Hospital facilities may include in the calculation of their AGB percentages the total 

amount of claims for care allowed by primary insurers (including both the amounts paid 

by primary insurers and the amounts insured individuals are personally responsible for 

paying in the form of co-payments, co-insurance, and deductibles), regardless of whether 

secondary insurers end up paying some or all of the insured individual’s portion. 

Moreover, if the secondary insurer is of the type that is otherwise being included in the 

hospital facility’s calculation of the AGB percentage (that is, Medicare, Medicaid, and /or 

a private health insurer), the amounts allowed by the secondary insurer should be 

included in the calculation to ensure that the resulting AGB percentage is fully 

representative of the amounts allowed by the applicable type of insurer(s). 

A hospital using the look-back method may calculate one average percentage of gross 

charges for all emergency or other medically necessary care provided by the hospital 

facility or may calculate multiple AGB percentages for separate categories of care (such 

as inpatient and outpatient care or care provided in different departments) or for separate 

items or services, as long as the hospital facility calculates AGB percentages for all 

emergency and other medically necessary care provided by the hospital facility. 

In general, a hospital organization must calculate AGB percentage(s) separately for each 

hospital facility it operates. There is one exception: hospital facilities that are covered 

under the same Medicare provider agreement (as identified by the same CMS 

Certification Number) are permitted to calculate one AGB percentage (or multiple AGB 

percentages for separate categories of care or separate items or services) based on the 

claims and gross charges for all such covered facilities and implement the AGB 

percentage(s) across all such hospital facilities in the system. 

If the amount a health insurer will allow for a claim has not been finally determined as of 

the last day of the 12-month period used to calculate the AGB percentage(s), a hospital 

facility should exclude the amount of the claim from that calculation and include it in the 

subsequent 12-month period during which the amount allowed is finally determined. 

The final regulations allow a hospital facility to take up to 120 days after the end of the 

12-month period used to calculate the AGB percentage(s) to begin applying its new AGB 

percentage(s). 

 

 

 

 

 

 

 

 

 


