
















































Statement of Financial Policy

Bristol Hospital expects payment in full for all
services rendered within 3 months of service date,
unless other arrangements are made. All claims
with verified insurance coverage and assigned
benefits will be billed by the Hospital to the
insurance company as a service to its patients.
The patient is always ultimately responsible for
payment of services received.
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Financial Assistance 

Policy: 

Bristol Hospital is committed to providing financial assistance to the community by 

reducing fees to qualifying patients. 

Definition: 

The following definition is applicable to all sections of this Policy: 

Patient Assets: All interests of the Obligor in property other than income that is 

readily convertible into cash including, but not limited to, bank accounts; trust 

accounts; tax refunds; investment accounts; stocks and bonds; bankruptcy, probate 
and insurance claims; and accounts receivable, but excluding any retirement plan 

such as a 403.(k) plan, Keogh plan, and profit sharing plan, established and 

maintained to provide for retirement benefits through yearly tax deductible 

contributions to the plan. Also included for consideration are owned homes and 

vehicles (the primary residence and one car will be excluded). 

GUIDELINES AND ALLOCATION PLAN  

Reduction will be based on family income and size (see Addendum). 100% financial 
assistance will be provided to patients whose income is 100% (1x) of the Federal 
Poverty Guidelines (FPG) or lower. Patients above 100% of the FPG and up to 
250% of the FPG are eligible for a sliding scale discount. In calculating family 

income, considerations will be given to patient assets, income and current 

indebtedness. 



Family members consist of patient, spouse, biological children, adopted children, or 
other verifiable dependents. The Federal Income Tax Return will confirm dependent 

status for self-employed individuals. If the dependent's guarantors are divorced, a birth 
certificate may be used for confirmation of dependent status. 

All applicants are required to secure benefits from any third party coverage plan and/or 

apply and receive determination for State assistance available before requesting a 

reduction. No applications will be accepted until the Hospital receives proof of benefits 
or lack thereof. 

All applicants are required to complete the application process according to the 
Hospital policy. Eight 8) weeks of pay stubs, a single stub with year-to-date total, or ,a 
notarized statement of unemployment are required. ed. Patients receiving Social Security 
Income w I need to submit the letter they r eceive from Medicare stating their benefits 
or a full month's worth f bank statements. Each applicant completing the application 
process will receive a written letter of eligibility determination. 

All outst nding patient balances that are 9 days or younger that are active on the 
receivable at the time of determination 	be considered for reduction. Accounts 
previously placed in bad debt or that may have other income adjustments will not be 

considered for reduction. All reductions will be applied to balances after any third party 
activity has occurred (i.e., insurance payment or denial). 

All patients with services other than outpatient mental health and other recurring 
services will be required to reapply for each new service episode. Approved reductions 

will be re-evaluated every six months for outpatient mental health patients and other 
recurring services. It is the patient's responsibility to inform Bristol Hospital of any 
changes, including coverage issues. If the level of assistance is changed, it will only 
apply to balances from the re-application period onward. 

ADMINISTRATIVE RESPONSIBILITY 

It is the responsibility of the Manager of Patient Financial Services to comply with the 
Hospital policy guideline governing the distribution of financial assistance reductions. 

The Manager of Patient Financial Services is responsible for all application 

determination and allowance procedures. 

Allowances will be administered via monthly log and will be submitted timely to the 

Director of Patient Financial Services and Revenue Cycle. 

Reductions over $5,000 will require the approval of the Chief Financial Officer. 



The Hospital will annually report the number of applicants for financial assistance, the 
number of approved applicants, and the total and average charges and costs of the 
amount of financial assistance provided to the Office of Health Care Access (OHCA). 

The Director of Patient Financial Services and Revenue Cycle will review and approve 
any requested exceptions  in the administration of changes in the reduction process in 
conjunction with the Chief Financial Officer. 

The Hospital Controller, along with the Director of Reimbursement, is responsible for 

all calculations required by this policy including fee scales and financial assistance 
allocation, and the monitoring and quarterly written communication of compliance 

standards to OHCA. The hospital shall make available and prominently post in a place 

and manner allowing individual members of the public to easily obtain it, a one-page 

summary in English and Spanish describing hospital bed funds and how to apply for 

them. This summary is available and prominently posted in all patient registration 
areas (including the emergency room waiting room), the billing office and from any 
collection agents. 



All Payor General Billing Policy

- All patients are charged for services received according to the approved charge
master of the Hospital.

- All charges are entered by the servicing department according to the patient
account number.

- All claims are produced by the in-house computer system on the designated
uniform bill UB92.

- All claims are billed to the responsible party or third party payor based on current
requirement and within three (3) days of in-house generation.

- All patients are billed for balances appropriate according to Bristol Hospital
policy and contractual agreements.
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BRISTOLHOSPITALREDUCEDFEEPOLICY

STATEMENT OF POLICY

Bristol Hospital will administer reduced fees in the minimum amount of $500,000 per year to
inpatients, ambulatory surgery patients, outpatient recurring services, single occurrence outpatient
services with charges totaling $500.00 or greater and Counseling Center clients, in accordance with its
policy for insured balances, or any uninsured balances. Effective October 1, 1996, there will be no
$500.00 minimum required for uninsured patients.

GUIDELINES AND ALLOCATION PLAN

Reduction will be determined on a first come first serve basis. 100% financial assistance will be
provided to patients whose income is 100% of the Federal Poverty Guidelines (FPG) or lower. Patients
above 100% of the FPG and up to 250% of the FPG are eligible for a sliding scale discount. Exceptions will
be considered based on individual circumstances and will require the review and approval of the Director
of Patient Business Services.

Income will be evaluated on eight (8) consecutive weeks of gross earnings, verified by paycheck
stubs, signed letter of income verification from the employer, official unemployment history report,
notarized statements or federal income tax return if self-employed. Income will be calculated by
totaling up the 8 consecutive weeks of gross earnings divide that number by 8, then multiply that
number by 52 weeks. Income will be re-evaluated after four (4) weeks of any significant financial
change for recurring services, as stated on the determination letter.

The family unit is defined as any single or married person eighteen years of age or older and spouse
or live-in boyfriend/girlfriend and dependents or the parent/step parent or guardian of a patient
under the age of eighteen, who resides in the same dwelling.

All applicants are required to secure benefits from any third party coverage plan and/or apply and
receive determination for State assistance available before requesting a reduction. No applications
will be accepted until the Hospital receives proof of benefits applied to each account balance.

All applicants are required to complete the application process according to Hospital policy. Each
applicant completing the application process will receive a written letter of eligibility determination.

All appropriate account balances within the designated scope of services and within the applicant's
guarantor account, at the time of determination will be considered for reduction. Accounts that may
have other income adjustments will not be considered for reduction. All reductions will be applied
to balances after insurance and all third-party-payor and/or administrators of other agencies have
made appropriate payments and/or determinations.

Services included in this allocation plan are those designated in this statement of policy. All
patients with services other than outpatient mental health and other recurring services will be
required to reapply at each encounter. Approved reductions will be re-evaluated every six months
for outpatient mental health patient and other recurring services. Any changes, including coverage
issues, are the patient's responsibility. Any changes in past reductions will be calculated on
balances owed at the time of re-application.
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Referrals can be made by any Hospital employee who deals with patient financial matters. Patients
will be referred directly to the Financial Assistance Department.

ADMINISTRATION AND RESPONSIBILITY

It is the responsibility of the Financial Counselor to comply with the Hospital policy guidelines
governing the distribution of Reduced Fee reductions.

The Financial Counselor is responsible for all application determinations and allowance procedures.

Allowances will be administeredvia monthly log and will be submitted timely to theAccounts Receivables
Department Supervisor.

The Financial Counselor is responsible for all the record keeping including a written log of all allowances
and pertinent information for audit purposes. Record keeping will include a copy of each application
and determination letter and proof of adjustment application.

The Director of Patient Business Services will review andapprove any requestedexceptions in the
administration of changes in the reduction process.

The accounting department is responsible for all calculations required by this policy including fee scales,
reduced fee allocation amounts and the designated detail of procedure for such, the publication of
information regarding these calculations to the public, and the monitoring and quarterly written
communication of compliance standards to the appropriate persons and/or Agencies.

Revised 04/08/0



FREE BED FUND APPLICATION PROCESS

PLEASE READ THIS CAREFULLY

Attached please find the Free Bed Fund application.

If you feel you may be eligible according to these guidelines, please bring in
the following information, along with your completed application, to the
Bristol Hospital Financial Assistance Department. This income verification
applies to all family members residing at your legal address.

 Last Income Tax Return Filed

 Statement of wages from Unemployment Compensation showing date
unemployment started, if applicable.

 Payroll stubs for the last eight- (8) consecutive weeks. If there is no
income for the last eight – (8) weeks, a notarized letter stating that no
income has been received in the last eight weeks.

This information is required to process your application. If you have any
questions or concerns regarding this process, please contact our Financial
Assistance representative at (860) 585-3534, or come in and we will be
happy to assist you with this process. The Financial Assistance Department
is open Monday through Friday 8:00 a.m. to 4:30 p.m. Thank you for your
prompt attention to this matter.



Date App. Sent:________________

BRISTOL HOSPITAL, INCORPORATED
APPLICATION FOR FREE BED FUND

Date of Request:_______________________________________

Name: _________________________________________________________________________________________
Last First M.I.

Address: _______________________________________________________________________________________
Number and Street City State Zip

Social Security Number: ____________________________Home Telephone:________________________________

Account #(‘s)____________________________________________________________________________________

List of Household Members and Their Relationship:

Name Relationship Age

_______________________________________________________________________________________________

_______________________________________________________________________________________________

I certify that the above information is true and accurate to the best of my knowledge. Further, I will make
application for any assistance (Medicaid, Medicare, Insurance, etc.) which may be available for payment of
my hospital charge and I will take any action reasonably necessary to obtain such assistance and will assign or
pay to the hospital the amount recovered for hospital charges.

I understand that this application is made so that the hospital can judge my eligibility for free bed funds. If
any information I have given proves to be untrue, I understand that the hospital may re-evaluate my financial
status and take whatever action becomes appropriate.

Applicant’s Signature: _____________________________________________________________________________

The Financial Assistant Department will respond to your request accordingly.
____________Approved: Reduction Rate: ________% of service not covered by insurance
____________Denied: ____________________________________________________________________________

_________________________________Coordinator, Financial Assistance Date____________________



BRISTOL HOSPITAL, INC.
FREE BED FUND

ELIGIBILITY DETERMINATION

Date: _____________________

Applicant’s Name: __________________________________________________________________

Address: ____________________________________________________________________________

Account Number(s): ___________________________________

Dear Client:

Your application for free bed funds has been processed. Your eligibility has been
determined as follows:

Date Completed Application Received: ______________________

Date Application Processed: ______________________________

______Approved: Reduction at _____% of charges.

Patient Amount Due: ____________________________________________________

_______________________________________________________________________

______Denied: Reason For Denial__________________________________________

________________________________________________________________________

_______________ Coordinator, Financial Assistance

__________________________________ ___________________
Maria Simmone Director Revenue Cycle

Chief Financial Officer
Cindy Beliveau
Coordinator, Financial Assistance
860-585-3878



FREE BED FUNDS
COLLECTION POLICY AND PROCEDURE

PURPOSE: To process patient balances according to Section 19a-673 of the Ct. General
Statues.

Patient accounts are considered “uninsured” as defined by the Ct. General Statues governing Free
Care. The Guarantor will need to comply with the financial arrangements assigned by Bristol
Hospital's Financial Assistance Department in order to be eligible for Free Bed Fund assistance.

The following sequence will apply:

1. A UB bill will be sent to the Guarantor at the time of billing and will include Bristol
Hospital's Free Bed Information Form.

2. The Guarantor will continue to receive monthly statements (28 days apart) and follow
regular collection policy and procedure until the Financial Department receives application
from the guarantor. The Financial Assistance department will enter action code “LL” in the
on line system to indicate the account is pending determination.

3. The Credit Department will bypass any further collection action on pending accounts and the
account will remain in a “pending Free Bed” category until further notice.

4. If the account is approved for Free Bed Funds, the discounts and adjustments are entered on
the log by the Financial Assistance Department and sent to the Pt. Receivable Manager for
data input.

If the account is denied free Bed Funds due to failure to meet Bristol Hospital's guidelines,
the account will be considered an “Insured Patient” and the Credit Department will follow
the appropriate procedures for Insured Patients including sending the final notice of
“insured” status on the unpaid balance.



REDUCED FEES APPLICATION PROCESS

PLEASE READ THIS CAREFULLY

Attached please find the Reduced Fees application.

If you feel you may be eligible, please bring in the following information, along with your
completed application, to the Bristol Hospital Financial Assistance Department. This income
verification applies to all family members residing at your legal address.

 If Self Employed Last Income Tax Return Filed.

 Statement of wages from Unemployment Compensation showing date unemployment started,
if applicable.

 Payroll stubs for the last eight- (8) consecutive weeks.

 If there is no income for the last eight – (8) weeks, a notarized letter stating that no income
has been received in the last eight weeks is required.

 State of Ct determination letter for Medicaid Services.

 Current bank statement for Savings and Checking Account(s).

 If you receive Social Security Benefits please provide the current letter from Social Security
or a most recent bank statement showing the direct deposit of the funds.

 If you receive a monthly pension check please provide proof either by providing a copy of the
check or if direct deposited please provide a copy of the bank statement showing the deposit
amount.

 If you have any stocks/bonds or investment accounts please provide current documentation
including value.

This information is required to process your application. If you have any questions or
concerns regarding this process, please contact our Financial Assistance representative at (860)
585-3534, or come in and we will be happy to assist you with this process. The Financial
Assistance Department is open Monday through Friday 8:00 a.m. to 4:30 p.m. Thank you for
your prompt attention to this matter.



Date App. Sent:________________

BRISTOL HOSPITAL, INCORPORATED
APPLICATION FOR REDUCED FEES

Date of Request:_______________________________________

Name: _________________________________________________________________________________________
Last First M.I.

Address: _______________________________________________________________________________________
Number and Street City State Zip

Social Security Number: ____________________________Home Telephone:________________________________

Account #(‘s)____________________________________________________________________________________

 Please list any property you may own this includes, homes, vehicles, recreational vehicles,
etc:_____________________________________________________________________________________

______________________________________________________________________________________
 Please list any assets you may have this includes, stock or bonds, investment accounts, tax refunds, etc.

List of Household Members and Their Relationship, only children under 18 years of age will be considered:

Name Relationship Age

_______________________________________________________________________________________________

_______________________________________________________________________________________________

I certify that the above information is true and accurate to the best of my knowledge. Further, I will make
application for any assistance (Medicaid, Medicare, Insurance, etc.) which may be available for payment of
my hospital charge and I will take any action reasonably necessary to obtain such assistance and will assign or
pay to the hospital the amount recovered for hospital charges.

I understand that this application is made so that the hospital can judge my eligibility for services on a reduced
fee scale based on the established criteria on file. Further, I agree to make re-application based on the
institutions policy. The hospital is required to re-evaluate my financial information every six months,
consistent with hospital policy. If any information I have given proves to be untrue, I understand that the
hospital may re-evaluate my financial status and take whatever action becomes appropriate.

I understand that should I be determined to be eligible for a reduced fee, I must comply with the payment
schedule deemed appropriate for my financial circumstances.

Applicant’s Signature: _____________________________________________________________________________

The Financial Assistant Department will respond to your request accordingly.
____________Approved: Reduction Rate: ________% of service not covered by insurance
____________Denied: ____________________________________________________________________________
_____________________________________,Coordinator, Financial Assistance Date______________________



BRISTOL HOSPITAL, INC.
REDUCED FEE

ELIGIBILITY DETERMINATION

Date: _____________________

Applicant’s Name: __________________________________________________________________

Address: ____________________________________________________________________________

Account Number(s): ___________________________________

Dear Client:

Your application for reduced fee has been processed. Your eligibility has been
determined as follows:

Date Completed Application Received: ______________________

Date Application Processed: ______________________________

______Approved: Reduction Rate___________% of services not covered by insurance.

Your new balance is $______________________________________________________

________________________________________________________________________

________________________________________________________________________

______Denied: Reason For Denial__________________________________________

________________________________________________________________________

________________________ 860 585 3878
Coordinator, Financial Assistance

__________________________________ __________________
Maria Simmone Director Revenue Cycle Chief Financial Officer














