Advance Beneficiary Notice of
Non-coverage or ABN is a notice
the hospital or doctor gives you
before you’re treated, telling you
that Medicare will not pay for
some treatment or services. The
notice is given to you so that you
may decide whether to have the
treatment and how to pay for it.

Sample ABN

Notifier: Western Reserve Hospital, 1900 23™ Street, Cuyahoga Falls, OH 44223 (330) 971-7000
Patient Name: Identification Number:

Advance Eeneﬁciary Notice of Noncoverage (AB_N}

Medicare does not pay for everything, even some care that you or your health care provider have

od reason to think you need. We expect Medicare not pay for the items and services below
Items and Services Reason Medicare May Not Pay: Estimated
Cost

Services and items that have
been prescribed to you, fol-
lowed by the reason Medicare
may not pay for them, finally
the estimated cost and total
estimated cost should Medi-
care decline to pay.

* Read this notice, so you can make an informed decision about your care.
= Ask us any questions that you may have after you finish reading.
+ Choose an option below about whether to receive the items and services listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that might have, but Medicare cannot require us to do this.

OPTIONS:  Check only one box. We cannot chocse a box for you.

0 OPTION 1. | want the items and services listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

O OPTION 2. | want the items and services listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
(0 OPTION 3. | don't want the items and services listed above. | understand with this choice |

Basic information— This provides you
with the Notifier, or WRH and your
name and Identification number

NOTE: If Medicare doesn't pay for the items and services listed below, may have to pay. — |

Notice regarding Medicare payment

Important things to know to help

you make an informed decision

am not responsible for nt, and | cannot appeal to see if Medicare would pay.
Additional Iﬁomaf'lon:

This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.
Signature: Date:

According to the Paperwork Feduction Act of 1995, no persans are required to respond to a collection of information unless it displays a vabd OMB control mmber.
The valid OMB conirol number for this information collection is (938-0356. The time required to complete this information is estimaied o average 7
mmeMmWMmmmmmawmmmmmmMmm
collection. I you have comments conceming the accuracy of the for mmproving thiz form, please wmite toc CMS, 7500 Seoumity
Boulevard, Arm: PRA Reports Clearance Officer, Bah:mnmﬂuylmd:!l}ﬂ- 1854]

Form CMS-R-131 (03/11) Form Approved OMB No. 0938-0566

Options:

1-check here to have the items or
services listed and to bill Medicare
for an official decision. You accept
responsibility if Medicare does not
pay, however you can appeal to
Medicare.

2-check here to have the items or
services, and not bill Medicare.
You are responsible for payment
and cannot appeal to Medicare.

3-Decline to have the services or
items provided and not accept
responsibility for payment.




Statement: Printed summary
of your medical bill before in-
surance has paid any amount.

\

Notice of claim submission to
your insurance company.

—_—

Sample Statement

WESTERM
RESERVE 900 23rd St
HOAPITAL ‘uyahoga Falls OH 44223

-~ TURN SERVICE REQUESTED

Customer Service Contact

Information

\

Reminder that this is not a bill

~ “IMFPORTAN B ING OR O
Thank you for selecting Western Reserve Hospital for
your health care needs. Quality patient care and
dedication to patient satisfaction are our highest priority.

We have submitted your claim for the above date of
sarvice to your insurance carrier

You will be billed for any balance after your insurance

Piease keep this stalement as a record of services
received.

have any questions, please contact Customer
Service:
330-255-3101
i Monday - Friday
| 9:00 am - 12:00 pm and
1:00pm - 4:30pm

PHONE 330-255-3101

1 AR
N OUNINUAN Y -

STATEMENT DATE
0712712017

SERVICE LOCATION
Western Reserve Hospital

PATIENT NAME

ACCOUNT NUMBER

Account Summary: Your
unique account num-

ber, service location

VEDLRIF LIWN

where you received
treatment and your
name

LABORATORY
o7an7 CHEMISTRY 2 $688 00
b7114117 HEMATOLOGY 1 $158.00
b7r14717  LABORATORY UROLOGY 1 $107.00
h7/21117  UNITED HEALTHCARE CSA ~$600.60
7126117 UNITED HEALTHCARE CSA $600.60
www.westernreservehospital.org g]}
Visit us online!
..u-ag‘n

List of services you re-
ceived and charges sent
to your insurance com-
pany for processing

e e RS Yo S S o R g g e e e s

Flease complele and return If any information has changed.

¢ N VIt Yo Pt

ACCOUNT NUMBER:

FESFONSBLEPATY NAME (Lad, Frst Mcdla hialy —

ALCRESS

aTy STATE 2P
TRETE e ———— Vi TECEP RO E———
Send o

WESTERN RESERVE HOSPITAL
1900 23RD ST

CUYAHOGA FALLS OH 44223
R TR T REUN R B B [ R T

4;‘42‘.“ YA .'ﬁ’?ﬁaﬁ:ﬁfi‘?-v

COAMMAILNG ALORESS

FOUCYHOLDER NAME

|EFFECTIVE FrROM EFFECTVE TO

FOUCYHOLDERS DARLOYERNAME

~ T Ay

Remittance portion-not
needed to be filled out
for statement




Bill: Printed summary of your
medical bill after insurance has
received it. This document tells
you what you might owe after
insurance.

Patient Financial Services Con-
tact information

indeed a bill

Sample Bill

WESTERN
RESERVE
HOSPITAL

1900 23ed 31
Cuyahoga Falla OH 44223

RETURN SERVICE REQUESTED

PHONE  330-255-3101

STATEMENT DATE A.CEDU“T NUMEBER
OBADR2O1T

SERVICE LOCATION
Waestern Reserse Hospital

PATIENT NAME

Account information—your ac-
count number is your unique iden-
tifier. Use this information when
you are calling customer service or
when processing a payment online

Call Pamnt Financlal cas.

Previous Balance

Quantity: The total number of
billing units associated with each
description. Note: Units are
determined by the CPT Code
definition and could be based on
time increments, drug dosage,
etc.

List of services you received and
charges sent to your insurance
company for processing

CSA=Contractual Adjustment.
We estimate this amount at the
time of billing but the amount
may change after your insurance
processes the claim

! $16,525.00
. . 330-255-3101 1 0T12NT  PHARMACY 2 F2AT 00
Notice that your claim has been Monday - Friday | omzn7  sTERILE suPPLY e
processed by your insurance. 9:00 am - 12:00 pm and { 0TN2MT  LABORATORY PATHOLOGICAL HISTO 2 F840.000
. o 1:00 pm - 4:30 pm | 0711217 OR SERVICES 1| saEssor
This lets you know that this is [} o7zt ANesTHESIA 2 || $1,243.00
. Q72T DRUGS REQ DETAILED CODING 27 5491 .00
g} | 071217  SELF ADMIMISTERED DRUGS 1 $26.00
. ) T [ omznT 10l $2,707,00
Visitus onfine at: s, 07/24/17 | MAMAGED CARE CSA £14,426,00
www. westernreservehospital.org DEASVT JMANAGED CARE CSA 514,425 97
’ OBIOBAT $14,426.00
| DRAO3NMT  OTHER COMMERCIAL INS .00
OBO317  Ded = 2099.03
i | Balance
'Fom' insurnm:a has !
processed, and the balance |
due is your responsibility. |
Payment is due upon receipt |
of statement. {
Payment remittance-turn eSS : —
this in with your payment Platas Pay This Amount_Z e
- $2,009.03
if sending by mail
Plaase retum bcnlom portion with your payment_
24,2017 August 10, 2017 Wastarn Reserve Hospital i
¢ $2,099.03
e s ; y
3 Please eheck if addréss and insurance has changed upm Ug} Dl@!
and indicate change on reverss side. s
FRINT NANE ON CARD T PRAMENTARONT |
WESTERN RESERVE HOSPITAL S -
PO BOX 94577 o i
CLEVELAND OH 44101-4577 ——— S — n
et g e e FHATRE

The amount you owe




Estimate: An approximate calcula-
tion of the amount you will be re-
sponsible for paying after insur-
ance.

Sample Estimate

\

Your unique insurance information

\

Deductible, Out of Pocket, Co-Pay
and Co-insurance information ap- 4
plied at the time of estimate

Estimated amount due after Deducti-
ble, Co-Pay and Co-insurance have
been applied.

Common billing definitions to help
you understand your estimate, state-
ment, bill, etc.

Western Reserve Hospital

WESTERM 1800 23rd Strest
?: C '.'-'E Cuyahoga Falls, OH 44223-1404
|-||:‘|< |:>|'|',|\|_ Phone: 330-871-7587

ESTIMATE WORKSHEET
This estimate is based on the following codes:

Facliity Codes [CPTE):
0553 TC - MRI BRAIN STEM WD & WIOYE

Patient Mame: Deanna Test  Phone:(230) 2922020
Service Date: 5/182017
Account & 000000000

Policy Number:
Group Number: ICO-10ra:
Insurance Company: Medical Mutual of Ohio (MMO) - Traditional RS1 [Dlag) : HEADACHE
Deductible: 5100.00
Deductible Met: 5100.00
Out of Pocket Max: 505000
Qut of Pocket Met: 5225.00
Co-Pay: 50.00
Co-Insurance: EJ‘!&
Total Estimated Charges
Co-Pay: 50,00 50.814.00
Deauctile: e Total Estimated Patient Amount
Co-nsurance: 42500 247500
Total: 42500

Ins Rep: Test - (000) 000-0000 - DSHARMMT CPT copyright 2047 Amerkcan Wedial Association. A8 ights reserved Est ID: 5237

THIS 15 AN ESTIMATE ONLY

We are very pleased that you have chosen Westem Reserve Hospital for your healthcare services. Please be aware that this estimate may
change due to changes in pricing or any change in your insurance coverage. Please contact us to allow us to update this estimate as
needed. The above costs associated with your visit are an ESTIMATE of your portion of the balance, based on your insurance benefits.
Please remember that the contract with your insurance company is ultimately your responsibility. We recommend that you contact your
insurance company to inform them of your visit and wverify that they have all of the information they will need to process and approve claims.
We will honor any contracts we may have with them; however, you are responsible for your deductible, co-payment. andfor co-insurance.
These benefits are only an estimate of coverage and not a guarantee of payment. For questions please call (330) 871-T5687.

Deductible: The amount you have to pay each year before your plan starts paying benefits

Out of Pocket: The amount your insurance company requires you to pay before you are no longer subject to co-insurance
Co-Pay: The amount that your insurance company expects you 1o pay upon each visit'sernvice

Co-nsurance: The percentage of the amount covered that your insurance requires you to pay

Total Estimated Charges: The estimated charge(s) for the service provided

Total Estimated Patient Amount: The estimated amount you will be responsible for paying

Date: OFFICE USE OMLY
Motes:

Preparsd By: 82617

CPT (test codes) and ICD-10
(diagnosis codes) taken from your
physician’s order to run the esti-

Disclaimer: Estimates may change
due to various reasons. Read care-
fully to understand how the esti-



Patient Financial Services Con-
tact information

Sample Financial Assistance Application

Reminder to complete applica-
tion even if you do not seem to
fall under the poverty guidelines.

Mail to: Western Reserve Hospital Phone: 330-255.3101
Aftn: Patient Financial Services  Fax to:  330-028-3005 Complete application even il your
100 23 Stroat income i maore than the below to be
Cuyahoga Falls, Ohio 44223 eoneideri for olher programs. |
29 o
. . ~ FamilySwze | Yearly Income |
Notice Regard|ng Free Care— MOTICE REGARDING FREE CARE i
. . g Under State law, this hospital must provide, withoul chaige, ceriain Basic Medically Mecessary Hasprtal | || ¢ |
Information regarding qualifica- Services 10 individuals whe meet all of Ihe following requirements: ’ ! 3
. . i ; a
tions to receive free care. e e e S S—
3 Parsonal oo family income ks @l or below the Federal Poverty Lina G
‘Basic Medically Mecessary Hospital Services' include 28l npatent and outpatient services | || B
covered under the Medicaid Program, excepl organ ransplants and associated senvices. These 8 1 e
programs do not cover any Physician services or professional billing fees. For ¢ach additional famiy mambsr add
If you have any questions, please call us at 330-255.3101 (ESSE=ReT ol B
You may also pay your bill on kne al. hip fwww westernresarvahospiial ong/biipay.
HOSPITAL CARE ASSURANCE APPLICATION
Hospital Care Assurance Appli- (el LAl Patiznt's Social Securiy # Patient's Dale of B

cation— This form must be filled
out completely and returned to
Patient Financial Services with
proof of income for 3 months
prior to month of service

3 Single O Marred 0 Widowed Employment status af me of senice 3 Ermployed L) Retied O Unemployed

Were you a resident of Ohio at time of service (3 Yes QO Na

Were you an aciive Medicaid recipient at time of service? U Yes L3 No

Were you an aclive recipient of Disability Assistance (QA) at this time of service? U Yes O Mo

“Family” membens include patlent, patient's spouse (iegardiess of whether they lve in the home) and petent's children {natural or adoptive) under the ag |
sighttean (163 who bwe in tha home, If patient is undes the age of 18, family” mcludes the patiant, palhnt's natural or adaptve parentis) regardiess of whether
Ive in the home) and the parents’ childnen under ihe age of 18 who ive in the home.

Income includes household gross (pra-tax) wages, unemployment compenzation, social secunly benefils public assisiance, Bic Please aggch [proof of inc
such as all pay stubs for 3 monthe prior to month of service, letter of SSNSSDIVAI Unemobovment benafits.

Poverty Guidelines for qualifica-
tion of assistance.

Family Member's Mama Drate of Birth Ratationship Source of Income or Ineome for 3 months
Ta Patlent Emgloyer Nams Prias th service date
{Patient) SELF

Specifics regarding family size and

income.

(Spouse)

I youi rported $0.00 income above, please provide 8 briel of how the patiem) survived i i i
" e explarration you (or the palien) financiaily during the peniod requested abov

Reminder that applications need
to be updated every 90 days and
for every inpatient stay.

| atfinn that the answers on this application are true, and | understand that it is enlawiul 1o knowingly submit false information o oblain government benefits
Swgnature of patient or legal representativa of patient -

A new or updated application is required every 90 da

P




