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Purpose

The purpose of this policy is to establish a procedure for use of sliding fee discount scale for
all uninsured patients in the Star Community Health system of care.

Section 330 (j) (3) (G) of the Public Health Service Act, 42 U.S.C. 254b, requires that Federally
Qualified Health Centers have the following policies and procedures:

Establish a "sliding fee discount program" (SFDP) that includes a schedule of discounts
for service, or "sliding fee discount schedule" that ensures financial barriers to care are
minimized for patients who meet certain eligibility criteria.

Prepare a schedule of fees for the provision of services consistent with locally
prevailing rates or charges set at a rate that will cover its reasonable cost.

A corresponding schedule of discounts for eligible patients that is adjusted on the basis
of the patient's ability to pay sliding fee discount schedule (SFDS).

Establish reasonable collection efforts in order to:

= Collect payment for services in accordance with prepared fee schedule including
co-payments.

= Bill and obtain reimbursement from third party payers including Medicare,
Medicaid, private insurance, or any available insurance benefits plan.

Bill patients with incomes above 200% of federal income poverty level at full charges
without application of any discounts.



Il. Policy

It is the policy of Star Community Health that no one will be denied services based on the
inability to pay. The sliding fee discount is available for those who qualify on family size and
gross income. Potential users of the sliding fee benefit must be able to provide verifiable
documentation of household family members and total family income not exceeding 200% of
federal poverty levels.

Standard Fee Schedule

It is the intent of Star Community Health to comply with Section 330 of the Public Health
Service Act by maintaining an appropriate fee schedule. Star Community Health has
established and maintains a schedule of fees for the provision of services consistent with
locally prevailing charges designed to cover the organization’s reasonable costs of operation.
The Sliding Fee Discount Schedule (SFDS) is consistent with local prevailing rates of
providers in the Star Community Health service area and the comprehensive Needs
Assessment, part of the health center’s strategic planning process, is the evaluation tool utilized
to evaluate the structure of the SFDS, which is updated on an annual basis. The Standard Fee
Schedule is reviewed and approved by the Board of Directors annually.

Sliding Fee Discount Schedule

Star Community Health has established and maintains a sliding fee discount program that
applies to all required and additional services within its HRSA scope of project and is applied
uniformly to all patients without regard of the patient’s ability to pay.

The Sliding Fee Discount Schedules are based on the Federal Poverty Guidelines (FPL)
published annually in the federal register, and are updated for the most current FPL annually,
then reviewed and approved by the Board of Directors.

The various Sliding Fee Discount Schedules (SFDS) are based on services, and no other
factors, and are evaluated to ensure their effectiveness in reducing financial barriers to care
and to identify and implement changes as needed, but not less than every three years.

Patients are made aware of the Sliding Fee Discount Schedules and program through signage,
brochures, and through verbal information given during the scheduling and registration
process using materials in languages and literacy levels appropriate for our patient
population.

Star Community Health maintains records that demonstrate it provides sliding fee discounts
in accordance with its Sliding Fee Discount Schedules for services provided directly by the
health center.



The Sliding Fee Discount Schedules are designed as follows:

A nominal fee designed to remove financial barriers while meeting the fiscal needs of
the organization, is provided for individuals and families with annual incomes at or
below 100 percent of the current FPL.

Partial discounts are provided for individuals and families with incomes above 100
percent of the current FPL and at or below 200 percent of the current FPL that adjust
in accordance with income.

No discounts are provided to individuals and families with annual incomes above 200
percent of the current FPL.

Exception: All dental lab costs are the responsibility of the patient (See Other
Considerations Section Below).

For services provided via contractual agreements for which Star Community Health pays, the
contracts/agreements will contain provisions for sliding fee discounts as follows:

A nominal fee is provided for individuals and families with annual incomes at or below
100 percent of the current FPL.

Partial discounts are provided for individuals and families with incomes above 100
percent of the current FPL and at or below 200 percent of the current FPL that adjust
in accordance with income based on gradations in income levels above 100 percent of
the FPL and at or below 200 percent of the FPL, as established in Star Community
Health’s SFDSs.

No discounts are provided to individuals and families with annual incomes above 200
percent of the current FPL.

For services provided via formal referral arrangements (Form 5A, Column III), Star
Community Health ensures that the referral provider either offers sliding fee discounts to
patients as described above or offers greater discounts to patients such that:

Patients at or below 200 percent of the FPL receive a greater discount for these services
than if the health center’s SFDS was applied to the referral provider’s fee schedule; and

Patients at or below 100 percent of the FPL receive no charge or only a nominal charge
for these services.



Other Considerations

Star Community Health facilitates access to equipment and supplies related to, but not included
in, the service itself being provided as part of prevailing standards of care as a means of
reducing barriers to care and improving health outcomes for its patient population. In these
instances, Star Community Health utilizes a different structure for discounting than its standard
Sliding Fee Discount Schedule. The charges for these items are set to cover the reasonable
costs of such items to maximize access to these supplies and/or equipment items. To the extent
revenue is generated from charges for these supplies and equipment, Star Community Health
ensures that these non-grant funds are used to further the objectives of the project by benefiting
the health center’s patient/target population, and for purposes not specifically prohibited under
section 330. The structure for these charges, and associated payment options, are based on
analyses of the health center’s patient/target population’s needs and support patients’ access to
these supplies and equipment. In addition, provisions to waive or reduce payments on these
supplies and equipment are consistent with board-approved policies and the health center’s
supporting operating procedures relative to waivers.

In all cases, prior to the provision of a service, patients are informed of the following:

a) when supplies or equipment related to a given service will result in separate charges
from the service;

b) what the total amount of out of pocket costs for these supplies or equipment will be;
and

c) what, if any, payment plans will be available.
Waivers
Under certain circumstances, waivers of patient charges are offered as follows:

1. Under unforeseen, extreme circumstances other patients may have fees waived when
authorized by management and processed by the Financial Counselor’s. Examples that
may be considered for discount are as follows:

a) Hurricanes, tropical storms, natural disasters
b) House fires
¢) Hardships such as loss of income or recent disability
d) Other situations based on individual circumstances
2. Waiving of fees must be approved by the facility manager or his/her designee, and

proper notice given to the Executive Director, Chief Financial Officer, and Billing
Manager.



Patient Refusal to Pay

Some patients who have been deemed “eligible to pay” for at least a portion of their care based
upon their family size and income relative to the Federal Poverty Guidelines may refuse to pay
the amount they owe for the services that are provided to them. Star Community Health defines
patients refusing to pay as those who have outstanding balances that have received monthly
statements and have been past due for 120 days or more and have made no payments on the
account in that timeframe, and are also unwilling to meet with our financial counselor to set
up a payment plan or explain a hardship that they are currently facing, or are unwilling to meet
the terms in their established payment plan. Efforts are made to collect outstanding balances
for previous services when the patient schedules and presents for subsequent care, as well as
other efforts outlined in the Star Community Health collections policies and procedures.

It is the policy of Star Community Health to actively attempt to collect balances owed by
patients for services provided to them and by private or public insurance carriers. When all
reasonable collection efforts/enforcement have been exhausted, which may include offering
grace periods, meeting with financial counselors, or establishing payment plans, all debts due
to Star Community Health and deemed uncollectable will be addressed through Star
Community Health procedures on management of bad debt.

Star Community Health does not discharge patients due to inability to pay for services.
Sliding Fee Discount Program

The purpose of the “Sliding Fee Discount Schedule” (SFDS) is to ensure that every patient
presenting to Star Community Health is correctly assessed for the sliding fee discount based
upon their ability to pay. Low-income patient may be eligible for free or discounted care

based on patient income and family size.

To be eligible to receive a Sliding Fee Discount the following conditions are required:

e The family gross income is less than 200% of the federal poverty level as defined by
the federal income guidelines and family size

e All documentation and updated income verification will be kept by the Financial
Counselor on file in the office or in OneContent. Clients are required to update their
financial status once per year. Star Community Health is required to charge full rates if
the financial status is not current.

Federal Poverty Guidelines provided by the U.S. Department of Health and Human Services
are used in the annual calculation of the Sliding Fee Discount Program.

Eligibility for Medicaid and other programs are available for determination within the clinics.



Star Community Health has established multiple methods of informing patients of the sliding
fee discount program including prominently displaying notices about the discount program in
common areas throughout the facility. Additionally, information about the sliding fee discount
program is available in appropriate languages and literacy levels.

I11. Definitions

Ability to Pay

A patient’s ability to pay is defined and calculated using Star
Community Health’s sliding fee scale table, which is based on the
most current federal poverty guidelines.

Household Income

Money, wages, and salaries before any deductions, regular payments
from social security, railroad retirement, unemployment
compensation, strike benefits from union funds, workers'
compensation, veterans' payments, public assistance, and training
stipends. Alimony, child support, and military family allotments or
other regular support from an absent family member or someone not
living in the household, private pensions, government employee
pensions, and regular insurance or annuity payments. College or
university scholarships, grants, fellowships, and assistantships.
Dividends, interest, net rental income, net royalties, periodic receipts
from estates or trusts, and net gambling or lottery winnings.

Income does NOT include non-cash benefits, such as employer-paid
health insurance or other employee fringe benefits, food or housing
in lieu of wages, the value of food and fuel produced and
consumed on farms, the imputed value of rent from owner-
occupied non-farm or farm housing, and such Federal non-cash
benefit programs as Medicare, Medicaid, food stamps, school
lunches, loans, and housingassistance.

Family Unit

The number contributing to and/or dependent upon the household
income. This reflects the patient, family members, or significant
others who are financially interdependent.

It indicates the number of people who must live on the income
reported in the annual income field.

Family Unit
Verification

The most recent year income tax form.

Other official document identifying family unit members such as
power of attorney, guardianship, court documents, legal documents
stating financial responsibility.

A written and signed attestation of the specific family unit members:
identified by name and date of birth.




Sliding Fee
Discount

e A nominal fee is provided for individuals and families with annual
incomes at or below 100 percent of the current FPL

e Partial discounts are provided for individuals and families with
incomes above 100 percent of the current FPL and at or below 200
percent of the current FPL that adjust in accordance with income
based on gradations in income levels above 100 percent of the FPL
and at or below 200 percent of the FPL

Note: No discounts are provided to individuals and families with
annual incomes above 200 percent of the current FPL

Sliding Fee Scale

e Defined as the percentage of the bill for which the patient is
responsible

e A fee scale level is determined by the individual’s annual gross
income and household size. If the patient has $0 in income,
management and living arrangement must be explained.

Refer to the Zero Income Worksheet

Household Income
Acceptable Forms/

Proof of Income
Documents

The acceptable documents needed to justify a need for a fee scale.

Acceptable documents include:

Prior year Tax Return 1040 or 1040A

Pay stubs (1 months” worth) OR

Letter of salary of consecutive pay stubs (1 months’ worth)
Temporary Emergency Medical Housing Assistance award letter
Temporary assistance for needy families

Unemployment letter of consecutive pay (1 months’ worth)
Social Security or Disability Income Letter (from current year)
Current W-2 forms

Recent pay stub showing year to date earnings

Unemployment compensation stubs

Worker’s Compensation — \Wage transcript

Self-employed copies of quarterly tax documents

Verification of No Income such as a notarized affidavit.

Child support/alimony statements or court orders

Pension - letter stating allotment

Notices or other official documents indicating retirement,
Free or reduced school lunch programs

Other public assistance programs

Self-declaration or attestation letter of $0 income signed by the
patient. The letter states that the patient is not earning any income
from any sources. Patient will use Self Declaration Form.




IV.Procedure

1. Patient Financial Form

Must be completed upon first visit
Eligibility for sliding fee discounts is re-evaluated every year
Eligibility may be re-evaluated if applicant's income and/or household members change

Form will be accessed and signed by Star Community Health Financial Counselor upon
completion.

2. Patient Financial Evaluation

Patients with private insurance who are underinsured may apply for the SFDS.

Federal law permits health centers to waive co-payments for certain low-income
Medicare patients without violating anti-kickback provisions (42 U.S.C. 1320 (b) (3) (d).

Patients with qualifying incomes over 200% of the federal poverty level are not eligible
for the sliding fee program.

Patients must provide documentation of household income. If patient is unable to
provide proof of income at the time of service, “Declaration of Income Statement”
document must be completed and signed.

3. Patients Reporting No Income

a.

Patients who report no source of income will complete a "Zero Income Worksheet"
document. Patient will be asked to pay the minimum fee associated with the service for
the next 30 days of treatment.

b. Patient will be asked to provide supporting documentation. Examples include:

C.

i. A recent statement from the Social Security Administration

ii. A recent Notice of Decision from the Department of Health and Human
Services showing approval for benefits based on household income.

iii.  Documentation of no sources of income is required within 30 days of the signed
attestation.

If documentation is not provided within 30 days no access to the SFDS will be
allowed.



d. Applicants will be encouraged to apply for other federal, state, and/or parish
programs that become available.

Completion of the Patient Eligibility Application for Sliding Fee Discount Form
Completion of Treatment Consent and Financial Agreement Form
Patient Verification
a. Patients must show two forms of identification. The following are acceptable:
I.  Driver's License or state issued ID card

ii.  Copies of birth certificate

iii.  Social security card, Passport or Visa
Calculation of Gross Income

a. Patient is required to document all household income to include wages from
employment, government assistance, disability, and other verifiable means of income.

b. Household income will be tested at the gross amounts. All income must be listed for
all household members.
c. The following items can be used to determine annual gross income:

i.  Wages and salaries

i.  Social Security Retirement
iii.  Disability Benefits
iv.  Pensions
v.  Veterans Benefits
vi.  Workers Compensation
vii.  Railroad Retirement
viii.  Unemployment Compensation

ix. Welfare/Public Assistance




X.

Xi.

Child Support or alimony Payments

Rental Income

d. The following sources of income will not be used to determine gross annual income:

Federal, non-cash benefit programs such as Medicare, Medicaid, Food Stamps
Scholarships/grants for tuition

Student Loans

8. Determination

a. Income Verification

In order for a patient to be fee scaled or receive services at a discounted rate,
the patient needs to provide Star Community Health with “Proof of Income
Documents”/ documentation of their financial status, which is updated
annually. This includes documentation for a spouse and/or household
member.

If an employed patient changes jobs, the patient will be assessed based upon
their ability to pay based upon the new income level.

If an uninsured patient obtains benefits, the sliding fee discount may be
applicable towards patient responsible amounts, such as deductibles, co-pays,
and co-insurance amounts.

Refer to the Declination Statement Worksheet if the patient refuses to provide
information to determine the fee schedule discount.

b. Fee/Nominal Fee

Fees are based on the Sliding Fee Discount Scale (SFDS) determination.

The SFDS will be updated annually based on the Federal Poverty Guidelines
(FPL).

All self-pay patient at or below 100% of FPL are to pay a $10 Nominal Fee
for Medical and routine Dental services.

The Nominal Fee has been established to reduce financial barriers to
healthcare and is designed to be nominal from the perspective of the patient,
based on patient input through surveys and other mechanisms, so that it is not
a barrier to care.
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v.  Anexception can be made for patients who are homeless and without income
at the discretion of Administration (Refer to the Zero Income Worksheet).

vi.  Patients will be offered a payment plan that will allow him/her/them to pay
the balance of the bill in increments within six months.

1. If this is not financially possible, formal arrangements must be made with
a Star Community Health Facility Manager/Practice Administrator. The
Facility Manager/Practice Administrator must notify the CEO, CFO,
Director of Finance, and the Billing department of changes to cost of
Services.

9. Sliding Fee Discount Schedule

a. A Star Community Health Financial Counselor will evaluate low-income patients to
determine if they qualify for a reduced fee (e.qg. sliding scale) and, if so, at what level
of discount.

b. Star Community Health uses a sliding fee or discounted rate to satisfy the criteria for
Section 330.

i.  Section 330 funded health centers or FQHC look-alikes are required by law to
use a single schedule of fees or payments for the provision of all services in
their approved scope of project that applies to all uninsured/underinsured
patients and have prepared a corresponding schedule of discounts (or “sliding
fee”) to be applied to the payment of such fees, in which discounts are
adjusted on the basis of the patient’s ability to pay.

ii.  Ability to pay is determined by a patient’s annual income and family size
according to the most recent Federal Poverty Guidelines.

c. Star Community Health uses a schedule key of the Federal Poverty Guidelines (FPL)
published annually in the Federal Register and bases all ability to pay and discounted
fees on this information.

d. Refer to the most current Sliding Fee Schedule for fees assigned by family size and
FPL as listed.

10. Collection of Fees

a. Fees will be collected prior to being seen by the clinician, with the exception of fees
that may occur due to ordered procedures the clinician may make.

I.  Star Community Health Administration will inform the patient that additional
charges may occur, dependent on the clinician’s treatment plan.
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Ii.  The patient will be given the option to pay remaining discounted balance after
the visit or be billed the remaining discounted balance.

b. All charges and collections from patients are logged into the EMR and can be tracked
through the EMR. The EMR also generates mailing lists, billing statements, and can
identify active and expired sliding fee patients.

V. Quality Assurance
Star Community Health’s Board of Directors reviews this policy to ensure that it is patient-
centered, improves access to care, and assures that no patient will be denied health care
services due to an inability to pay.
As part of its review, the Board of Directors will:

e Collects utilization data that allows it to assess the rate at which patients within each
of its discount pay classes, as well as those at or below 100% of the Federal Poverty
Guidelines, are accessing health center services,

e Utilizes this and if applicable, other data (e.g. results of patient satisfaction surveys)
to evaluate the effectiveness of its sliding fee discount program in reducing financial
barriers to care, and

e Identifies and implements changes, as needed

Star Community Health staff, under the direction of the Executive Director, is responsible for
the day-to-day direction and management responsibility for implementing the sliding fee
discount program.
The Board of Directions periodically reviews evaluations of these operating procedures and
assesses their effectiveness in reducing barriers to care and their appropriateness for the
health center and its community.
Direct any questions regarding this policy to the Executive Director.

V1. Attachments
1. Sliding Fee Scale Program — Frequently Asked Questions (English and Spanish)
2. Sliding Fee Scale Program — Income Guidelines (English and Spanish)

3. Sliding Fee Scale Program — Application (English and Spanish)

4. Sliding Fee Scale Program — Zero Income Worksheet (English and Spanish)
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5. Sliding Fee Scale Program — Declaration of Income Statement (Inglish and Spanish)
6. Sliding Fee Scale Program - Waiver of Payment (English and Spanish)
7. Sliding Fee Scale Program — Financial Counselor Checklist (Office Use Only)
8. Sliding Fee Scale Program — Declination Statement (English only)
9. Federal Poverty Guidelines Tool —2021 and 2020
VII. References
1. Section 330 (j) (3) (G) of the Public Health Service Act, 42 U.S.C. 254b

2. https:/faspe.hhs.gov/povertv-guidelines

3. Form 5A, Column 1

4., Form 5A, Column 11

5. TForm 5A, Column IIL

VIII. Disclaimer Statement

This policy shall be periodically reviewed and updated consistent with the requirements
and standards established by the Board of Directors and Star Community Health
Management, federal and state laws and regulations, and applicable accrediting and
review organizations.

IX. Approval Requirements

Star Community Health’s Executive Director and Board of Directors must review and
approve this policy every three years.

% 7 WMQ\ 9/20 [2/

Executive D?ector Date /

?/59/ 2 27
e 7

Chajfpersgh of the Bofird
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HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE (NUCC) 02/12
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2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

3. P’\AA'HENT’S BIRTH DATE
F[]

}DDi MD

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

5. PATIENT’S ADDRESS (No., Street)

6. PATIENT RELATIONSHIP TO INSURED

Self|:| Spouse|:| ChildI:l Other|:|

7. INSURED’S ADDRESS (No., Street)

CITY STATE

8. RESERVED FOR NUCC USE

ZIP CODE TELEPHONE (Include Area Code)

( )

CITY

ZIP CODE

9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial)

10. IS PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER

a. EMPLOYMENT? (Current or Previous)

[ no

YES

b. RESERVED FOR NUCC USE

b. AUTO ACCIDENT?

c. RESERVED FOR NUCC USE

d. INSURANCE PLAN NAME OR PROGRAM NAME

ATION ———— > | <—CARRIER—)»>

SURANCE PLAN ROGRAM NAME

10d. CLAIM

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

PATIENT AND INSURED INF

I:' YES I:l NO If yes, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING Tl 13. INSURED’S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | the release of any m payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of governmen to myself or to th services described below.
below.
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BECAUSE THIS FORM IS USED BY VARIOUS GOVERNMENT AND PRIVATE HEALTH PROGRAMS, SEE SEPARATE INSTRUCTIONS ISSUED BY APPLICABLE PROGRAMS.

NOTICE: Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty of a
criminal act punishable under law and may be subject to civil penalties.

REFERS TO GOVERNMENT PROGRAMS ONLY

MEDICARE AND TRICARE PAYMENTS: A patient’s signature requests that payment be made and authorizes release of any information necessary to process the claim and certifies that
the information provided in Blocks 1 through 12 is true, accurate and complete. In the case of a Medicare claim, the patient’s signature authorizes any entity to release to Medicare medical
and nonmedical information and whether the person has employer group health insurance, liability, no-fault, worker’s compensation or other insurance which is responsible to pay for the
services for which the Medicare claim is made. See 42 CFR 411.24(a). If item 9 is completed, the patient’s signature authorizes release of the information to the health plan or agency shown.
In Medicare assigned or TRICARE participation cases, the physician agrees to accept the charge determination of the Medicare carrier or TRICARE fiscal intermediary as the full charge and
the patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier or
TRICARE fiscal intermediary if this is less than the charge submitted. TRICARE is not a health insurance program but makes payment for health benefits provided through certain affiliations
with the Uniformed Services. Information on the patient’s sponsor should be provided in those items captioned in “Insured”; i.e., items 1a, 4, 6, 7, 9, and 11.

BLACK LUNG AND FECA CLAIMS
The provider agrees to accept the amount paid by the Government as payment in full. See Black Lung and FECA instructions regarding required procedure and diagnosis coding systems.

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE, TRICARE, FECA AND BLACK LUNG)

In submitting this claim for payment from federal funds, | certify that: 1) the information on this form is true, accurate and complete; 2) | have familiarized myself with all applicable laws,
regulations, and program instructions, which are available from the Medicare contractor; 3) | have provided or will provide sufficient information required to allow the government to make an
informed eligibility and payment decision; 4) this claim, whether submitted by me or on my behalf by my designated billing company, complies with all applicable Medicare and/or Medicaid
laws, regulations, and program instructions for payment including but not limited to the Federal anti-kickback statute and Physician Self-Referral law (commonly known as Stark law); 5) the
services on this form were medically necessary and personally furnished by me or were furnished incident to my professional service by my employee under my direct supervision, except as
otherwise expressly permitted by Medicare or TRICARE; 6) for each service rendered incident to my professional service, the identity (legal name and NPI, license #, or SSN) of the primary
individual rendering each service is reported in the designated section.For services to be considered "incident to" a physician's professional services, 1) they must be rendered under the
physician's direct supervision by his/her employee, 2) they must be an integral, although incidental part of a covered physician service, 3) they must be of kinds commonly furnished in
physician's offices, and 4) the services of non-physicians must be included on the physician's bills.

For TRICARE claims, | further certify that | (or any employee) who rendered services am not an active duty member of the Uniformed Services or a civilian employee of the United States
Government or a contract employee of the United States Government, either civilian or military (refer to 5 USC 5536). For Black-Lung claims, | further certify that the services performed were
for a Black Lung-related disorder.

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (42 CFR 424.32).

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon conviction be subject to fine and imprisonment
under applicable Federal laws.

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE, TRICARE, FECA, AND BLACK LUNG INFORMATION (PRIVACY ACT STATEMENT)
We are authorized by CMS, TRICARE and OWCP to ask you for information needed in the administration of the Medicare, TRICARE, FECA, and Black Lung programs. Authority to collect
information is in section 205(a), 1862, 1872 and 1874 of the Social Security Act as amended, 42 CFR 411.24(a) and 424.5(a) (6), and 44 USC 3101;41 CFR 101 et seq and 10 USC 1079
and 1086; 5 USC 8101 et seq; and 30 USC 901 et seq; 38 USC 613; E.O. 9397.

The information we obtain to complete claims under these programs is used to identify you and to determine your eligibility. It is also used to decide if the services and supplies you received
are covered by these programs and to insure that proper payment is made.

The information may also be given to other providers of services, carriers, intermediaries, medical review boards, health plans, and other organizations or Federal agencies, for the effective
administration of Federal provisions that require other third parties payers to pay primary to Federal program, and as otherwise necessary to administer these programs. For example, it may
be necessary to disclose information about the benefits you have used to a hospital or doctor. Additional disclosures are made through routine uses for information contained in systems of
records.

FOR MEDICARE CLAIMS: See the notice modifying system No. 09-70-0501, titled, ‘Carrier Medicare Claims Record,’” published in the Federal Register, Vol. 55 No. 177, page 37549,
Wed. Sept. 12, 1990, or as updated and republished.

FOR OWCP CLAIMS: Department of Labor, Privacy Act of 1974, “Republication of Notice of Systems of Records,” Federal Register Vol. 55 No. 40, Wed Feb. 28, 1990, See ESA-5, ESA-6,
ESA-12, ESA-13, ESA-30, or as updated and republished.

FOR TRICARE CLAIMS: PRINCIPLE PURPOSE(S): To evaluate eligibility for medical care provided by civilian sources and to issue payment upon establishment of eligibility and
determination that the services/supplies received are authorized by law.

ROUTINE USE(S): Information from claims and related documents may be given to the Dept. of Veterans Affairs, the Dept. of Health and Human Services and/or the Dept. of Transportation
consistent with their statutory administrative responsibilities under TRICARE/CHAMPVA; to the Dept. of Justice for representation of the Secretary of Defense in civil actions; to the Internal
Revenue Service, private collection agencies, and consumer reporting agencies in connection with recoupment claims; and to Congressional Offices in response to inquiries made at the
request of the person to whom a record pertains. Appropriate disclosures may be made to other federal, state, local, foreign government agencies, private business entities, and individual
providers of care, on matters relating to entittement, claims adjudication, fraud, program abuse, utilization review, quality assurance, peer review, program integrity, third-party liability,
coordination of benefits, and civil and criminal litigation related to the operation of TRICARE.

DISCLOSURES: Voluntary; however, failure to provide information will result in delay in payment or may result in denial of claim. With the one exception discussed below, there are no
penalties under these programs for refusing to supply information. However, failure to furnish information regarding the medical services rendered or the amount charged would prevent
payment of claims under these programs. Failure to furnish any other information, such as name or claim number, would delay payment of the claim. Failure to provide medical information
under FECA could be deemed an obstruction.

It is mandatory that you tell us if you know that another party is responsible for paying for your treatment. Section 1128B of the Social Security Act and 31 USC 3801-3812 provide penalties
for withholding this information.

You should be aware that P.L. 100-503, the “Computer Matching and Privacy Protection Act of 1988”, permits the government to verify information by way of computer matches.

MEDICAID PAYMENTS (PROVIDER CERTIFICATION)
I hereby agree to keep such records as are necessary to disclose fully the extent of services provided to individuals under the State’s Title XIX plan and to furnish information regarding any
payments claimed for providing such services as the State Agency or Dept. of Health and Human Services may request.

| further agree to accept, as payment in full, the amount paid by the Medicaid program for those claims submitted for payment under that program, with the exception of authorized deductible,
coinsurance, co-payment or similar cost-sharing charge.

SIGNATURE OF PHYSICIAN (OR SUPPLIER): | certify that the services listed above were medically indicated and necessary to the health of this patient and were personally furnished by
me or my employee under my personal direction.

NOTICE: This is to certify that the foregoing information is true, accurate and complete. | understand that payment and satisfaction of this claim will be from Federal and State funds, and that
any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number. The valid OMB control
number for this information collection is 0938-1197. The time required to complete this information collection is estimated to average 10 minutes per response, including the time to review
instructions, search existing data resources, gather the data needed, and complete and review the information collection. If you have any comments concerning the accuracy of the time
estimate(s) or suggestions for improving this form, please write to: CMS, 7500 Security Boulevard, Attn: PRA Reports Clearance Officer, Mail Stop C4-26-05, Baltimore, Maryland
21244-1850. This address is for comments and/or suggestions only. DO NOT MAIL COMPLETED CLAIM FORMS TO THIS ADDRESS.
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sTA R Sliding Fee Scale Program
COMMUNITY Frequently Asked Questions
h HEALTH

Why should I apply?

You may qualify to pay a reduced visit fee when you come to a provider at Star Community Health

How much will it cost? There is no cost to apply for the program. The visit fees range from $10 - $30 per visit depending on your
household size and income. You may also qualify for a minimum fee of $10 for dental services or reduced charges for dental ser-
vices.

What is covered?

This program covers healthcare services provided by Star Community Health but does not cover visits to the hospital or other
healthcare providers. You must apply at those places to participate in their programs. According to federal guidelines, Star Commu-
nity Health is required to update our sliding fee scale program annually based on changes made to the federal poverty income lev-
els. This takes place on May 1st of each year. Therefore, the program you qualify for may change at that time.

How do | apply?

Complete the application. Be sure to provide information for all your household members. Bring in or send us proof of income for
all your income sources. If you are not sure what that means, there is a list of what we need for each kind of income on the appli-
cation checklist.

Does this mean that | have insurance and won't have to pay a fine on my taxes?
No. This program is not considered to be health insurance coverage for tax purposes.
Can | use this program if | have health insurance?

Yes. If you qualify based on your household number and income and your health insurance has high deductibles or co-pays, you
can still use this program to reduce your health care expenses. This is a discount program for services at Star Community Health.

What can the Health Care Marketplace do for you?

¢ New health insurance coverage options are available through PA Pennie.

¢ Low-cost and free plans are available and financial help is available based on how much money you make.
¢ No one can be denied coverage because they have a pre-existing condition.

* You may be eligible outside open enrollment if you have a life change such as marriage, relocation or the birth of a child, or if
you lose your health insurance through job loss or losing Pennsylvania Medicaid

We can help! Call your Primary Care Office and ask for a Sliding Fee Application.
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Sliding Fee Scale Program

Income Guidelines

Medical/Dental Services Sliding Fee Discount Schedule

Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent Poverty

Federal Poverty Income Levels

0% -100%

101% - 125%

126% - 150%

151% - 200%

201% & Over

2020
Family Size

1 $ 12,880.00 |S 16,100 S 19,320 | S 22,540 S 25,760

2 $ 17,420.00 |$ 21,775 S 26,130 (S 30,485 S 34,840

3 $ 21,960.00 |S 27,450 S 32,940 | $ 38,430 S 43,920

4 $ 26,500.00 |S 33,125 S 39,750 | $ 46,375 S 53,000

5 $ 31,040.00 |$ 38,800 S 46,560 | S 54,320 S 62,080

6 $ 35,580.00 |S 44,475 S 53,370 |$ 62,265 S 71,160

7 $ 40,120.00 |S 50,150 S 60,180 | $ 70,210 S 80,240

8 $ 44,600.00 |S 55,750 S 66,900 | S 78,050 S 89,200
For each additional person, add
$4,540.00

Patient Pays

Medical Clinic $10 S15 $20 $30 100% of Charge
Dental - Routine Care $10 $15 $20 $30 100% of Charge
Dental - Non-Routine (% of Charges*
plus Lab Fees **) 10% 15% 20% 30% 100% of Charge

*For non-routine procedures see the front desk receptionist at your dental office.

**Lab fees are charged at 100%. There is no discount for lab fees.
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Application
COMMUNITY
HEALTH Page Lof2

® A separate application is required for each member of the household who wants to participate in this program, including mi-
nor children. Only one set of supporting documentation is needed per household.

®  You must complete all pages of the application form.

® If you need help, call [484-503-7827] ask for the Financial Counselors Office.

Last/First Name: Social Security# Date of Birth:
Mailing Address: City: St: Zip Code:
Phonett Message Phone# (Appt Reminders) Do You have Health Insurance?  Yes No

If yes please list insurer and insurance ID #:

Have You Applied to Pennsylvania Medicaid within Circle One: Have PA Medicaid

the lastyear? Yes No Unsure A . )
Denied PA Medicaid Did Not Apply

It is necessary for Star Community Health to ask personal questions in order to determine if you are eligible for this program. This
information will be kept on file in strict confidence. You must verify your income when you apply and once a year when your appli-
cation is renewed. Copies of your yearly federal income tax return, payroll check stubs covering the last 4 weeks, Social Security
benefit statements or other income sources are required. We cannot use bank statements for this purpose. Your annual income
and household size will be used to determine your visit fee.

| declare the above information is true and give Star Community Health permission to investigate any information in this applica-
tion.

I understand that:
e My information will be held in strict confidence.

e If this information is found to be false, | will lose my eligibility for the program and be liable to repay any benefit | have re-
ceived.

e If my income or household size changes, | am required to notify the Billing Department as soon as possible.

e This application is to be returned before my next appointment or within 30days, whichever is sooner, complete with proof of

my annual income or this application will expire.
e | may reapply to the program at any time but reduced fees will apply only from the date of the new application.

e Iflam found to be eligible for reduced fees but failed to make required payments, my account may be sent to a collection

| do hereby swear and attest that all the information above about me is true and correct

Patient Signature: Date: / /20

Parent/Legal Guardian Signature: Date: / /20
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Application

COMMUNITY Page 20f 2
HEALTH

Complete signed application for each applicant, listing all household members and income sources
Proof of income for each income source
If you have very low or no income, complete the "Zero Income Worksheet”
Most recent federal tax return if you file taxes
HOUSEHOLD: Please list all names and date of births for all members of your household including yourself.
If you file taxes your household is you, your spouse and any dependents you claimed on your taxes.

Ifhyou are claimed as a dependent by someone else, your household is you, the person who claims you and anyone else listed on
their tax return.

:f you drc‘) not file taxes and are not claimed as a dependent by anyone else, your household is you and your spouse and children if they
ive with you.

INCOME: You need to provide proof of income for each of the following sources of income for each member of your household to see if you quali-
fy. Please note that we cannot accept bank statements as proof of income.

Employed: Pay stubs for the last four weeks OR federal tax return
Self-employment and Rental Income: you must provide a copy of your most recent federal tax return

Current Benefit Statement for:

Unemployment Social Security TANF Worker’s Compensation
Long or short term disability Child support/Allmony Retirement pension and or annuity

Gross Income
Rela- Income Source
Last Name First Name Date of Birth before Taxes and .
_ tion With Proof Attached
deductions
s Self
$___I____
S
$___I____
S
S
S
s___l____
S

By signing below | declare that data and information listed above is accurate and true to the best of my knowledge and ability. |
also certify that | have included all supporting documentation for each income source.

Patient Signature: Date: / /20

Parent/Legal Guardian Signature: Date: / /20
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All person(s) that have provided you with assistance in the past 3 months (monetary or non-monetary), must complete the following charts and
sign below to verify what assistance they have provided for you.

e |f someone has given you money to pay for expenses below, indicate how much they have paid and write their name in the appropriate box.
e |f someone has provided you any of the below expenses for free, please indicate free and put their name in the appropriate box.

e  This page must be completed by each person who provided assistance to you in the last 3 Months.

Month #1 Month of: Month #2 Month of:
Amount or Who Assisted Amount or Who Assisted
free? free?

Housing Expenses Housing Expenses

Utilities (water/sewer/electric/cable) Utilities (water/sewer/electric/cable)

Heat Heat

Food Expenses Food Expenses

Transportation Expenses Transportation Expenses

Cell Phone/Internet Expenses Cell Phone/Internet Expenses

Medical Expenses Medical Expenses

Other Expenses Other Expenses

Month #3 Month of:

Amount or Who Assisted
free?

Housing Expenses

Utilities (water/sewer/electric/cable)

Heat

Food Expenses

Transportation Expenses

Cell Phone/Internet Expenses

Medical Expenses

Other Expenses

*This form must be filled out completely; we will not be able to process your application if you leave parts of it blank. If you need to tell us more about your specific
situation, please feel free to attach a letter or statement to this worksheet. If you receive assistance from other agencies, please attach copies of any assistance
provided to you.

Printed Name and Signature of Person who provided you with assistance

Name: Date: / /20

Signature: Date: / /20

| do hereby swear and attest that all the information above about me is true and correct

Patient Signature: Date: / /20

Parent/Legal Guardian Signature: Date: / /20
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Zero Income Worksheet

I, certify that | have not received any income since

Place(s) of last employment:

/

__lam Full-Time Student over the age of 18.

Housing:
My own home/apartment Do you receive housing assistance? Yes

Someone else’s home/apartment Name of house/apartment owner:

No

Shelter/Transitional Housing

Other (explain):

Food:
Do you receive Food Stamps?
___Yes (If Yes, you must attach a copy from DHHS.)

No

Transportation:

___I'have my own vehicle
____Afriend or relative provides me with transportation

___luse public transportation

Communication Expenses:

Do you have a cell phone? Yes No If Yes, who pays for your cell phone?

Please provide a brief description of your current financial situation:

| do hereby swear and attest that all the information above about me is true and correct

Patient Signature:

Date:

/

/20

Parent/Legal Guardian Signature:

Date:

/

/20
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Declaration of Income Statement

1, certify that | have received income since / / from place of em-

ployment: Phonet: . | certify that | am unable to

produce the required documentation of income, however | hereby authorize Star Community Health to contact my place of em-
ployment and verify income verbally. | understand that | maybe asked to apply for health insurance through the market place or
state/federal sources. | understand that Star Community Health may ask for supporting documentation and will comply with such
requests. | also certify that the information contained on this form and application are true, and should Star Community Health
find them to be false | maybe held liable for all of the charges associated with my healthcare.

Housing:
My own home/apartment Do you receive housing assistance? Yes No If Yes Amount:
Someone else’s home/apartment Name of house/apartment owner:

Shelter/Transitional Housing

Other (explain):

Income:

Hourly Wage: $ .___/hr lampaidevery __ 1Week, 2 Weeks, ___ Monthly.
| receive my wages in the formof ___ Cash, ___ Check, or ____ Direct Deposit.

Taxes are withheld from my wages ___ Yes ___ No

Transportation:

___ ' have my own vehicle
___Afriend or relative provides me with transportation

____luse public transportation

Please provide a brief description of your current financial situation:

**Applicant must still complete the application in addition to this form**

| do hereby swear and attest that all the information above about me is true and correct

Patient Signature: Date: / /20

Parent/Legal Guardian Signature: Date: / /20
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Waiver of Payment

1, certify that | am having difficulty meeting my financial obligations to Star Commu-

nity Health and am requesting that the fee of $ be waived during the time frame below. | understand that this fee is
waived only after meeting with a Financial Counselor and being approved for the waiver. | also understand that | will have continue
to meet with the Financial Counselor at each appointment that | have at Star Community Health either prior to or after appoint-
ment to provide updates of financial situation. | understand that this waiver can be cancelled by Star Community Health if | do not
complete the requirements of meeting with the Financial Counselor.

Please provide a brief description of your current financial situation:

***Financial Counselor Use Only***

Financial Counselor Name: Date: / /
Medical Record Number: Patient Name: DOB: /]
Waiver approved starting / / and ends on / / .

Patient will meet with the Financial Counselor on the following dates:

***The patient must present a copy of this form to the registration staff at time of
appointment in order to receive the waiver of the fee.***

I do hereby swear and attest that all the information above about me is true and correct

Patient Signature: Date: / /20

Parent/Legal Guardian Signature: Date: / /20

Financial Counselor Signature: Date: / /20
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Application Date: / / Financial Counselor:
First Review: / / Second Review: / / Third Review: / /
Item Complete Incomplete

Information is not legible Specify Page#

Page 1 is not signed or is incomplete

Page 2 is not signed or is incomplete

3 months of pay stubs

Federal Tax Return

Self-employed/Rental Income or Schedule C tax form

Unemployment, SSI, TANF, Workers Comp, Disability, Child/Alimony Support,
Retirement/Pension and or annuity

Page 3 is not signed or is incomplete

Person completing the form did not sign attestation

Month # is missing information

Page 4 is not signed or is incomplete

Other Housing is checked but no explanation provided

Cell phone is marked yes but no explanation as to who pays for it

Brief description of financial situation is not complete

Photo Id Scanned into EPIC

Insurance Card(s) Scanned into EPIC

Application Status updated in EPIC

Application Scanned Into EPIC

This Application has been:

Approved as of / / , application expires on: / /

Denied as of / / because of:

I have reviewed this information and based the decision above soley on the information contained in this applciation

Counselor Signature: Date: / /20
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éPor qué debo presentar la solicitud?

Es posible que relna los requisitos para pagar una tarifa reducida de visita cuando consulte con un
proveedor en Star Community Health.

¢Cuanto costara? Solicitar el programa no tiene costo. Las tarifas de visita varian de $10 a $30 por visita,
segun el tamafio de su grupo familiar y sus ingresos. También puede reunir los requisitos para una tarifa mi-
nima de $10 por servicios odontoldgicos o cargos reducidos por dichos servicios.

éQué se cubre?

Este programa cubre los servicios de atencién médica suministrados por Star Community Health, pero no cu-
bre las visitas al hospital ni a otros prestadores de atencion médica. Debe presentar la solicitud en dichos
lugares para participar en sus programas. De acuerdo con las pautas federales, Star Community Health debe
actualizar anualmente el programa de escala de tarifa mévil, segun los cambios realizados en los niveles de
ingresos que marcan la linea de pobreza federal. Esto se lleva a cabo el 1.2 de mayo de cada afio. Por lo tan-
to, el programa para el que reudna los requisitos puede cambiar en ese momento.

¢Como presento la solicitud?

Complete la solicitud. Asegurese de brindar la informacién respecto de todos los miembros de su grupo fa-
miliar. Acérquenos o envienos los comprobantes de ingresos de todas sus fuentes de ingresos. Si no esta se-
guro de lo que eso significa, hay una lista de lo que necesitamos para cada tipo de ingreso en la lista de com-
probacion de la solicitud.

¢éEsto significa que tengo un seguro y no tendré que pagar una multa sobre mis impuestos?
No. Este programa no se considera una cobertura de seguro de salud para los fines impositivos.

é¢Puedo usar este programa si tengo un seguro de salud?

Si. Si redne los requisitos en funcion de la cantidad de miembros de su grupo familiar y de los ingresos, y su
seguro de salud tiene deducibles o copagos altos, aun puede usar este programa para disminuir los gastos de
atencién médica. Este es un programa de descuentos para servicios en Star Community Health.

¢Qué puede hacer el Mercado de la Atencién Médica por usted?

Se encuentran disponibles nuevas opciones de cobertura de seguro de salud a través de PA Pennie.

Se encuentran disponibles planes de bajo costo y gratuitos, ademds de ayuda financiera, segin cuanto
dinero gane.

No se le puede negar a nadie la cobertura a causa de una enfermedad preexistente.

Puede ser elegible fuera de la inscripcidn abierta si se produce un cambio en su vida, por ejemplo, si con-
trae matrimonio, se muda o nace un hijo, o si no tiene el seguro de salud porque perdié su trabajo o
dejé de tener la cobertura de Pennsylvania Medicaid.

iPodemos ayudarlo! Llame al Consultorio de su Médico de Cabecera y pida la Solicitud para la Tarifa Movil.
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Pautas de los Ingresos

Programa de Descuentos de Tarifa Movil de Servicios Médicos/Odontolégicos

Umbrales de Ingresos Anuales por Clase de Pago de Descuento de Tarifa Movil y Pobreza en Porcentaje

201% &
Niveles de Ingresos que Marcan
la Linea de Pobreza Federal 0% -100% 101% - 125% 126% - 150% 151% -200% Terminado
Tamaiio de la Familia
1 $ 12,880.00 |S 16,100 S 19,320 |$ 22,540 |$ 25,760
2 S 17,420.00 (S 21,775 S 26,130 |$ 30,485 |$ 34,840
3 $ 21,960.00 |S 27,450 S 32,940 |$ 38,430 |S$ 43,920
4 S 26,500.00 |S 33,125 S 39,750 |$ 46,375 |S 53,000
5 S 31,040.00 |S 38,800 S 46,560 |S$ 54,320 |$ 62,080
6 S 35,580.00 |S 44,475 S 53,370 |$ 62,265 |$ 71,160
7 S 40,120.00 (S 50,150 S 60,180 |$ 70,210 |$ 80,240
8 S 44,600.00 |S 55,750 S 66,900 |$ 78,050 |$ 89,200
Por cada persona adicional, agregue
$4,480.00
Pagos del Paciente
Clinica Médica $10 $15 $20 $30 100% De Cargo
Dental - Cuidado de rutina $10 $15 $20 $30 100% De Cargo
Dental - No de rutina (% de cargos * mas
el costo del laboratorio **) 10% 15% 20% 30% 100% De Cargo

* consulte el Programa de Tarifas Dentales disponible

en recepcién o Asesor Financiero.

** Costo del laboratorio dental cobrados al 100%

(No hay descuentos disponibles)
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e Serequiere una solicitud por separado para cada miembro del grupo familiar que desee participar en este programa, incluidos
los niflos menores de edad. Se requiere solo un conjunto de documentacion de respaldo por grupo familiar.

e Debe completar todas las paginas del formulario de solicitud.

e Sinecesita ayuda, llame al [484-503-7827] y solicite hablar con la Oficina de Asesores Financieros.

Apellido/Nombre: NUm. de Seguro Social: Fecha de Nacimiento:
Direccién Postal: Ciudad: Calle: Cadigo postal:
Ndm. de Teléfono: NUm. de Teléfono para Recibir Mensajes ¢Tiene Seguro de Salud? Si No

(Recordatorios Designados): . L .
Si la respuesta es si, indique la compafiia asegura-

éHa solicitado Pennsylvania Medicaid durante el afio | Marque una Opcién con un Circulo: Tengo PA Medi- | doray el nim. de identificacién del seguro:
pasado? Si No No estoy seguro caid Me denegaron PA Medicaid No lo solicité

Star Community Health necesita hacerle preguntas personales a fin de determinar si es elegible para este programa. Esta
informacién se conservara en los archivos con estricta confidencialidad. Debe verificar sus ingresos cuando presenta la solicitud y,
una vez al afio, cuando se renueva su solicitud. Se requieren copias de su declaracién fiscal de ingresos federal anual, de los talones
de los cheques de la nédmina que abarquen el mes pasado, de las declaraciones de beneficios del seguro social o de otras fuentes
de ingresos. No podemos utilizar los extractos de cuentas bancarias para este fin. Se utilizaran sus ingresos anuales y el tamafio de
su grupo familiar para determinar la tarifa de visita.

Declaro que la informacidn anterior es verdadera y doy mi permiso a Star Community Health para investigar toda la infor-

macion en esta solicitud.
Comprendo que:
e Miinformacion se conservara con estricta confidencialidad.

e Sise descubre que esta informacion es falsa, perderé mi elegibilidad para el programa y seré responsable de volver a pagar
todo beneficio que haya recibido.

e Sicambian mis ingresos o el tamafio de mi grupo familiar, debo notificar al Departamento de Facturacién tan pronto como sea
posible.

e  Esta solicitud se debe entregar antes de mi préxima cita o dentro de los 30 dias, lo que ocurra primero, junto con los compro-
bantes de mis ingresos anuales, de lo contrario, vencera esta solicitud.

e  Puedo volver a presentar la solicitud para el programa en cualquier momento, pero las tarifas reducidas solo se aplicaran a
partir de la fecha de la nueva solicitud.

e Siresulto elegible para las tarifas reducidas, pero no hago los pagos requeridos, mi cuenta se puede enviar a una empresa de
cobro de deudas.

Por el presente, juro y testifico que toda la informacion anterior sobre mi es verdadera y correcta.

Firma del Paciente: Fecha: / /20

Firma del Padre/Tutor Legal: Fecha: / /20
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Solicitud firmada completa para cada solicitante, que incluya todos los miembros del grupo familiar y las fuentes de ingresos
Comprobante de ingresos para cada fuente de ingresos
Si tiene ingresos muy bajos o nulos, complete la “Hoja de Trabajo de Ingreso Cero”
Declaracidn fiscal federal mas reciente si paga impuestos
GRUPO FAMILIAR: Enumere todos los nombres y las fechas de nacimiento de todos los miembros de su grupo familiar, incluido usted mismo.

*Si usted realiza la declaracidon de impuestos, su grupo familiar los incluye a usted, a su conyuge y a todos los dependientes que declare en sus
impuestos. *Si otra persona lo declara a usted como dependiente, su grupo familiar los incluye a usted, a la persona que lo declara como de-
pendiente y a cualquier otra persona enumerada en su declaracion fiscal. *Si usted no paga impuestos y no se lo declara como dependiente de
ninguna otra persona, su grupo familiar los incluye a usted, a su cényuge y a los hijos si viven con usted.

INGRESOS: Debe Bropor;ior)ar el comprobante de ingresos para cada una de las siguientes fuentes de ingresos por cada miembro del grupo famil-
iar, a fin de corroborar si retine los requisitos. Tenga en cuenta que no podemos aceptar extractos de cuentas bancarias como comprobante de
ingresos.

Empleado: Talones de pago correspondientes a las ultimas cuatro semanas O declaracion fiscal federal

Trabajo Auténomo e Ingresos por Rentas: Debe proporcionar una copia de su qdeclaracion fiscal federal mas reciente

Declaracion de beneficios actuales para:

Desempleo Seguro social TANF Indemnizacién del Trabajador
Discapacidad a largo o corto plazo Manutencién de menores/Pension alimenticia Jubilacién o renta vitalicia

Fecha de Ingresos Brutos antes de Fuente de Ingresos con
Apellido Nombre los Impuestos y las De- | Parentesco
Nacimiento ducciones Comprobante Adjunto
S ., . | Simismo
$_ —_— ) e
S _
s_ —_— e e
S
S
S
s_ —_— e e
S

Al firmar a continuacién, declaro que los datos y la informacion enumerados anteriormente son precisos y verdaderos a mi leal
saber y entender. También certifico que he incluido toda la documentacién de respaldo para cada fuente de ingresos.

Firma del paciente: Fecha: / /20

Firma del padre/tutor legal: Fecha: / /20
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Todas las personas que le hayan brindado asistencia durante los Gltimos 3 meses (de forma monetaria o no monetaria) deben completar las

Programa de Escala de Tarifa Movil

Solicitud

siguientes tablas y firmar a continuacidn para verificar qué asistencia le han brindado.

(] Si una persona le ha dado dinero para pagar los gastos a continuacion, indique cudnto ha pagado y escriba su nombre en la casilla correspondiente.

(] Si una persona le ha brindado alguno de los siguientes gastos de forma gratuita, marque “gratuito” y escriba su nombre en la casilla correspondiente.

(] Cada persona que le haya brindado asistencia en los ultimos 3 meses debe completar esta pagina.

Mes num. 1 Mes de: Mes num. 2 Mes de:
¢Cantidad o | Quién lo asisti¢ ¢ Cantidad o | Quién lo asistio
gratuito? gratuito?

Gastos de Vivienda Gastos de Vivienda

Servicios (agua/ Servicios (agua/

desagle/electricidad/ desague/electricidad/

television por cable) television por cable)

Calefaccion Calefaccion

Gastos de Comidas Gastos de Comidas

Gastos de Transporte Gastos de Transporte

Gastos de Teléfono Celular/ Gastos de Teléfono Celular/

Internet Internet

Gastos Médicos Gastos Médicos

Otros Gastos Otros Gastos

Mes num. 3 Mes de:

*Se debe completar este formulario en su totalidad; no podremos procesar su solicitud si deja partes en blanco. Si necesita brindarnos mas informacion acerca de
su situacion especifica, siéntase libre de adjuntar una carta o una declaracién a esta hoja de trabajo. Si recibe asistencia de otras agencias, adjunte las copias de

toda la asistencia que reciba.

gratuito?

¢ Cantidad o] Quién lo asistio

Gastos de Vivienda

Servicios (agua/desague/electricidad/

televisién por cable)

Calefaccion

Gastos de Comidas

Gastos de Transporte

Gastos de Teléfono Celular/Internet

Gastos Médicos

Otros Gastos

Nombre en Letra de Imprenta y Firma, o Persona que le brindé la asistencia

Nombre: Fecha: / /20

Firma: Fecha / /20
Por el presente, juro y testifico que toda la informacién anterior sobre mi es verdadera y correcta.

Firma del Paciente: Fecha: / /20

Firma del Padre/Tutor Legal: Fecha: / /20
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Hoja de Trabajo de Ingreso Cero

Programa de Escala de Tarifa Mavil

Yo, certifico que no he recibido ningln ingreso desde / /
Lugar del ultimo empleo :
__Soy estudiante de tiempo completo de mas de 18 afios.
Vivienda:
_____Mi propoa casa/propio departamento éRecibe asistencia para la vivienda? Si No
_____lacasa/el department de otra personoa Nombre del propiertario de la casa/del departamento:
_____Refugio/vivienda transitoria
___ Otro (explique):
Alimentacion:
¢Recibe Cupones Canjeables por Alimentos
___Si(Silarespuesta es si, debe adjuntar una copia de DHHS).
___No
Transporte:
____Tengo mi propio vehiculo
___Un amigo o un pariente me brinda el transporte
____Uso el transporte publico
Gastos de Comunicacion:
¢éTiene teléfono celular?  Si No
Si la respuesta es si, équién le paga el teléfono celular?
Brinde una breve descripcion de su situacion financiera actual:
Por el presente, juro y testifico que toda la informacion anterior sobre mi es verdadera y correcta.
Firma del Paciente: Fecha: / /20
Firma del Padre/Tutor Legal: Fecha: / /20
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Declaration of Ingresos

Yo, certifico que he recibido ingresos desde / /

lugar de empleo: teléfono #:

, provenientes del

. Certifico que no

puedo brindar la documentacion requerida de ingresos. Sin embargo, por el presente, autorizo a Star Community Health a co-

municarse con mi lugar de empleo y a verificar verbalmente los ingresos. Comprendo que me pueden pedir que solicite el seguro

de salud a través del mercado o fuentes estatales/federales. Comprendo que Star Community Health puede solicitar docu-

mentacidn de respaldo y cumpliré con dichas solicitudes. Ademas, certifico que la informacién incluida en este formulario y la so-

licitud es verdadera vy, en caso de que Star Community Health descubriera que es falsa, puedo resultar responsable de todos los

cargos relacionados con mi atencion médica.
Vivienda:
Mi propia casa/propio departamento ¢ Recibe asistencia para la vivienda? Si No

Si la respuesta es si, indique la cantidad:

La casa/el departamento de otra persona Nombre del propietario de la casa/del departamento:

Refugio/vivienda transitoria

Otro (explique):

Ingresos:

Salario por hora: $ . /h Me pagancada_____ Diario, ____1Semana, ___ 2 Semanas, _____
Recibo mi salarioen ____ Efectivo, ___ Cheque o ____ Depdsito Directo .

Se retienen impuestos de misalario___ Si___ No

Transporte:

____Tengo mi propio vehiculo
____Un amigo o un pariente me brinda el transporte
____Uso el transporte publico

Brinde una breve descripcidn de su situacion financiera actual:

Mensualmente

**E| solicitante auin debe completar la solicitud ademas de este formulario**

Por el presente, juro y testifico que toda la informacion anterior sobre mi es verdadera y correcta.

Firma del Paciente Fecha:

/

/20

Firma del Padre/Tutor Legal Fecha:

/

/20
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Exencion de Pago

Yo, certifico que tengo dificultad para cumplir con mis obligaciones financieras con
Star Community Health y solicito que la tarifa de $ puede ser eximido durante el periodo de tiempo que se indica a
continuacion . Comprendo que esta tarifa se anula solo después de reunirme con el asesor financiero y de recibir la aprobacién

para la exencion. Ademds, comprendo que tendré que continuar reuniéndome con el asesor financiero en cada cita que tenga en

Star Community Health, ya sea antes o después de la cita, a fin de brindar actualizaciones sobre la situacion financiera. Entiendo

que Star Community Health puede cancelar esta exencion si no cumplo con los requisitos de reunirme con el Asesor Financiero.

Brinde una breve descripcidn de su situacién financiera actual :

***Para Uso Exclusivo del Asesor Financiero***

Nombre del Asesor Financiero: Fecha: / /
Numero de Historia Clinica : Nombre del Paciente :

Fecha de nacimiento: __ / /

Exencion aprobada a partir de / / hasta__ / [/ .

El paciente se reunira con el Asesor Financiero en las siguientes fechas

***E| paciente debe presentar una copia de este formulario al personal de regis-

tro al momento de la cita, a fin de recibir la exencion de la tarifa. ***

Por el presente, juro y testifico que toda la informacion anterior sobre mi es verdadera y correcta.

Firma del Paciente:

Fecha: / /20

Firma del Padre/Tutor Legal:

Fecha: / /20

Firma del Asesor Financiero:

Fecha: / /20






s T A R Programa de Escala de Tarifa Movil

PARA USO EXCLUSIVO DEL CONSULTORIO
‘ COMMUNITY
HEALTH

Fecha de la Solicitud : / / Asesor Financiero :
Primera Revision : / / Segunda Revision : / / Tercera revision : / /
Elemento Completo Incompleto

La informacidn no es legible (Especifique el NiUm. de Pagina)

La pagina 1 no esta firmada o esta incompleta

La pagina 2 no esta firmada o estd incompleta

3 meses de talones de pago

Declaracion Fiscal Federal

Formulario de Impuestos de la Declaracion Complementaria C o de Ingresos de

Desempleo, SSI, TANF, Indemnizacidn del Trabajador, Discapacidad, Ma-
nutencién de Menores/Pensidn Alimenticia, Jubilacién/Pensién o Renta Vitalicia

La pagina 3 no esta firmada o estd incompleta

La persona que completé el formulario no firmé el testimonio

Falta informacion del mes nam.

La pagina 4 no esta firmada o esta incompleta

Esta marcada la opcidn “Otra vivienda”, pero no se brindd ninguna explicacién

Esta marcada la opcidon “Si” respecto del teléfono celular, pero no hay una expli-
cacion de quién lo paga

La descripcion breve de la situacion financiera no estd completa

Identificacion con Fotografia Escaneada en EPIC

Tarjetas del Seguro Escaneadas en EPIC

Estado de la Solicitud actualizado en EPIC

Solicitud Escaneada en EPIC

Esta solicitud se ha:

Aprobado a partir del / / , La solicitud vence el: / /

Denegado a partir del / / debido a:

He revisado esta informacion y la decision anterior se fundamenta solo en la informacion incluida en esta solicitud

Firma del Asesor: Fecha: / /20
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Sliding Fee Scale Program

Declination Statement

Last/First Name:

Social Security#

Date of Birth:

Mailing Address:

City:

St: Zip Code:

Phone#

Message Phone# (Appt Reminders)

|:| | Do not wish to comply with or apply to the sliding scale requirements.

Because you do not wish to apply or comply with the requirements to apply for our sliding fee scale discount, you are choosing to
be a self pay patient. This means that you will pay $75.00 up front at the time of service and you will be responsible for any and all

balances due after the provider’s charges for your visit are entered. You will also be responsible for any lab and/or x-ray/diagnostic
charges for today’s visit. Any discount for office charges or lab charges are not applicable and you will not receive a discount for

these charges in the event that a future sliding scale application is completed.

Patient Signature:

Date: / /20

Parent/Legal Guardian Signature:

Date: / /20







Poverty Guidelines, all states (except Alaska and Hawaii)

2020 Annual
Household
/Family Size 50%  *100%* 125% 130%  133%  135%  138% 150%  175% 185% 200% 250% 300% 400%
1 6,380  $12,760 15,950 16,588 16,971 17,226 17,609 19,140 22,330 23,606 25,520 31,900 38,280 51,040
2 8,620 $17,240 21,550 22,412 22,929 23,274 23,791 25860 30,170 31,894 34,480 43,100 51,720 68,960
3 10,860  $21,720 27,150 28,236 28,888 29,322 29,974 32,580 38,010 40,182 43,440 54,300 65,160 86,880
4 13,100  $26,200 32,750 34,060 34,846 35,370 36,156 39,300 45,850 48,470 52,400 65,5500 78,600 104,800
5 15,340  $30,680 38,350 39,884 40,804 41,418 42,338 46,020 53,690 56,758 61,360 76,700 92,040 122,720
6 17,580  $35,160 43,950 45,708 46,763 47,466 48,521 52,740 61,530 65,046 70,320 87,900 105,480 140,640
7 19,820  $39,640 49,550 51,532 52,721 53,514 54,703 59,460 69,370 73,334 79,280 99,100 118,920 158,560
8 22,060  $44,120 55,150 57,356 58,680 59,562 60,886 66,180 77,210 81,622 88,240 110,300 132,360 176,480
9 24,300  $48,600 60,750 63,180 64,638 65,610 67,068 72,900 85050 89,910 97,200 121,500 145,800 194,400
10 26,540  $53,080 66,350 69,004 70,596 71,658 73,250 79,620 92,890 98,198 106,160 132,700 159,240 212,320
Poverty Guidelines, all states (except Alaska and Hawaii)
2020 Monthly
Household
/Family Size 50% *100%* 125% 130%  133%  135%  138% 150%  175% 185% 200% 250% 300% 400%
1 532 $1,063 1,329 1,382 1,414 1,436 1,467 1,595 1,861 1,967 2,127 2,658 3,190 4,253
2 718 $1,437 1,796 1,868 1,911 1,940 1,983 2,155 2,514 2,658 2,873 3,592 4,310 5,747
3 905 $1,810 2,263 2,353 2,407 2,444 2,498 2,715 3,168 3,349 3,620 4,525 5,430 7,240
4 1,092 $2,183 2,729 2,838 2,904 2,948 3,013 3,275 3,821 4,039 4,367 5,458 6,550 8,733
5 1,278 $2,557 3,196 3,324 3,400 3,452 3,528 3,835 4,474 4,730 5,113 6,392 7,670 10,227
6 1,465 $2,930 3,663 3,809 3,897 3,956 4,043 4,395 5128 5,421 5,860 7,325 8,790 11,720
7 1,652 $3,303 4,129 4,294 4393 4,460 4,559 4955 5,781 6,111 6,607 8,258 9,910 13,213
8 1,838 $3,677 4,596 4,780 4,890 4,964 5074 5515 6,434 6,802 7,353 9,192 11,030 14,707
9 2,025 $4,050 5,063 5265 5387 5468 5589 6075 7,088 7,493 8,100 10,125 12,150 16,200
10 2,212 $4,423 5,529 5750 5883 5972 6,104 6,635 7,741 8,183 8,847 11,058 13,270 17,693





Poverty Guidelines: Alaska

2020 Annual
Household/

Family Size 25% 50% 75% 100% 125% 133% 135% 138% 150% 175% 185% 200% 225% 250%
1 3,988 3,988 7,975  $15950 19,938 21,214 21,533 22,011 23,925 27,913 29,508 31,900 35,888 39,875
5,388 5,388 10,775 $21,550 26,938 28,662 29,093 29,739 32,325 37,713 39,868 43,100 48,488 53,875
3 6,788 6,788 13,575  $27,150 33,938 36,110 36,653 37,467 40,725 47,513 50,228 54,300 61,088 67,875
4 8,188 8,188 16,375  $32,750 40,938 43,558 44,213 45,195 49,125 57,313 60,588 65,500 73,688 81,875
5 9,588 9,588 19,175  $38350 47,938 51,006 51,773 52,923 57,525 67,113 70,948 76,700 86,288 95,875
6 10,988 10,988 21,975  $43,950 54,938 58,454 59,333 60,651 65,925 76,913 81,308 87,900 98,888 109,875
7 12,388 12,388 24,775  $49,550 61,938 65,902 66,893 68,379 74,325 86,713 91,668 99,100 111,488 123,875
8 13,788 13,788 27,575  $55,150 68,938 73,350 74,453 76,107 82,725 96,513 102,028 110,300 124,088 137,875
9 15,188 15,188 30375  $60,750 75,938 80,798 82,013 83,835 91,125 106,313 112,388 121,500 136,688 151,875
10 16,588 16,588 33,175  $66,350 82,938 88,246 89,573 91,563 99,525 116,113 122,748 132,700 149,288 165,875
11 17,988 17,988 35975  $71,950 89,938 95,694 97,133 99,291 107,925 125,913 133,108 143,900 161,888 179,875
12 19,388 19,388 38,775  $77,550 96,938 103,142 104,693 107,019 116,325 135,713 143,468 155,100 174,488 193,875
13 19,995 19,995 39,990  $79,980 99,975 106,373 107,973 110,372 119,970 139,965 147,963 159,960 179,955 199,950
14 21,345 21,345 42,690  $85380 106,725 113,555 115,263 117,824 128,070 149,415 157,953 170,760 192,105 213,450

Poverty Guidelines: Alaska

2020 Monthly
Household/

Family Size 25% 50% 75% 100% 125% 133% 135% 138% 150% 175% 185% 200% 225% 250%
1 332 332 665 $1,329 1,661 1,768 1,794 1,834 1,994 2,326 2,459 2,658 2,991 3,323
2 449 449 898 $1,796 2,245 2,388 2,424 2,478 2,694 3,143 3,322 3,592 4,041 4,490
3 566 566 1,131 $2,263 2,828 3,009 3,054 3,122 3,394 3,959 4,186 4,525 5,091 5,656
4 682 682 1,365 $2,729 3,411 3,630 3,684 3,766 4,094 4,776 5,049 5,458 6,141 6,823
5 799 799 1,598 $3,196 3,995 4,250 4,314 4,410 4,794 5,593 5,912 6,392 7,191 7,990
6 916 916 1,831 $3,663 4,578 4,871 4,944 5,054 5,494 6,409 6,776 7,325 8,241 9,156
7 1,032 1,032 2,065 $4,129 5,161 5,492 5,574 5,698 6,194 7,226 7,639 8,258 9,291 10,323
8 1,149 1,149 2,298 $4,596 5,745 6,112 6,204 6,342 6,894 8,043 8,502 9,192 10,341 11,490
9 1,266 1,266 2,531 $5,063 6,328 6,733 6,834 6,986 7,594 8,859 9,366 10,125 11,391 12,656
10 1,382 1,382 2,765 $5,529 6,911 7,354 7,464 7,630 8,294 9,676 10,229 11,058 12,441 13,823
11 1,499 1,499 2,998 $5,996 7,495 7,974 8,094 8,274 8,994 10,493 11,092 11,992 13,491 14,990
12 1,616 1,616 3,231 $6,463 8,078 8,595 8,724 8,918 9,694 11,309 11,956 12,925 14,541 16,156
13 1,666 1,666 3,333 $6,665 8,331 8,864 8,998 9,198 9,998 11,664 12,330 13,330 14,996 16,663
14 1,779 1,779 3,558 $7,115 8,894 9,463 9,605 9,819 10,673 12,451 13,163 14,230 16,009 17,788






Poverty Guidelines: Hawaii

2020 Annual
Household
[Family Size  25% 50% 75% 100%  125%  133% 135%  138%  150%  175%  185%  200%  225%  250%
1 3,670 7,340 11,010 $14,680 18,350 19,524 19,818 20,258 22,020 25,690 27,158 29,360 33,030 36,700
2 4,958 9,915 14,873 $19,830 24,788 26,374 26,771 27,365 29,745 34,703 36,686 39,660 44,618 49,575
3 6,245 12,490 18,735 $24,980 31,225 33,223 33,723 34,472 37,470 43,715 46,213 49,960 56,205 62,450
4 7,533 15,065 22,598 $30,130 37,663 40,073 40,676 41,579 45,195 52,728 55,741 60,260 67,793 75,325
5 8,820 17,640 26,460 $35,280 44,100 46,922 47,628 48,686 52,920 61,740 65,268 70,560 79,380 88,200
6 10,108 20,215 30,323 $40,430 50,538 53,772 54,581 55,793 60,645 70,753 74,796 80,860 90,968 101,075
7 11,395 22,790 34,185 $45,580 56,975 60,621 61,533 62,900 68,370 79,765 84,323 91,160 102,555 113,950
8 12,683 25,365 38,048 $50,730 63,413 67,471 68,486 70,007 76,095 88,778 93,851 101,460 114,143 126,825
9 13,970 27,940 41,910 $55,880 69,850 74,320 75,438 77,114 83,820 97,790 103,378 111,760 125,730 139,700
10 15,258 30,515 45,773 $61,030 76,288 81,170 82,391 84,221 91,545 106,803 112,906 122,060 137,318 152,575
11 16,545 33,090 49,635 $66,180 82,725 88,019 89,343 91,328 99,270 115,815 122,433 132,360 148,905 165,450
12 17,833 35,665 53,498 $71,330 89,163 94,869 96,296 98,435 106,995 124,828 131,961 142,660 160,493 178,325
13 18,400 36,800 55,200 $73,600 92,000 97,888 99,360 101,568 110,400 128,800 136,160 147,200 165,600 184,000
14 19,643 39,285 58,928 $78,570 98,213 104,498 106,070 108,427 117,855 137,498 145,355 157,140 176,783 196,425
Poverty Guidelines: Hawaii
2020 Monthly
Household/
Family Size  25% 50% 75% 100%  125%  133% 135%  138%  150%  175%  185%  200%  225%  250%
1 306 612 918 $1,223 1,529 1,627 1,652 1,688 1,835 2,141 2,263 2,447 2,753 3,058
2 413 826 1,239 $1,653 2,066 2,198 2,231 2,280 2,479 2,892 3,057 3,305 3,718 4,131
3 520 1,041 1,561 $2,082 2,602 2,769 2,810 2,873 3,123 3,643 3,851 4,163 4,684 5,204
4 628 1,255 1,883 $2,511 3,139 3,339 3,390 3,465 3,766 4,394 4,645 5,022 5,649 6,277
5 735 1,470 2,205 $2,940 3,675 3,910 3,969 4,057 4,410 5,145 5,439 5,880 6,615 7,350
6 842 1,685 2,527 $3,369 4,211 4,481 4,548 4,649 5,054 5,896 6,233 6,738 7,581 8,423
7 950 1,899 2,849 $3,798 4,748 5,052 5,128 5,242 5,698 6,647 7,027 7,597 8,546 9,496
8 1,057 2,114 3,171 $4,228 5,284 5,623 5,707 5,834 6,341 7,398 7,821 8,455 9,512 10,569
9 1,164 2,328 3,493 $4,657 5,821 6,193 6,287 6,426 6,985 8,149 8,615 9,313 10,478 11,642
10 1,271 2,543 3,814 $5,086 6,357 6,764 6,866 7,018 7,629 8,900 9,409 10,172 11,443 12,715
11 1,379 2,758 4,136 $5,515 6,894 7,335 7,445 7,611 8,273 9,651 10,203 11,030 12,409 13,788
12 1,486 2,972 4,458 $5,944 7,430 7,906 8,025 8,203 8,916 10,402 10,997 11,888 13,374 14,860
13 1,533 3,067 4,600 $6,133 7,667 8,157 8,280 8,464 9,200 10,733 11,347 12,267 13,800 15,333
14 1,637 3,274 4911 $6,548 8,184 8,708 8,839 9,036 9,821 11,458 12,113 13,095 14,732 16,369
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