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Purpose:  

It is the policy of Saint Anthony Hospital (SAH) to ensure a socially just practice for billing of all patients receiving 

care at Saint Anthony Hospital.  Many of the patients are billed according to the rates negotiated by their insurance 

plan. 

 

Policy: 

This policy is specifically designed to address the billing and collection practices for uninsured patients who 

received care within SAH. 

 

Definitions: 

For the purposes of this Policy, the following definitions apply: 

– “Patient” shall mean those persons who receive care at SAH or one of its locations and the person who is 

financially responsible for the care of the patient.  

– “Uninsured Patients” are defined as all persons who are uninsured or do not otherwise qualify for any 

governmental or private program that provides coverage for any of the services rendered and do not 

qualify for 100% charity care but do qualify for partial charity in the form of a discount of their charges 

for hospital services based on a substantive assessment of their ability to pay, such as total income, 

number of family members, disability considerations, etc. 

 

Procedure: 

1. All billing and collection practices will reflect our commitment to and reverence for individual human dignity 

and the common good, our special concern for and solidarity with poor and vulnerable persons, and our 

commitment to distributive justice and stewardship.  

2. This policy applies to all medically necessary services provided in the inpatient acute, outpatient and behavioral 

health care settings. 

 

3. SAH will ensure that: 

a. Its employees and agents behave in a manner that reflects the policies and values of a Catholic-

sponsored facility, including treating Patients and their families with dignity, respect and compassion.  

b. Patients receive prompt access to charge information for any item or service provided. (See 

Policy/Procedure Patient Access H1.0.) 

c. Patients and their families are advised of SAH’s applicable policies, including charity care and the 

availability of need-based financial assistance in easily understood terms, as well as in any language 

commonly used by Patients in the community.  

d. Patients who do not qualify for charity care, but are in need of financial assistance, are offered 

appropriate extended payment terms or other payment options that take into account the Patient’s 

financial status. (See Policy/Procedure # ADM 222) 

e. Outstanding balances on Patient accounts are pursued fairly and consistently, in a manner that reflects 

the values and commitments of a Catholic-sponsored facility in the community it serves.  

f. Financial counselors are reasonably available to all Patients. 

g. Information is posted in the admitting and registration areas, including the Emergency Room, regarding 

financial assistance and charity care policies. 
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4. Charity Care  

a. Patients with income less than or equal to 200% of the Federal Poverty Level (”FPL”), which may be 

adjusted by the hospital for cost of living utilizing the local wage index compared to national wage 

index, will be eligible for 100% charity care write-off of the charges for services. 

b. At a minimum, Patients with incomes above 200% of the FPL but not exceeding 400% of the FPL, 

subject to local wage index adjustments as described in Section 4(a), will receive a discount on the 

services provided to them based on a sliding scale.  

c. Applications for charity will be accepted and eligibility for charity care will be determined at any point 

in the revenue cycle. 

d. Presumptive charity will be given to patients who demonstrate one or more of the following: 

a. Homelessness  

b. Deceased with no estate 

c. Mental incapacitation with no one to act on patient’s behalf 

d. Medicaid eligibility, but not on date of service or for non-covered 

e. Enrollment in the following assistance programs for low-income individuals having eligibility 

criteria at or below 200% of the federal poverty guidelines: 

i. Woman, Infants and Children Program( WIC) 

ii. Supplemental Nutrition Assistance Program (SNAP) 

iii. Illinois Free Lunch and Breakfast Program 

iv. Low Income Home Energy Assistance Program (LIHEAP) 

v. Enrollment is an organized community-based program providing access to medical care 

that assesses and documents limited low-income financial status as a criterion for 

membership 

vi. Receipt of grant assistance for medical services 

In addition, the following criteria may be used to determine presumptive eligibility on a case by case basis: 

 Recent personal bankruptcy 

 Incarceration in a penal institution 

 Affiliation with a religious order and vow of poverty 

 Enrollment is the following assistance programs for low-income individuals 

 

e.  SAH will provide an appeal process for Patients and families to appeal decisions on charity care (See 

Exhibit #1). 

 

5.   Uninsured Patients with the Ability to Pay 

Uninsured Patients with the ability to pay will be provided a discount as identified in ADM Policy, 222. 
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6. Collection Practices 

a. Liens on personal residences are not permitted under any circumstances. 

b. Garnishments of wages are permitted only if: 

i. The Patient does not qualify for charity under Section 4 of this Policy, and a court determines 

that the Patient’s wages are sufficient for garnishment. 

ii. Garnishment pursued by a collection agency or other representative of the hospital has had prior 

review and approval from executive management of the hospital. (See Policy # PFS G1.2.) 

c. SAH will not pursue an involuntary bankruptcy proceeding against a Patient as a result of its collection 

efforts on Uninsured Patients. 

 d. Neither SAH, nor a collection agency, or other representative working on behalf of the       hospital 

may take any actions that would cause a bench warrant, an order issued by a judge or court for the 

arrest of a person (also called body attachments), to be issued. 
   

e. No interest charges will be assessed by SAH. 
 

f. Management is accountable to ensure that all collection policies follow the federal Fair Debt and 

Collection Practices Act and the Illinois Patient Fair Billing Act. 
 

 

g. All hospital collection agency agreements will be amended to incorporate the required language (as 

notice to the collection agency) of SAH’s policies and procedures regarding billing and collection 

practices for Uninsured Patients including the values-based manner in which all contacts with Patients 

and families are to be conducted. 

    

CHARITY APPLICATION PROCESS  

 

1. Charity will be given to all Patients with the MANG application process who have been denied. 

 

2. The discount to Uninsured Patients discussed in Procedure #5 above and Process #17 below will be 

applied to the total charges before the bill is sent to the Patient.  Any charity discount in excess of the 

uninsured discount will be applied to the total gross charge amount as well. 

 

3. The financial assessment should include all outstanding self-pay accounts. 

 

4. All working persons in the household must provide at least one of the following pieces of information:  

(Only include the income of those legally responsible for the Patient, i.e., If a Patient has reached the age of 

majority but still lives with his/her parent(s), do not include the parent’s income). 

 

5. All working person in the household must provide at least one of the following pieces of information:  

(Only include the income of those legally responsible for the Patient, i.e., If a Patient has reached the age of 

majority but still lives with his/her parent(s), do not include the parent’s income). 

 

 Copy of the previous year’s W2, 1040 and any other applicable tax forms that were filed; or 

 

 Copies of the last three (3) paycheck stubs from the employer. (Occasionally the Patient will state 

that he/she or spouse is paid cash and does not receive a check from the employer.  In this instance, 

we would need a letter from the employer on letterhead stating hours worked per week, how often 

paid, and how much paid.) (The most recent information is always used to process application.); or 
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 Copies of Social Security check if they are receiving a check or award letter. 

 

6. All legally responsible unemployed persons in the home must provide the following: 

 

 Copies of unemployment checks or the award letter; and 

 

 Room and board letter from person paying for the household expenses of the Patient. 

 

Once a Patient is approved for charity, they will continue to be eligible for charity care for six (6) months 

from the approval date without reapplying. 

 
7. When information is received from the Patient, the representative completes the  

      Financial Assistance Application Form using the Federal Poverty Level (FPL) guidelines. 

 

8. The charity application and all supporting documentation will be maintained in the Patient Financial 

Services Department in accordance with its record retention requirements. 

 
9. Failure to comply with the payment arrangement terms of any remaining balances after the charity 

adjustment is applied may result in the claim being referred to an outside collection agency.  The discount will 

still apply. 

 

10. Decisions are reported to the applicant utilizing the applicable form letter (Exhibits 3 and 4).  Patients will 

also receive a copy of SAH’s appeal policy (Exhibit 1).  Decisions are generally made within fourteen (14) 

days of receipt of necessary information.   

 

11. The application for hospital financial assistance must be completed and signed by the Patient and/or 

guarantor (Exhibit 2). 

 

12. Family income, including, but not limited to, wages and salaries, welfare payments, Social Security 

payments, strike benefits, unemployment benefits, child support, alimony, dividends and interest must be 

disclosed. 

 

13. Hospital charity care is based on the FPL (Exhibit 5) guidelines with a sliding scale adjustment as follows: 

   

  Up to 200% over Poverty Standard receive 100% discount off of gross charges 

  Up to 250% over Poverty Standard receive a 90% discount off of gross charges 

  Up to 300% over Poverty Standard receive an 80% discount off of gross charges 

  Up to 350% over Poverty Standard receive a 70% discount off of gross charges 

  Up to 400% over Poverty Standard receive a 60% discount off of gross charges 

 

Patients above 400% of the FPL will receive a discount as indicated in ADM Policy 222. 
 

 17. If a Patient is eligible for either charity or an uninsured discount and a package    

 price, the Patient will pay whichever is the lower amount. 
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Exhibit 1 

 
 
 

APPEAL POLICY FOR CHARITY APPLICATIONS 

 

Should a Patient or designated surrogate representative wish to appeal the decision of Saint Anthony Hospital 

regarding their application for charity, the following procedure will be followed: 

 

1. The Patient and/or designated surrogate representative will contact either the Chief Financial Officer or 

Vice President of Mission in writing stating why they feel their request should not have been denied. 

 

2. The Patient and/or designated surrogate representative will provide all relevant information regarding both 

the application for financial assistance and additional information that is the basis for their appeal. 

 

3. This information will be reviewed by the Appeal Review Committee consisting of the CFO or designee, the 

Vice President of Mission and one other Vice President. 

 

4. A recommendation from the Appeal Review Committee will be communicated to the CEO. 

 

5. After review of the recommendation from the Appeal Review Committee, the CEO will make a final 

decision.  

 



 

Exhibit 2 

Financial Assistance Application 

 

Saint Anthony Hospital 
Financial Assistance Application 

Important: YOU MAY BE ABLE TO RECEIVE FREE OR DISCOUNTED CARE: Completing this application will help Saint Anthony Hospital 
determine if you can receive free or discounted services or other public programs that can help pay for your healthcare. Please submit this 
application to the hospital. 
 
IF YOU ARE UNINSURED, A SOCIAL SECURITY NUMBER IS NOT REQUIRED TO QUALIFY FOR FREE OR DISCOUNTED CARE. However, a Social 
Security Number is required for some public programs, including Medicaid. Providing a Social Security Number is not required but will help 
the hospital determine whether you qualify for any public programs. 
 
Please complete this form and submit it to the hospital in person, by mail, by electronic mail, or by fax to apply for free or discounted care 
within 60 days following the date of discharge or receipt of outpatient care. 
 
Patient acknowledges that he or she has made a good faith effort to provide all information requested in the application to assist the 
hospital in determining whether the patient is eligible for financial assistance. 

 

 
Patient Information: 
 
Patient Name: ______________________________________________ 

Patient Date of Birth: ______________________ 

Patient Address: ___________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Patient an Illinois resident at time of service?  (circle one)   YES NO 

Patient involved in an alleged accident?   (circle one)   YES NO 

Patient victim of an alleged crime?   (circle one)   YES NO 

Patient Social Security Number (not required if uninsured): ________________________________________ 

Patient telephone or cell phone number: _______________________________________________________ 

Patient email address (if applicable): ___________________________________________________________ 

 

If applicable: Guarantor Information (if patient is a minor or spouse/partner is responsible for patient): 

Guarantor Name: ______________________________________________ 

Guarantor Address: _______________________________________________________________________________ 

________________________________________________________________________________________________ 

Guarantor telephone or cell phone number: ___________________________________________________________ 

 

Family Household Information: 

Number of persons in the patient’s family/household: ________________ 

Number of persons who are dependent of the patient: ________________ 

List the ages of the dependents in the household: 

Age

Dependent        1

Dependent        2

Dependent        3

Dependent        4

Dependent        5

Dependent        6

Dependents

 

Patient’s Family Income and Employment Information: 

Patient – are you employed?        (circle one)   YES NO 
If yes, please complete the following: 

Name of employer: ______________________________________________________ 

Address of employer: _____________________________________________________________________________ 

________________________________________________________________________________________________ 

Telephone number of employer: ________________________________________ 



 
Spouse of patient – are you employed?       (circle one)   YES NO 
If yes, please complete the following: 

Name of employer: ______________________________________________________ 

Address of employer: _____________________________________________________________________________ 

________________________________________________________________________________________________ 

Telephone number of employer: ________________________________________ 

If the patient is a minor, is the parent or guardian of the minor employed?  (circle one)   YES NO 
If yes, please complete the following: 

Name of employer: ______________________________________________________ 

Address of employer: _____________________________________________________________________________ 

________________________________________________________________________________________________ 

Telephone number of employer: ________________________________________ 

If the patient is a minor, is the other parent or guardian of the minor employed? (circle one)   YES NO 
If yes, please complete the following: 

Name of employer: ______________________________________________________ 

Address of employer: _____________________________________________________________________________ 

________________________________________________________________________________________________ 

Telephone number of employer: ________________________________________ 

Marital status of the patient (please circle one): 

Single 

Married 

Widowed 

Separated* 

Divorced* 

*If the patient is separated or divorced, is the financial responsibility for medical care set forth in the dissolution 

agreement or court order?      (circle one)   YES NO 

Gross monthly family income: 

$ Total household employment income (including self employed)

$ Unemployment compensation

$ Social Security

$ Social Security Disability

$ Veterans' pension

$ Veterans' disability

$ Private disability

$ Workers' Compensation

$ Temporary Assistance for Needy Families

$ Retirement Income

$ Child Support, alimony or other spousal support

$ Other Income

$ Total gross monthly family income  
Please provide documentation of the following: Are you enrolled in any of the following? (circle all that apply)

Paycheck stubs Women, Infants and Children Nutrition Program (WIC)

Benefit statements Supplemental Nutrition Assistance Program (SNAP)

Award letters Illinois Free Lunch and Breakfast Program

Court orders Low Income Home Energy Assistance Program (LIHEAP)

Federal tax returns Any community-based program that provides assess to medical care based on low-income financial status

Other documentation in support of income Receipt of grant assistance for medical services

Temporary Assistance for Needy Families (TANF)

IHDA's Rental Housing Support Program  

Insurance/Benefit Information: 

Does the patient have medical insurance?       (circle one)   YES NO 

If yes, please specify: 

Type of coverage (please circle one): 
Health  Medicare   Medicare Part D   Medicare Supplement  Medicaid

 Veterans’ 

Insured Member Name: ______________________________________ 

Insurance Co. Name: ______________________________________________Phone #:  ___________________ 



 
Subscriber ID: ________________________________Group #: ________________ 

 Asset and estimated asset value information: 

$ Checking

$ Savings

$ Stocks

$ Certificates of deposit

$ Mutual funds

$ Health savings/Flexible spending account

$ Real property 

Do you own a home or property ?                                Yes or No

$ Automobiles or other vehicles

Make: __________________ Model: __________ Year: _____

Make: __________________ Model: __________ Year: _____

Make: __________________ Model: __________ Year: _____

$ Total assets and estimated assets information  
Monthly expense information and estimated expense figures: 

$ Housing (rent or mortgage) 

$ If nothing, please explain:

$ Utilities

$ Gas

$ Electric

$ Phone

$ Food

$ Transportation (car/bus fare/etc.)

$ Child Care

$ Loans (student/payday/etc.)

$ Medical expenses

$ Other expenses

$ Total monthly expense information  
I certify that the information in this application is true and correct to the best of my knowledge. I will apply for any state, federal or local 

assistance for which I may be eligible to help pay for this hospital bill. I understand that the information provided may be verified by the 

hospital, and I authorize the hospital to contact third parties to verify the accuracy of the information provided in this application. I 

understand that if I knowingly provide untrue information in this application, I will be ineligible for financial assistance, any financial 

assistance granted to me may be reversed, and I will be responsible for the payment of the hospital bill. 

Patient or applicant’s signature: _____________________________________________  Date: _____________ 

If a patient meets the presumptive eligibility criteria of Saint Anthony Hospital or is otherwise presumptively eligible by virtue of the 

patient's family income, the patient shall not be required to complete the portions of the application addressing the monthly expense 

information and estimated expense figures. 

PLEASE NOTE: THIS APPLICATION IS FOR HOSPITAL SERVICES ONLY. YOU MAY RECEIVE A BILL FOR THE 

PHYSICIAN SERVICES. 

Internal Use Only: 
Application Date: _____________ 
MRN: ___________      Visit ID Numbers: ____________________________________________________________ 
Approved %: __________________   Denied/Reason: _________________   Patient’s Balance Due: _____________ 
 
 

Effective: 1/1/14 
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        Saint Anthony Hospital 
        Patient:  ___________________________ 

        Account #:  ________________________ 

        Admission Date:  ___________________ 

        Discharge Date:  ____________________ 

        Balance:  __________________________ 

 

 

Dear ________________________________, 

 

We are sorry to advise you that your income exceeds the limits of our policy for granting charity. We must, 

therefore, advise you that your application for charity has been denied.  If you believe this decision is inaccurate, 

you may appeal by x, y, z.   

 

Please contact your Patient Representative to set up suitable payment arrangements on the outstanding balance of $.                                                  

 

If you should have any questions regarding this bill, the Business Office is open Monday through Friday, between 

8:00 a.m. and 4:30 p.m. 

 

Sincerely, 

 

 

 

 

Patient Representative 

(773)  484-4800, extension _________ 
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         Patient:  _____________________ 

         Account #:  __________________ 

 

 

 

 

 

Dear ________________________________, 

 

We are pleased to advise you that charity has been approved for the above account. 

 

Saint Anthony Hospital will provide assistance equal to %                           of the outstanding balance. 

 

You will be held responsible for the remaining balance of $                                            payable as agreed to by you 

and your Account Representative. 

 

Please call your Account Representative within ten (10) days to make suitable payment arrangements. 

 

If you should have any questions, please call the Business Office, Monday through Friday, between 8:00 a.m. and 

4:30 p.m. 

 

Sincerely, 

 

 

 

 

Account Representative 

(773)  484-4800, extension _________ 
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Saint Anthony Hospital

Based on 2015 Federal Poverty Guidelines

Effective January 19, 2017

Family Unit

100% 

Discount

90% 

Discount

80% 

Discount

70% 

Discount

60% 

Discount

up to 

200% of 

Poverty 

Level 

income

201% to 

250% of 

poverty 

Level 

income

251% to 

300% of 

poverty 

Level 

Income

301% to 

350% of 

Poverty 

Level 

Income

351% to 

400% of 

Poverty 

Level 

Income

1 12,060$  24,121$     30,151$    36,181$    42,211$    

24,120$  30,150$     36,180$    42,210$    48,240$    

2 16,240$  32,481$     40,601$    48,721$    56,841$    

32,480$  40,600$     48,720$    56,840$    64,960$    

3 20,420$  40,841$     51,051$    61,261$    71,471$    

40,840$  51,050$     61,260$    71,470$    81,680$    

4 24,600$  49,201$     61,501$    73,801$    86,101$    

49,200$  61,500$     73,800$    86,100$    98,400$    

5 28,780$  57,561$     71,951$    86,341$    100,731$  

57,560$  71,950$     86,340$    100,730$  115,120$  

6 32,960$  65,921$     82,401$    98,881$    115,361$  

65,920$  82,400$     98,880$    115,360$  131,840$  

7 37,140$  74,281$     92,851$    111,421$  129,991$  

74,280$  92,850$     111,420$  129,990$  148,560$  

8 41,320$  82,641$     103,301$  123,961$  144,621$  

82,640$  103,300$    123,960$  144,620$  165,280$  

For family units of more than eight persons, add $4,180 for each additional family member.


