Revised April 2025

Van Diest Medical Center
Financial Assistance
Information Sheet

Van Diest Medical Center (VDMC) provides, without discrimination, care for emergency conditions and other
medically necessary care regardless of financial assistance eligibility or ability to pay. Consistent with its mission
to deliver compassionate, high quality, affordable healthcare services, and to advocate for those who are poor
and disenfranchised, VDMC will provide Financial Assistance to individuals who meet the criteria established in
the financial assistance policy.

Financial Assistance is not considered to be a substitute for personal responsibility. Patients are expected to
cooperate with VDMC’s procedures for obtaining financial assistance and other forms of payment, and to
contribute to the cost of their care based on their individual ability to pay. Individuals with the financial capacity to
purchase health insurance shall be encouraged to do so, as a means of assuring access to healthcare services,
for their overall personal health, and for the protection of their individual assets.

If the Hospital receives information within 90 days from the Financial Assistance determination decision that
indicates that the information relied on in making the charity determination was in error or false, the Financial
Counselor, Business Office Manager, and Chief Financial Officer will consider the impact of the subsequent
information and may, in their sole discretion, provide additional Financial Assistance and/or revoke previously
granted Financial Assistance and require payment of the services that had been considered for Financial
Assistance.

All patients without regard to race, color, sex, age, disability, creed, religion, national origin, political
belief, residency, or health insurance provider are eligible for Financial Assistance.

Financial Assistance may be applied for at the time of admission, before discharge, or after discharge. Services
eligible to be forgiven are those services provided within the current fiscal year (July 1t through June 30™) prior to
and following the day a completed application is submitted and eligibility determination is made. A new
application is required each new fiscal year for visits within that fiscal year. Financial Assistance will apply to
those accounts in bad debt where the visit date was within the current fiscal year. Financial Assistance is not
available on accounts that have already been paid in full.

Please complete the Financial Assistance application and provide the information requested as outlined on the
Financial Assistance application. The Financial Counselor or Patient Account Representative will obtain copies of
pay stubs and tax returns and will determine if request meets eligibility criteria and a written notice will be sentto
the applicant.

Failure to complete the forms and provide adequate supporting documentation of the information provided could
disqualify the applicant from receiving Financial Assistance.

Each patient denied Financial Assistance may petition the hospital within thirty (30) days for reconsideration
based on extenuating circumstances. The patient will be notified of the appeal process in the correspondence
informing the patient of the Financial Assistance denial.

If an applicant is determined to be over income guidelines but has medical bills equaling, or exceeding, 20% of the
household's annual income, the applicant will receive a discount of 20%. Balances that are in bad debt are not
applicable unless the visit occurred within that fiscal year.
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Eligibility Criteria

Covered Services:

The Financial Assistance Program (Sliding Fee Schedule Program) is based on Family Size and Income. Services eligible for
Financial Assistance may include but are not limited to: Outpatient based Hospital Services, Emergency Room, Outpatient Clinic,
Rural Health Clinic services, Ketamine Infusion (for the initial infusion only), Professional services that include ER Physician, Van
Diest Medical Center Surgeon Services, and Anesthesia.

Family Size:

Family is defined as: a group of two people or more (one of whom is the householder) related by birth, marriage, or adoption and
residing together; all such people (including related subfamily members) are considered as members of one family. Van Diest
Medical Center will also accept non-related household members when calculating family size.

Income:

Income is based on household income. Eligibility for and the amount of benefit, if any, are determined based on a sliding income
scale. This scale is a function of the Federal Poverty Guidelines and, as such, will change as those guidelines are adjusted. An
applicant may be eligible if income for the 12 months preceding the eligibility determination, or the previous three months income
annualized meets the following scale:

The table below is used as a example guide - if itis not the most current year - visit https://www.healthcare.gov/glossary/federal-poverty-
level-fpl/ for the most current information.

Poverty Level 125% or Below 126-150% 151-175% 176-200% 201-225% Above 225%
Minimum Fee 0% Pay 20% Pay 40% Pay 60% Pay 80% Pay  100% Pay

Financial
Assistance 100% 80% 60% 40% 20% 0%
Write Off
Household Size

1 S 19,563 $23,475 $27,388 S 31,300 S 35,213 $ 35,214
2 S 26,438 $31,725 $37,013 S 42,300 S 47,588 S 47,589
3 S 33,313 $39,975 $46,638 S 53,300 S 59,963 S 59,964
4 S 40,188 $48,225 $56,263 S 64,300 S 72,338 S 72,339
5 S 47,063 $56,475 $65,888 S 75300 S 84,713 S 84,714
6 S 53,938 $64,725 S$75513 S 86,300 S 97,088 S 97,089
7 S 60,813 $72,975 §$85,138 S 97,300 S$109,463 S 109,464

8 S 67,688 $81,225 $94,763 $108,300 S$121,838 S 121,839
For household units with more than eight members, add $6,875 for each extra person.

Above table contains Guidelines Effective for Calendar Year 2025

Calculate Poverty Level Percentage:
(Annual Income + Income Poverty Level) x 100

Example 1:

The patient has an annualincome of $18,225 and is unmarried and has no dependents. According to the poverty guidelines on Table 1, the
income threshold for a household size of 1 is $19,563. The patient’s income is determined to less than 125% of the poverty guidelines. Referring
to Table 1, the patient qualifies for a Financial Assistance write off 100%.

Example 2:

The patient has a combined annualincome of $60,000 with a household size of 3. According to the poverty guidelines on Table 1, the income
threshold for a household size of 3 is $33,313 to 59,964. The patient’s income is determined to above 225% of the poverty guidelines. Referring
to Table 1, the patient does not qualify for a Financial Assistance write off.
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FINANCIAL ASSISTANCE APPLICATION

As provided for in Federal law, | hereby request that Van Diest Medical Center (VDMC) make a written determination of my eligibility for uncompensated services at
VDMC. | understand that the information, which | submit concerning my annual income and family size, is subject to verification by VDMC, and | authorize release of
information upon their request. | also understand that if the information which | submit is determined to be false, such a determination will result in a denial of providing
services as uncompensated services, and that | will be liable for charges for services rendered.

Please Return To:
Van Diest Medical Center
Financial Counselor

Complete this application and send to VDMC with the following

[0 Copy of page from last year's income tax return showing the "adjusted gross income™

PO Box 430

O Copy of last three months of paycheck stubs Webster City, IA 50595-0430
OO0 Copies of any unpaid or recently paid medical bills from other facilities if above 225% poverty
—

Applicant (Guarantor if Patient is a dependent) Spouse or Significant Other (living in same household)
Name Name

Date of Birth Date of Birth

Present Address Present Address

City, State, Zip City, State, Zip

Home Phone Home Phone

Cell Phone Cell Phone

Employer Employer

Number of Dependents _ Is financial assistance being requested for [ves
List dependents under the age of 18 dependents listed below?

Date of Birth Relationship Date of Birth Relationship

Income Verification: If employed outside of home, provide proof of income for the last three months

Other source of income Yes or No Amount How often is income Name or name(s)
received? of person(s) receiving
Employment Income |:|Yes |:| No $
Social Security (SS) [Jves [ INo |[$
Veteran's Benefits [Jyes [INo |8
Child Support/Alimony [Jves [INo |[$
Disability Insurance Payments |:|Yes |:| No |$
Money from Interest, Dividends |:|Yes |:|No $
Unemployment [[Jyes [No |8
Retirement Plan Income |:|Yes |:| No |$
Rental Income [Jyes [INo |8
Other (explain) [ Iyes [INo |8

Income tax return was filed last year

Questions
Contact our Financial Counselor
515-832-7716

Have you applied for VDMC'’s Financial Assistance in the last 12 months?

[IYes [ INo

Balances from prior applications will not be adjusted.
| hereby acknowledge that the above information, given to VDMC is true and correct; and | hereby authorize VDMC or their agent to verify any
information on this form.

If yes, approximate date of application

Applicant Signature Date
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Notice of Availability of Language Assistance, Auxiliary Aids, and Accessibility Services

ATTENTION: If you speak English, free language assistance services are available to you. Appropriate auxiliary aids and
services to provide information in accessible formats are also available free of charge.

Call 1-800-774-4344 or speak to your provider.

Espaiiol (Spanish)

ATENCION: Si habla espafiol, tiene a su disposicién servicios
gratuitos de asistencia linglistica. También estan disponibles de
forma gratuita ayuda y servicios auxiliares apropiados para
proporcionar informacién en formatos accesibles. Llame al 1-800-
774-4344 o hable con su proveedor.

th3Z (Chinese)

IR MREH[RX], RITYRRACRMESHEIRS
c BIARBRIBHELSMNEE TEMNRS - DIEESEIIE

HEE - BB 1-800-774-4344 B WM RS IR HEE -

Viét (Viethamese)

LUU Y: Néu ban néi tiéng Viét, ching tdi cung cap mién phi cac
dich vu hd trg ngdn ngir. Cac hd trg dich vu phu hgp dé cung cap
théng tin theo cac dinh dang dé tiép can ciing duoc cung cap mién
phi. Vui long goi theo s& 1-800-774-4344 hoic trao d6i vdi ngudi
cung cap dich vu cua ban.

Srpsko-hrvatski (Serbo-Croatian)

OBAVJESTENIJE: Ako govorite srpsko-hrvatski, usluge jezi¢ke
pomoci dostupne suvam besplatno. Nazovite 1-800-774-4344
(TTY- Telefon za osobe sa oSte¢enim govorom ili sluhom: 1-800-
774-4344).

Deutsch (German)

ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlose
Sprachassistenzdienste zur Verfligung. Entsprechende Hilfsmittel
und Dienste zur Bereitstellung von Informationen in barrierefreien
Formaten stehen ebenfalls kostenlos zur Verfugung. Rufen Sie 1-
800-774-4344 an oder sprechen Sie mit lhrem Provider.

4 2 (Arabic)

LS, dilaall 4 galll ac Liell ciladd S 4a gtind iy jall Aalll Caaacti i€ 13); 4w
Vel J e 51 (S ity i sheall 5 Alie e g e Luse il g 55
2 GV e Juail, Ulae 1-800-774-434430231) pxia ) sl .

290 (Laotian)

€] LYIV: TIIVCO FIWIFI 290, D OV
NIVFOOGMWIFICLLY CFBEI LIV, 5 o & 9Fo® T
7900 3 NaccLLd BT CTVITT Vew & oloEuL IS LECLLH
F9090¢2 F9ch N Wmac51-800-774-4344 v 2 LT L WO 3
NIVESDIUNI.

eh= 0] (Korean)
FO|: (2= 01E AHESHA|

0| G5t 4 UBLIC 0|8 H53t Ao

rir
oY
—|o
-0
Hu
e
=)
>
ox
[Ho
e x
=
>
i

|>
|.|-|
40
HU
Hu
>
oK mju
il
-
)

NSote MEot HX 7|7 Bl A{H|
1-800-774-4344 HO 2 M35 HLE AH|A XS Y
sl [ PNEeN

=

g ?ﬁ(Hmdu)

aﬂﬁ%awug?ﬂﬂ meﬁWﬁaﬁwm
£ 11-800-774-4344 TR BT BT SUAUCTAT TaTd B3 |

Francais (French)

ATTENTION : Sivous parlez Frangais, des services d'assistance
linguistique gratuits sont a votre disposition. Des aides et services
auxiliaires appropriés pour fournir des informations dans des
formats accessibles sont également disponibles gratuitement.
Appelez le 1-800-774-4344 ou parlez a votre fournisseur.

Dutch (Pennsylvania Dutch)

LET OP: als je Nederlands spreekt, zijn er gratis taalhulpdiensten
voor je beschikbaar. Passende hulpmiddelen en diensten om
informatie in toegankelijke formaten te verstrekken, zijn ook gratis
beschikbaar. Bel 1-800-774-4344 of spreek met je provider.

‘lnas (Thai)

winume: mnaaly “aw v ifvsmsenue crumden
Faunens uonannil deilinsosiiouas & usNTY SrumdeiiaTn
Za YoyaTugduuuii ¢ & w fdsle Sleslideen Ty 2as

Tusa Insdinsia 1-800-774-4344 niausnunw & n Jusmswvosnns

Tagalog (Tagalog—Filipino)

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga
libreng serbisyong tulong sa wika. Magagamit din nang libre ang
mga naaangkop na auxiliary na tulong at serbisyo upang magbigay
ng impormasyon sa mga naa-access na format. Tumawag sa 1-
800-774-4344 o makipag-usap sa iyong provider.

Soo P18 201 (Karen)
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PYCCKWM (Russian)

BHWUMAHWE: Ecnu Bbl roBOPMTE Ha PyCCKWIA, BaM AOCTYMHbI
6ecnnatHble yCnyrv A3bIKOBOM Noaaep>Xxkn. CooTBeTcTByOLLME
BCMOMOraTefibHble CpeaAcTBa 1 yCAyr No NpegocTaBneHNto
MHPOpPMaLMN B [OCTYNHbIX GopMaTax Takxke NpefocTaBnATCA
6ecnnatHo. Mo3BoHuTE No TenedoHy 1-800-774-4344 nnn
obpaTnTechb K CBOEMY NOCTaBLUMKY YCAYT.



	Financial Assistance Application Info Sheet April 2025
	Financial Assistance Application April 2025

