Bear Valley Community Healthcare District
Financial Assistance Evaluation Application
Charity Care/Financial Need Discount

PATIENT DEMOGRAHICS

Patient Account Number (s)

Patient’s Name Spouse
Patient’s Date of Birth Marital Status
Patient SS# Spouse SS#

Name of Parent(s)/Guardian(s)/Guarantor

Patient’s Home Address

Mailing Address
City
State Zip

County
Phone # (s)
FAMILY STATUS

List all dependents you support [if you need additional space use reverse side]:

Name Age Relationship

Instructions: Complete Schedules 1, 2 and 3, attach a copy of your most recent pay stubs, if self-employed
evidence of your declared income [financial statement, bank statements and/or SBE tax return], a copy of
your most recent W2(s) and the most recent filed and signed US income tax return(s) supporting your
annual income. Please be sure to sign and date the completed application.

For assistance completing this application, please call the Patient Financial Services Offices at
909-878-8251 Monday thru Friday 9:00 AM until 3:00 PM.
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Bear Valley Community Healthcare District
Financial Assistance Evaluation Application

Charity Care/Financial Need Discount
If patient is minor, complete guardian/guarantor information

Name of Parent(s)/Guardian(s)/Guarantor

Contact

Phone #

Name of Parent(s)/Guardian(s)/Guarantor

Contact

Phone #

Patient’s employer:

EMPLOYMENT

Position

Contact

Phone #

If self-employed-name of business

Spouse’s employer:

Position

Contact

Phone #

If self-employed-name of business

Contact

Phone #

Guardian/Guarantor employer

Position

Contact

Phone #

If self-employed-name of business

Most recent annual family income (Note 1): $

Note 1: Eligibility determinations will be made based on family income, which shall be based on the
gross income. For purposes of this policy, a patient’s family unit shall include a) the patient’s legal
spouse, b) the patient’s registered domestic partner, c) each parent having legal custody of the patient,
and d) the patient’s legal guardian, if applicable.

Instructions: Complete Schedules 1, 2 and 3, attach a copy of your most recent pay stubs, if self~employed
evidence of your declared income [financial statement, bank statements and/or SBE tax return], a copy ot
your most recent W2(s) and the most recent filed and signed US income tax return(s) supporting your
annual income. Please be sure to sign and date the completed application.

For assistance completing this application, please call the hospital’s Patient Financial Services
Offices at 909-878-8251 Monday thru Friday 9:00 AM until 3:00 PM.

COMMENTS: use reverse side as needed.
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Schedule 1
Bear Valley Community Healthcare District
Financial Assistance Evaluation Application
Charity Care/Financial Need Discount

CURRENT MONTHLY INCOME

Gross pay from employment (before deductions)
as reported on pay stub

Patient/Guardian

Spouse

@¥H L NN &

Income from operating business
Other income:
Interest and dividends

Income from real estate

Income from investments
Social Security

Other [Specify]

©$H hH B A L n

Alimony/support payments

Total monthly income $

MONTHLY EXPENSES
Rent/mortgage payment

Food
Utilities (electric, water, etc.)

Automobile payment (s)
Other transportation expense (gas, bus, etc.)

Telephone (s)
Insurance (home, automobile, life, etc.)

Credit cards/other debt

@¥H LB N @ LB LPH AL

Other (specify)

-

Total monthly expenses

Net monthly income [monthly income less monthly expenses]

EXTRAORDINARY CIRCUMSTANCES
Please provide information for any unusual expenses or income or events such as previous unpaid
medical bills, a recent bankruptcy, court judgments, or one-time earnings (bonuses). If you need
additional space, you may write on the back of this page or attach a separate page.
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Bear Valley Community Healthcare District

Financial Assistance Disclosure Application
Charity Care/Financial Need Discount

Have you applied for Medi-Cal?
Are you under 21 years of age?
Are you 65 years of age or older?
Are you legally blind?
Are you pregnant?
Are you unable to work because of a physical or mental iliness or
disability that is expected to last longer than one year?
Do you have a minor child under 21 years of age in your home?
Do you have Medicare?
Do you have Health Insurance?
If yes, please list below
Do you live in a nursing home?
Are you a veteran or a dependent of a veteran?
Are you being treated as a victim of a crime?
Are you being treated for a Workers Comp injury?
List all sources of assistance available to the patient
Medicare
Medi-Cal
Healthily Families/Kids
Healthily Kids
Other (explain below)
Commercial Insurance Coverage

Out-Of-Country Insurance, explain below coverage limitations

<K<

< <:

Schedule 2

Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes

y Yes

< <

<K KKK

Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

COMMENTS: use reverse side as needed.
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Schedule 3
Bear Valley Community Healthcare District
Financial Assistance Disclosure Application
Charity Care/Financial Need Discount

Requesting Charity Care/Financial Need Discount For: (Check all that apply)

y Total charges on patient bill(s) $
y Co-insurance/Co-payment $
y Deductible(s) $

y Other patient liabilities (non-covered items) $

y Medi-Cal Share of Cost $

If your insurance company is paying a portion of your bill, please complete the following and
attach copies of the supporting receipts, invoices, bills, or other documentation.

Out-of-pocket expenses* incurred by you at Bear Valley within 12 month period of
application:

*Out-of-pocket expenses are all patient bill balances, co-insurance, co-
payment, or deductibles incurred at Bear Valley by the patient.

Out-of-pocket medical expenses** paid by you or your family within 12-month period of
application: $
**Out-of-pocket medical expenses are any medical expenses paid by the
patient or the patient's family, including expenses paid for physician services,
hospital services, drugs, and any other medical services.

I attest that the financial information | have provided is complete and accurate and | agree that Bear
Valley may verify this information. | agree to notify Patient Financial Services of any changes in my
financial circumstances and to provide upon request, insurance eligibility status.

I agree that Bear Valley may disclose the information contained on this application to any third party
who may help fulfill my request for charity care or financial need discounts.

Patient’s Signature

Print Name
Date Signed

Representative for Patient Signature

Print Name
Relationship

Date Signed
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Bear Valley Community Healthcare District
Financial Assistance Disclosure Application

Charity Care/Financial Need Discount

District Administrative Approval

Upon meeting the guidelines for either full or partial charity care allowance, any patient

account recommended for charity care or partial charity care allowance is subject to the

following approval levels:

1. $0 - $2,999
ii. $3,000 - $5,999

iii. $6,000 - $24,999

iv. $25,000 or >

Director of Patient Financial Services

Chief Financial Officer

Chief Executive Officer

Finance Committee

Resolution of Board of Directors [attached]

Director of Patient Financial Services

Chief Financial Officer/Director of Patient Financial
Services

Chief Executive Officer,/Chief Financial
Officer/Director of Patient Financial Services

Chief Executive Officer,/Chief Financial
Officer/Director of Patient Financial Services/Finance
Committee/District Board of Directors
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