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I. PURPOSE: 
Clark Fork Valley Hospital (the Hospital) is a private, not-for-profit organization operated 
exclusively for the purpose of providing quality healthcare services to the general public in our 
service area which includes all of Sanders County. 

 
In the interest of conserving scarce resources for the care of those truly in need, It is the intent 
of the Hospital that this policy ensure that all reasonable and appropriate efforts are made to 
collect monies owed to the Hospital on a timely basis, in compliance with federal and state laws 
and regulations pertaining to such collection activity, including but not limited to the Fair Debt 
Collection Act and Internal Revenue Service Code Section 501(r). 

 
II.  DEFINITIONS: 
 For the purposes of this policy, the following definitions apply: 

1.  Bad debt: A bad debt results from a guarantor’s unwillingness to pay where he/she has the 
ability to pay.  Bad debt may also arise from a failure to respond to the Hospital’s reasonable 
efforts to make arrangements for payment and/or determine eligibility for the Financial 
Assistance Policy (FAP). 

2. Contractual adjustment: This is the difference between the Hospital’s full charge for services 
and the amount allowed by a governmental or contracted commercial payer for covered 
services that is subsequently written off. 

3. Extraordinary Collection Activity (ECA): As defined by Section 501(r) of the Internal Revenue 
Service Code, including the following: 

a. Collection actions requiring a legal or judicial process, such as liens on property, 
foreclosure on real property, attaching or seizing bank accounts, commencing civil 
action, ausing arrest, subjection to writ of body attachment, or garnishing wages 

b. Selling or referring debt to a third party unless that party is prohibited from engaging 
in ECA and the debt is returnable to the hospital if the patient is deemed FAP eligible 
or the third party agrees to collect no more that the patient is obligated to pay under 
the FAP 

c. Reporting adverse information to credit agencies or bureaus 
d. Deferring, denying, or requiring payment before providing medically necessary care 

due to outstanding bills 
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4.  Financial Assistance Policy (FAP): The Hospital’s policy providing for the notification and 
determination of benefits in the form of free or discounted care for those uninsured and 
underinsured patients who do not have the financial resources to pay their medical bills.  
 

III. POLICY:  The Hospital adopts the following concepts serving as a guide to facilitate the prompt 
collection of all Hospital charges for services rendered, and to assist the Hospital’s staff in their 
dealings with patients and their third-party representatives: 

 
1. Emergent/urgent medical treatment will not be delayed or denied anyone regardless of 

color, creed, national origin, race, sex, sexual orientation, ability to pay, or for any other 
reason, as provided under the Federal Emergency Medical Treatment and Active Labor 
Act (EMTALA) 

2. CFVH will ensure compliance relating to protected health information (PHI) and HIPAA 
requirements in all phases of the collection process and when transferring accounts to 
collection agencies. 

3. CFVH will follow procedures to ensure that cost based reimbursement is obtained for 
uncollectable debt attributable to Medicare beneficiaries to the extent allowable under 
CMS regulations. 

4. CFVH will comply with relevant federal and state laws and regulations in the assignment 
of bad debt. 

5. The Hospital will accept an “Assignment of Insurance Benefits” for third-party payors 
upon receipt of the patient’s proof of insurance coverage, and will submit a claim to any 
or all insurance carriers on the patient’s behalf for their convenience.  However, 
insurance coverage does not relieve the patient of financial responsibility of the hospital 
claim.  If the insurance carrier does not pay the claim in a timely manner, not to exceed 
60 days (with the exception of Government and Contracted payors) from the date the 
claim was submitted, the Hospital will expect payment from the patient in accordance 
with state and federal regulations and/or contractual obligations. 

6. The Hospital currently accepts several major credit cards including VISA, MasterCard, 
and Discover, as a means to pay medical claims. 

7. The Hospital may request deposits for non-emergent services prior to admission, based 
on the estimated cost of the services that the patient is scheduled to receive, in the 
following cases: 

a. the patient is not covered by insurance or public benefits, 
b. the patient’s insurance coverage is insufficient to cover the total estimated cost of 

the medical services rendered,  
c. the patient is not in compliance with previous payment arrangements made with 

the Hospital 
Provided, the hospital has provided notice to the patient that CFVH has a Financial 
Assistance Policy (FAP) available and provided the patient the opportunity to apply for 
assistance and complied with all the requirements of that policy. 

8. Self pay balances are due and payable within 30 days of the patient’s determination of 
liability unless satisfactory extended payment arrangements have been made with the 
Patient Financial Services Department.  Reasonable efforts will be made to notify the 
patient/guarantor of the FAP and determine eligibility if requested, beginning at the time 
of admission/registration, at the time of delivery of the first billing statement and 
continuing for at least 120 days prior to the account being referred to a third party 
collection agency.   

9. Patients or responsible parties unable to pay balances in full will be considered for 
monthly payment terms to be arranged with a Financial Counselor.  The standard 
monthly payment will be a minimum of 10% of the total balance or $25, whichever is 
greater.  In the event a patient or responsible party is unable to comply with the 
minimum payment requirement, they must complete a financial statement and meet with 
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a Financial Counselor to negotiate acceptable payment terms.  Payment arrangements 
exceeding one year may be assigned to a third party agency and subject to interest 
charges. 

  
10. Insured Prompt Pay Discount:  For patients with billable insurance benefits, the Hospital 

offers a 25% prepayment discount for payment of the estimated patient portion of the bill 
at the time of service.  The Hospital will honor a prompt pay discount of 10% for payment 
in full of any self-pay balance within 30 days of billing of the patient portion. Note:  
Copays for clinic and emergency room are expected to be paid at the time of 
service and are not subject to discount.  Likewise, private pay obligations for long 
term care are payable in advance and not eligible for discount.   
 

11. Uninsured Prompt Pay Discount:  The Hospital will honor a discount of 30% for payment 
in advance of the estimated charges for hospital and clinic services for which the patient 
has no insurance coverage.  The Hospital will honor a discount of 20% for payment 
within 30 days of billing for hospital and clinic services for which the patient has no 
insurance benefits. 

 
12. Cash Specials will be excluded from discounts as these services are already discounted.  

Examples are Sports Physical Cash Special, DOT Physical Cash Special, Cash Flu 
Shots, and Lab Specials. 

 
13. For those patients who are uninsured or covered by commercial insurance, the Hospital 

will provide a detailed bill listing charges for services rendered to the patient or the 
responsible party at the time of billing, generally within 10 days of the service or 
discharge date, whichever is later. Detailed bills are provided to patients covered by 
Medicare and Medicaid upon request. The Hospital will send the patient or responsible 
party a statement once any applicable insurance claim has been settled and there is a 
remaining private pay balance.  Statements will be rendered monthly listing all private 
pay balances and activity since the last statement. 
 

14. The Hospital is not obligated to participate in a third party liability litigation case.  It is the 
patient or responsible party’s obligation to see that the Hospital is paid promptly for 
services rendered to the patient and will be held to the payment requirements detailed 
elsewhere in this policy while any litigation is pending.  In the case of third party 
litigation, the Hospital will file a lien as necessary to ensure that its interests are 
protected. 

 
15. At such a time as an inpatient is deemed to be a long term care patient, or enters the 

Hospital as long term care resident, the Discharge Planner will notify the Financial  
Coordinator.  If the patient’s third party coverage does not allow for Long Term Care 
benefits, the Financial Coordinator will meet with the patient and/or responsible party.  
Long term care residents who are considered private pay (no insurance benefits for this 
level of care) will be required to pay the current month’s pro-rated charges in advance 
and monthly in advance thereafter.  Should the resident and/or responsible party fail to 
comply with the prepayment policy, the resident will be subject to a 30 day notice of 
discharge. 

 
16. In the event that the patient/guarantor fails to comply with his/her obligations under this 

policy, a debt may be referred to a third party collection agency after no less than 120 
days from the first post-discharge billing statement and periodic notification of the 
availability of the FAP.  While ECA’s may commence upon assignment to a third party 
collection agency after the proper notification period, the patient/guarantor may 
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subsequently request consideration under the FAP, up until 240 days after the first post-
discharge billing statement is issued, and ECA’s will cease until eligibility is determined. 
 

  
III. PROCEDURES: 
 
      A.  Account Activity 
 

1. Accounts pending payment from a third party will be followed up by the Patient Financial 
Services staff no less than every 14 days from the date the original claim was submitted.  
Follow up steps may include but are not limited to reviewing the account for payment status, 
calling the third party/insurance carrier for payment, calling the patient to notify of status, 
providing additional information to the third party as requested, and resubmitting the claim as 
necessary. 

 
2. Upon final payment/denial by the third party carrier, or after 90 days of diligent follow up to a 

third party that continues to stall adjudication, the account status may be changed to self pay, 
in which case the remaining balance will be considered the financial responsibility of the 
patient or responsible party. 

 
3. Any discounts and/or settlements that are not otherwise provided for in this policy will be 

reviewed on a case-by-case basis and will be approved by the Revenue Cycle Manager 
and/or the CFO. 

4. Self pay account balances with no payment or insufficient payment to fulfill payment 
arrangements will become eligible for bad debt consideration after 3 statement cycles.  This 
will trigger a final notice demanding payment in full of the account balance within 30 days and 
describing potential collection activities (ECA’s) that may take place at the end of that final 
notice period. 

 
5. The Financial Coordinator, will review the bad debt pre-list of recommended accounts, 

prepared on a monthly basis.  Upon evaluation of sufficient collection efforts and 
appropriateness of placement (including the identification of any accounts whose guarantor’s 
have qualified for charity and/or financial assistance in the past and require evaluation for 
current charity eligibility), the pre-list will be reviewed and approved by the Revenue Cycle 
Manager.   

 
6.  Bad Debts are categorized as follows: 

a) Medicare Bad Debt – Uncollectible Medicare co-insurance and deductibles are 
written off using a designated adjustment code for CMS reporting requirements, after 
a minimum of 120 days collection efforts, and/or appropriate determination under 
Medicare Charity Assistance Policy.  The accounts are then handled in the same 
manner as non-Medicare patient accounts and assigned to a third party collection 
agency.  Medicare bad debt accounts deemed uncollectable after 90 days 
assignment will be returned by the collection agency and documented by the 
Financial Coordinator for Medicare Cost Report purposes.  (Refer to the Medicare 
Bad Debt policy and procedure and Medicare Financial Assistance policy and 
procedure). 

 
b) Regular Bad Debt – Non-Medicare accounts to be placed for collection with a third 

party. 
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7. The accounts written off to bad debt are forwarded to the third party collection agency as 
designated by the Revenue Cycle Manager.  The third party collection agency will adhere to 
the Fair Debt Collection Act and provisions of Section 501(r) of the IRS Code as required by 
contract and applicable laws.  They will adhere to all HIPAA regulations as provided by an 
applicable Business Associate Agreement. Collection Agency performance will be reviewed 
by the Financial Coordinator and the Revenue Cycle Manager at least annually. 

8. Once an account has been transferred to a collection agency, and prior to the expiration of 
240 days from receipt of the first billing statement on that account, should the 
patient/guarantor request consideration for the FAP, the collection agency will cease any 
ECA’s that have been initiated and return the account pending FAP eligibility determination.  
Once eligibility for financial assistance is determined, the resumption of the collection cycle 
will be dependent on the outcome of that determination and the response of the 
patient/guarantor, if applicable, according to the guidelines in this policy.  Likewise, collection 
agencies will be contractually obligated to return any account deemed uncollectable relative 
to the Medicare bad debt guidelines listed elsewhere in this policy  or presumptive eligibility 
as provided by the FAP. 

9. At the discretion of the Financial Coordinator and/or Revenue Cycle Manager the sequence 
of the above schedule may be interrupted and/or delayed to allow for the Hospital to assist 
the patient in resolving third party difficulties (excluding third party litigation) and/or to allow 
for the receipt of partial payments according to the following payment arrangement criteria: 
 

Payment Arrangements 
 

a. Payment arrangements will be processed through the Patient Financial Services staff and 
agreements will be in writing when practical or, in the case of phone arrangements, documented 
as such on the patient account.  A down payment will be required for initiation of all extended 
payment arrangements. 

b. A missed payment will result in a delinquent payment notice sent to the patient or responsible 
party.  The account will then be eligible for bad debt processing if the payment obligation is not 
brought to a current status by the end of the next month or other arrangements made with 
Financial Services staff. 

c. Requests to combine additional balances to an existing payment agreement will  
be considered with increased payment amount to meet the balance criteria. 

d.  Extended payment arrangements will be reviewed at least annually to evaluate the 
patient/guarantor’s ability to increase the monthly payment amount.  These reviews will require 
submission of a financial statement which meets all of the same criteria outlined in the FAP. 

 
 
 
 


