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POLICY:  
Southwestern Vermont Health Care will- 

• Treat all patients equitably, with dignity, with respect and compassion. 
• Serve the emergency health care needs of everyone, regardless of a patient's ability to pay for care. 
• Assist patient who cannot pay for part of all of the care they receive. 
• Balance needed financial assistance for some patients with broader fiscal responsibilities in order to 

keep the hospital's doors open for all who are need care in a community. 
Southwestern Vermont will render Charity Care to persons with a demonstrated inability to pay, regardless 
of race, color, or creed. Charity Care represents medical services provided to a person for which the hospital 
has no expectation of receiving full payment. Charity Care eligibility may include an amount the patient or 
household is expected to pay, in addition to an amount which is written off. 
 
We recognize that it will be necessary to identify the medically indigent patient and establish the amount of 
charity service to be rendered in a manner most responsible to the need of the community. Southwestern 
Vermont Healthcare will recognize Charity Care by clearly distinguishing it from Bad Debt. Charity Care will 
be identified and recorded as such, as early as possible in the registration and collection process. 
 
Length of eligibility for Charity Care will be reviewed every six months for patients who receive wages from 
employment or have income that may fluctuate to determine if a change in status has occurred. Patients who 
receive Social Security and pensions that do not change are granted for 1 year. 
 
An individual who does not have the means to meet his or her medical expenses is generally categorized as 
medically indigent. The term includes persons whose income is sufficient to pay for basic living expenses, but 
not adequate to pay for unexpected and/or large medical bills. Charity Care will be determined based upon 
family size and household income.  
 
Helping Patient With the Payment for Hospital Care 
Communication: 

• We will provide financial counseling to patient about their hospital bills and will make the 
availability of such counseling widely known 

• We will respond promptly to the patient's questions about their bills and to their requests for 
financial assistance.  

• We will use a billing process that is clear, concise, correct, and patient friendly. 
• Helping Patients Quality for Coverage 
• We will make available to the public information on hospital-base charity care policy 

 
PROCEDURES:  
Eligibility Criteria for Routine Determinations: Southwestern Vermont Health Care (SVHC) or 
Southwestern Vermont Medical Center (SVMC) will use the following criteria to determine if a patient 
qualifies for Charity Care at SVMC:  
 

1. The patient’s household average monthly income and/or assistance from all sources for the 12 
month period prior to receiving services at SVMC/SVHC, on average, did not exceed 200% of the 
monthly existing Federal Poverty Income Guidelines (see Chart A). The number of dependents and 
others in the household must be taken into account in making this determination.  
• “Patient’s household income and/or assistance” includes all funds received by all members of 

the patient’s household that support the household.  



• “Household” is defined as all dependents who live in the same residence as the patient and/or 
guarantor.  

• A “dependent” is defined as a person who can be claimed by the guarantor and/or patient as a 
dependent on their federal tax return.  

 
2. The patient has no medical insurance, liability or other third-party coverage that will pay for the 

services the patient received at SVMC or SVHC.  
• SVHC does reserve the right to request a copy of the Medicaid Denial of Assistance if proof of 

income appears to be within the Medicaid Eligibility Guidelines or for income that can not be 
verified.  

• The Charity Care determination will be rescinded should the patient subsequently receive 
medical, liability or third-party coverage that will pay for the services.  

 
3. The patient has assets and resources, excluding their primary residence and automobile(s) of $500 

or less.  
• “Primary residence” includes appliances, furnishings, accessories, clothing, and other personal 

articles necessary to maintain a basic standard of living.  
• “Basis standard of living” is defined as those items or services necessary for each resident of the 

primary residence to meet essential health, safety, legal liabilities and comfort needs.  
• The automobile(s) the person owns should have a fair market value less than $15,000 (each if 

more than one in the household).  
 
Determination Process for Routine Determinations:  

1. The patient indicates to any Access Services or Financial Services Representative that they would 
like to apply for Charity Care.  

 
2. If a patient presents to the emergency room with no insurance coverage, he/she will be considered a 

candidate for Charity Care.  
 

3. A SVHC Application for Financial Assistance is completed with supporting documentation and 
forwarded to a Financial Advisor. Supporting documentation shall include at least two of the 
following types:  

• W-2 Withholding Forms  
• Payroll Stub  
• Income Tax Returns  
• Forms approving or denying unemployment compensation or Worker Compensation, if 

appropriate  
• Written verification of wage from employer  
• Written verification from public welfare agencies or any other government agency, which 

can attest to the income status for the past twelve (12) months.  
 
Patients with excessively large account balances that apply and do not qualify but may have extenuating 
circumstances should be referred to one of the following for review (refer to “Presumptive Determinations,” 
below):  

• Supervisor of Patient Accounts  
• Director of Revenue Cycle Management  
• Chief Financial Officer  

 
If the application is approved, the following actions should occur:  

• The Manager of Patient Financial Services or their designee (Patient Financial Advisor) will prepare 
the necessary paperwork to post the appropriate adjustment  

• The Financial Advisor will notify the patient by letter that their request for the services to be written 
off to Charity Care has been approved.  



 
If the application is denied, the following actions should occur:  

• The application for Charity Care will be retained on file.  
• The Financial Advisor will notify the patient by letter that their request to have services written off 

to Charity Care has been denied.  
 
Eligibility Criteria for Presumptive Determinations: Known circumstances surrounding a patient’s personal 
situation support the conclusion that they are Medically Indigent. In addition, the patient is either unable to 
apply for Charity Care and/or provide required supporting documentation to make a routine determination 
of eligibility.  
 
Determination Process for Presumptive Determinations: Some common, specific scenarios where a patient 
may be Medically Indigent but unable to document it are listed below. This is not an all-encompassing list. 
Unique situations that suggest the patient is medically indigent that are not listed may occur and should be 
evaluated independently.  

• A patient is a foreign national who was in the area for a limited period of time and appears to have 
limited means as best we can tell. We can confirm or have a reasonable belief that the patient has 
returned to their country and it is questionable whether they will return to this area again. 
Furthermore, they do not qualify for any kind of other assistance program.  

• The patient is deceased. There is no probate filed in the local jurisdiction where the person resided. 
There may or may not be family we can locate. We have no reason to believe that the patient has 
assets that would cover the bill (as determined from whatever sources of information available). No 
assistance programs are available to cover the patient’s services.  

• The patient is known to be homeless. They do not have a job and no assets. They do not qualify for 
any kind of assistance program.  

 
In addition to specific scenarios, there may be “triggers” that could indicate that a person might qualify for a 
charity write-off. All of these triggers assume that the person has no or very limited insurance coverage.  

• Their income is below $5,000 per annum for each family member in the household.  
• They are a full-time student who is on their own.  
• A large cumulative balance of $20,000 or more is owed to the hospital.  
• The patient is age 25 or below living on their own.  
• The patient is disabled or unemployed.  
• The patient is elderly and is not on Medicare or had Medicare Part B only.  
• The patient has a serious or debilitating illness or injury that could cause a person who was 

previously employed to be unable to work for an extended (6 months for more) period.  
• The patient has any other indicator (trigger) that would suggest the inability to pay their hospital 

bill.  
 
Triggers by themselves are not a definitive reason to grant presumptive charity, but are an indicator that 
further review of the patient’s circumstances may be warranted.  
 
The following individuals are authorized to examine the facts of a potential presumptive charity case and 
make a determination as to whether to approve the write-off of specific amounts:  

• $1 to $1,999 — Supervisor Patient Accounting  
• $2,000 to $5,000 — Director of Revenue Cycle Management  
• Greater than $5,000 — Chief Financial Officer  

 
Once an affirmative determination is made, document presumptive reason. The process thereafter to post the 
adjustment and distribute copies to the appropriate persons is the same for presumptive determinations as it 
is for routine determinations.  



Effective 1/1/09, the income requirements are: 
SIZE OF FAMILY INCOME 
 

Family Size 
200% FPL  

100% Discount 

300%FPL  

25% Discount 

400%FPL  

10% Discount 
1. $21,660 $32,490 $43,240 
2. $29,140 $43,710 $58,240 
3. $36,620 $54,930 $73,240 
4. $44,100 $66,150 $88,200 
5. $51,580 $77,370 $103,160 
6. $59,060 $88,590 $118,120 
7. $66,540 $99,810 $133,080 
8. $74,020 $111,030 $148,040 

Over 8 $7480 per person 
Add $11220 per 

person 
Add $14960 per 

person 
 
All applications must have proof of income attached. Proof can be a copy of an income tax return, a 
statement from employer, pay stub with year-to-date earnings, or an unemployment statement. Applications 
should be filed prior to service, during, or within sixty (60) days following services or change in status. This 
policy is intended to be flexible and sensitive to the patient who has the inability to pay for his/her bill. In 
addition to the specific charity care guidelines above, those patients whose household income falls in the 
range of 200 – 400 percent of the Federal Poverty Income Guidelines will be considered for a 0 – 25 percent 
discount. The Vice President of Finance or his/her designee will determine the amount of discount to be 
given.  
 



SOUTHWESTERN VERMONT MEDICAL CENTER 
FINANCIAL ASSISTANCE / FREE CARE FORM 

 
Southwestern Vermont Medical Center is committed to its community by making available free care to all its 
patients living within its service area. The determination in establishing free care is based on doubling the 
most recent published poverty guidelines as set forth by the Federal Government. All requests for free care 
should be made either prior, during or immediately following services. Patients should be full-time residents 
of our service area for at least six months to qualify. 
 
Please complete the attached form, sign it, and return all the necessary information needed. PLEASE NOTE: 
We need proof of income for our determination with a copy of your most recent tax return and a year-to-date 
copy of your most recent pay stub. The hospital reserves the right to request a copy of the Medicaid Denial of 
Assistance if proof of income appears to be within the Medicaid Eligibility Guidelines or if income can not 
be verified. 
 
You can either bring in our forms in person or mail them to your Patient Financial Advisors. Should you 
require any help in completing these forms, please either call the numbers listed below that corresponds with 
your last name of the alphabet, or come see us in person. Your Patient Financial Advisor will be glad to assist 
you. 
 
A-D (802) 447-4506 
E-K (802) 447-4508 
L-P (802) 447-4504 
Q-Z (802) 447-4507 
 
A Patient Financial Advisor will review your application and determine eligibility. You will be notified of our 
determination in a timely manner. All applications for free care without the necessary documentation for 
support will be returned to the patient. 
 
Revised 1/01/09 
Southwestern Vermont Medical Center Free Care Policy 
 
SVMC will make available uncompensated services to persons eligible under applicable guidelines. Patient 
eligibility for uncompensated services is determined by measuring family size and income against income 
poverty guidelines established by the Department of Health and Human Services. 
 
Please return application and proof of income to:  
SVMC 
100 Hospital Drive, Box 52 
Bennington, VT 05201 
 



Southwestern Vermont Medical Center Free Care Policy 
Request for Determination of Eligibility for Uncompensated Services 

 
I hereby request that Southwestern Vermont Medical Center make a written determination of my eligibility 
for uncompensated services at Southwestern Vermont Medical Center. I understand that the information 
that I submit concerning my annual income and family size is subject to information that I submit is 
determined to be false, such a determination will result in a denial of providing services as uncompensated 
services that I will be liable for charges of such services provided. 
 
Name: _______________________________________________________________________________  
 First  Middle  Last 

Address: ______________________________________________________________________________  
Street  City  State  Zip 

 
Occupation: ___________________________________________________________________________  
 
Employer:_____________________________________________________________________________  
 
Income for Family From Total for Last 6 Months Total for Last 12 Months 
Wages   
Farm or Self-Employment   
Public Assistance   
Social Security   
Unemployment   
Workers' Compensation   
Strike Benefits   
Alimony   
Child Support   
Military Allotments   
Pensions   
Income from Dividends   
Interest, Rent, Other, etc.   
 
Family Size:______________ 
 
Family Members:  

Name Relationship 

________________________ __________________________ 

________________________ __________________________ 

________________________ __________________________ 
 
Type of Service Required/Received:_______________________________________ 
 
I affirm that the following information is true and correct to the best of my knowledge. 
 
Date:________________________ Signature:________________________________ 
 



For Office Use Only 
Southwestern Vermont Medical Center Free Care Policy  

Determination of Eligibility 
 
Name: _______________________________________________________________________________  
 
Account #: ____________________________________________________________________________  
 
Income: 
 
Total income for the last 6 months $_______________________X 2 =_____________________________ 
 
Total income for the last 12 months $_______________________________________________________ 
 
If the patient’s statement of income was verified by the time the determination was made, stipulate exactly 
what information was use, the context of the information and the source (name and telephone number) of 
the person providing verification. 
 
Date of Determination of Eligibility or Denial of Uncompensated Services:___________________________ 

Signature of Person Making Eligibility Determination:___________________________________________ 

Eligible: Yes___________________ No______________________ 

Account Balance:_____________________________________ Effective Until: ___________________ 
 
Note: It is the patient's responsibility to contact SVMC/SVHC when there are additional services that this 
authorization will cover. 
 
Author: Antonietta Mazzariello, Director of Revenue Cycle Management 
Approved by: George Brisson, Vice President -Finance 
Date Approved:  
Reviewed by:  
Computer Operator: M. Smith 


