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General Information

Jasper Health Services, Inc. is made up of Jasper Memorial Hospital and The Retreat Nursing Home.
Jasper Memorial Hospital is a critical access hospital.

Retreat Nursing Home is a 55-bed hospital-based long term care facility located adjacent to Jasper
Memorial Hospital. We will not be receiving nursing home accounts.

Quick Facts about Jasper Memorial Hospital:

s Beds: 25

o Type of Control: Governmental, County
e Total Patient Revenue: 513,069,936

o Total Discharges: 106

« Total Patient Days: 1,171

VBO Telephone Number 866-818-0278

898 College Street
Monticello, GA 31064
Main number: 706-468-6411

Patient Payment Address:

Jasper Health Services, Inc.
P.O. Box 698
Monticello, Ga 31064




Federal Tax ID #: 58-2510435

NPi #: 1225031750
1972715795 — swing beds

Provider Information

Payer Timely Filing Deadline Payer ID Comments
Aetna 90 days from date of service 582510435
Biue Cross Blue Shield | 365 days from date of service | 1225031750 | HMO 90 days
Cigna 90 days from date of service 582510435
Humana . . | 120daysfromdateofservice | = 582510435 | L
Medicaid 180 days from date of service 000000598A
Medicare -~ | 365 days from date of service |~ 111303 | o
United Healthcare 90 days from date of service 1225031750




Contact Information

Business Office Mailing Address: P.O. Box 698, Monticello, GA 31064
Business Office Fed Ex. Address: 898 College Street, Monticello, Ga 31064

Business Office Hours: 8:00am to 4:00 pm (EST) Mondays — Fridays

Muain contact: Amy Sofala
asofala@jaspermemorial.com
706-468-4503

Amy Sofala PFS Manager
Jan Gaston Administrator
Stuart Abney Controller

Craig McCall Network Engineer
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Artiva Program Information

Artiva Client IDs

Jasper Health Services, Inc. accounts will be separated into four (4) client IDs on Artiva. The
client ID identifies self-pay and balance after insurance, balance after Medicare and Inventory
Backlog. The client IDs will roll up to the client class VIASPER.

Artiva Client ID Description
VIAS1A Self-Pay
VIJAS1B Balance After Insurance
VIASLC Balance After Medicare
VIAS1ID inventory Backlog

New Business:
New business accounts will be placed daily.
Payments and Adjustments:

Payments and adjustments will be reported to HSI daily.

Account Reconciliation:

We will receive a reconciliation file from Jasper Memorial Hospital.

Close Process:

Accounts not resolved in 120 days, will be closed back to Jasper Memorial
Hospital unless there is pending insurance or the account is on a payment
arrangement.

Client Account Number for Artiva:

The encounter number will be used for the account number. The encounter number
has 7 digits for the hospital and & digits for the clinic.




Workflow

Accounts will be placed with the VBO on day 1 from claim bill date for self-pay and we will receive
balance after insurance accounts once the account becomes patient responsibility.

The VBO will have 120 days to resolve the accounts.

Once the account is placed with the VBO, it is immediately assigned to a follow-up representative to
be worked within 15 days.

Ongoing follow-up occurs within a 7- 14 day time frame based on the activity required for resolution.




VBO GUIDELINES

When speaking with patients, VBO will identify them as the Business Office.

Jasper Health Services, Inc. does not have a payment portal. Credit card payments must be
sent to Amy Sofala for processing. VBO will enter credit card information as well as insurance
billing requests via the Offsite Portal in Artiva. An Excel spreadsheet is created from data
entered into the portal and Customer Relations Center (CRC) sends the spreadsheet to
Jasper password protected. 1t is categorized so Jasper’s staff can sort the spreadsheet to fit
their needs.

Notes from HSI system will be uploaded daily into Cerner. Pertinent information will be
entered into Cerner by VBO Reps until we get interface written with Cerner. Correspondence
will be sent through SECURE EMAIL,

BANKRUPTCY account information will be forwarded to Jasper Memorial Hospital’s
staff. Print the bankruptcy information that we receive from ARxChange and send to
Amy Sofala at Jasper Memorial.

VBO will be proactive in offering patient payment plans, monitor payments for calling
when terms not metto insure proper aging of account.

If a patient cannot pay, we should send them a financial assistance application and letter.
Policy allows patient to apply for charity on balance after insurance. Financial Assistance
Applications will be given upon request with return envelope to:

Jasper Memorial Hospital
Attn: Financial Counselor
P.O. Box 698

Monticello, GA 31064

No discounts are given to employees.
Jasper does accept insurance after discharge if it is still within timely filing limits. An ABN

needs to be signed if the insurance is past timely filing limits so the patient accepts
responsibility if the insurance does not pay. Jasper will file the claim.




We will continue to work deceased accounts in search of an estate. Jasper Memorial
Hospital does not file claims. We will try to get the spouse to accept responsibility.

We should not receive any VIP accounts or employee accounts. Employee accounts should be
closed and returned so they can be put on payroll deduction.

Jasper Memorial Hospital does not write-off self-administered drugs. [f patients complain,
notify Amy and she may reduce the amount.

If a guarantor provides a new address, our reps will update the information in Artiva and
Cerner.




JASPER MEMORIAL HOSPITAL
PATIENT FINANCIAL ASSISTANCE PROGRAM (FFAY)
FREE AND REDUCED-CHARGE SERVICES APPLICATION

Name of Patient: L __Dateof Bigthe _

Name of Applicant; _ e

Address City L OGA Zip

Telephone: Cownty: . e aeoaen

jist members of hionsehold, bivth date, relationship to patient, and incepme from cach
sonrce; state whether ineome is per weel, month, or year.

Name R Birth Date | Relationship Ticome Total
Wi/Mo/ Y

{Continue on back, if nocessary.)
Please provide a copy of your last (3) check stubs, a Tax refurn from prior
year, or last (2) bank statements for income verification purposes. :

If you have ﬁa'!NCOME, please complete the following:

L __do nitest that I have no reportable incoma for my
housshold.
Support Statement: My signature will certify that 1, (supporter) of the

-abiwve applicant, do provide all necessary essentials for living for the applicant and have done po fora -
period of __years/months (eircle one),

Sipnature of ‘é;:-i;pér"ter ----- , . Phonedt
: Address of Supporter

1 hereby acknowledge all of the information provided to be true. 1 undersiand that providing false
information will result in deiial of this application. Iunderstand that a credit report may be oblaised or -
other measures iay be faken to verify the information herein. Tiully understangd that Jasper Health
Services, Ine. Patient Financial Assistance Prograt is a “Payer of Last Resort” and [ heraby assign all
. benofits from any Uability actions, personal claim injuries, tort seltiements or any insueance bonefits
which sy become payable for ilness or injury for which Yasper Health Services, Inc. provided care.

Signature of Appﬁmnifﬁ’uaﬂliaﬁ Date




Please complete the Following if there is INCOME in the household:

Seif-Employment

A fax veturn & also required i you arc seli employed. Howovor if income for any member of
household is from self-emyloyment and you sere NOT. required o file a lax retum, you ity give
information @ business costs so that we can determing actual income to be ¢ounied. Write dotails on
back of this sheot. This also includesany “odd” jobs. (Bxample: cutting grass, cleaning galters,
handyman woek, ele...)

If you do not receive a chieck stuly, s letter signed from your employer siating the sumbsr of hours
routinely worked and poy vale will be sufficient. '

Please ramember to list ALY ircome on spplication including the amount in S81, Food Stamps, ete.

1 hereby acknowledge all of the information provided fo bo true. L understand that providing falss

inf ormation will result in denis] of this application. I understand that a credit repost may be obtained o
other meastres may be taken to verify the intornation herein, ¥ fully undersiand that Jasper Healtht
Services, lac. Patlent Financial Assistance Program i8 a “Payer of Lust Resor” and T hereby assign all
benefits from aay Jability actions, personal claim injuries, fort seitlements or any insurauce benefits
which may become payable for illness of injury for which Jasper Hlealth Services, Inc/POCC provided
CAre.

Signature of Applicant/Guardian . B Dale
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TALK-OFF

Good {Morning, Afternoon, Evening), may | speak to (guarantor}? Hello, (guarantor), this
is (representative) with Patient Financial Services, for security purposes, please verify
the last (4) digits of your social security number, and date of birth. To keep our records
updated, verify your current mailing address.

For guality assurance purposes, this call is being recorded.

| am calling in regard to your account with Jasper Memorial Hospital. The date of service
(s} is/are (date) , your balance is . You can resolve this balance by
paying with a credit card today. | will hold the line while you gather your credit card
information.

If the patient states they did not go to the hospital, ask if they visited the Primary Care
Center.

Option 2: If patient cannot pay-off account with a credit card, “Can you resolve this
balance within 7-10 business days with a check? The Account Representative should ask
the following questions: What is your check number? What is the exact amount you

are paying?

Option 3: If the patient cannot make a full payment commitment, reps should ask “How
sooh can you have this balance resolved?

Option 4: If a full commitment is not given, the representative should say “I can set-up
a payment plan for you today. | can set that up for “DOLLAR AMOUNT” per month.”
Payment Monitoring Program explanation should be explained at this time.

Option 5: If everything fails with Option 2-3, the representative should offer a Financial
Assistance Package by saying, “We have a Financial Assistance Program available for you
at this time.” Pre-Qualification questions should be asked.

Thank you for your cooperation. Have a nice day!
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| R JASPER HEALTH SERVICES

| BILLING AUTHORIZATION
JASPER |
Account Number Patient Name
Date of Service
PRIMARY INSURANCE
Insurance Name Insured’s Name
Policy Number Relation
SECONDARY INSURANCE
Insurance Name Insured’s Name
Policy Number Relation

Attach copies of all Insurance Cards

L

5.

Signature of Guarantor:

In consideration of those hospital and medical services rendered by Jasper Memorial Hospital and or the Skilled Nursing Unit, | hereby {I) assign,
transfer and set over to Jasper Memorial Haspital (1} all my rights, title and interest to medical reimbursement including but not fimited to {l11}) the
right to designate a beneficiary, add dependent eligibility and {iV) to have an individuat policy continued or issued in accordance with the terms
and benefits under my insurance policy, subscription certificate or other health benefit indemnification agreement otherwise payable to me for
those services rendered by Jasper Memorial Haospital.

| understand that 1 am financlally responsihle for alf charges not covered by this assignment. It is further agreed that any credit balance resulting
from payment of the insurance or other sources may be applied to any other account owed to the lasper Memorial Hospital by me or a family
member for whom | am financially responsible. tf the payment has not been received from the insurance company within 45 days of the discharge
date, the entire balance of this account bacomes my responsibility.

| hereby authorize release of any information including medical history, physical findings, treatment and surgery or benefits payable for this or
refated claims to any organization responsible for payment on this claim or to any physician or medical service organization who will render care to
the patient after discharge. It is understood that this release shall be irrevocable for one year following discharge, or until the hospital account is
paid in full, whichever is greater.

MEDICARE AUTHORIZATION Patient’s certification, authorization to release Information, and payment request: | certify that information given to
me in applying for payment under Title XVIII of the Social Security Act is correct. | authorize any holder of medical or other information about me
to release to the Centers for Medicare and Medicaid Services {CMS) or its intermediaries or carcies any information needed for this or a related
Medicare claim. | request that payment of authorized benefits be made on my behalf. tassign the beneflts payable for physicians’ services to the
physician or organization furnishing the services or authorize such physician or organization to submit a claim to Medicare for payment on my
behalf.

For Insurance presented after the date of service and/or discharge, | understand that 1 will be financially responsible for any
enalties associated with pre-certification and/or timeliness. Furthermore, | accept responsibility for those penalties up to and

including denial of total charges.

X

Patient Date Witness

Guarantor/ Person authorized to sign for patient Date Relation

Printed Guarantor Name:

12




LETTER SAMPLES

VJASLET1 = First Letter

VJASLET2 = Second Letter

VJASLET3 = Third Letter

VIJASPPA = Payment Arrangement Letter
VIJASBP = Broken Promise Letter

VJASBAI = Balance After Insurance Letter

13




P.O. BOX 723068
ATLANTA, GA 311380068

D NOT REAMIT PAYRIERT FO THU AHOVE ADDRESS
SEE ADDERESS AT THE 80774M OF THHE PAGE

ey T e sedart b g by

JOHN SMITH
1000 CIRCLE 75 PKWY 8E
ATLANTA, GA 30339-3026

Dear JOHN SMITH,

Jasper Healih Serviees, Ine,

19132018

Tolt Free Number: 865-8018380

Tenemos también servicio al cliente en espafiol

Jii012345

JOHN BMITH

$350.00

(613072018

24153128

Thank you for choosing Jasper Health Services, Inc. for your healtheare needs. We have billed the insurance carrer{s) that
was provided at the time of service. If you have questions of conceins regarding your Insufance payments, please contact

your insurance company directly.

If you have already paid your account, we apologize for any inconvenience and look farward to serving you again. Please
contact our office i you have questions or need lo resclve the balance listec. Please remit payment for the balance listed on

the payment stub,
Thank You,

Suzette Mangal

T ENSURE PROPER CREDET OF YGUR PAYMENT, PLEASE EMCLOSE THE BOTTOM PORTION OF THIS LETTER IN THE ENVELGPE PROVIDED
if your wish o pay by credit card, please previde the necessary infoemation.

[_"il_‘gl ‘:L{Z]A - iirzft)( DECHVIR %0\:&&&
Amount Remitted
Cradit Card Number,
Security Code,__ Exp. Dste
Name
Signaiure

Yo ansure our customers recalve quality service, we randomly select
tetephone calls for monitoring. These calls are evalvated by supervizors.
This is {o guarantes that promps, consistent assistance, and acourate
infareation is delivered in a professional manner, We have been propedy
ticensed by the Georgia Public Sarvice Cammission {o use such servics
observing equipment,

VIJASLET1

JASPER HEALTH SERVICES, INC
P.O. BOX 638
MONTICELLO, GA 31084
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P.O. BOX 723008
ATLANTA, GA 311380068

130 KOT REKYT PATAMUINT 7O THE ADDVE ADHRESS
SEE ADDRESS AT THE H07TOM OF THE PAGE

Pt ey D st g g g oy
JOHN SMITH

1000 CIRCLE 76 PKWY SE
ATLANTA, GA 30339-3026

Dear JOHN SMITH,

Jasper Health Servives, Ine,

1913/2018

Toli Free Number; B55-8848380

Tenemos también servicio al clfente en sspafiol

24153130

Thank you for thoosing Jasper Heaith Services, Inc. for yout healthcars needs.

Unfortunately, our records reflact your balance is still unresolved Please contact us al 865-8018380 in order to salisfy the
batanee in full. Our representatives can also assist with establishing a payment plan, if that better suils your needs,

For your convenience, we accept VISA, MASTERCARD, AMERICAN EXPRESS and DISCOVER. ifyou have already paid
your acoount, we apologize for any inconverence and took forward to serving you again.

Thank You,
Suzette Mangol

TC ENSURE PROPER CREDIT OF ¥YOUR PAYMENT, PLEASE ENCLOSE THE BOTTOM PGRTION OF THIS LETTER IN THE ENVELOPE PROVIDED
1f you wish 1o pay by credit card, please provide the necessary infermation

mus’rzamau EM v!_igﬁ . ,@:x RChaR ggi:mm
Amount Remitted
Credit Card Number:
Security Code:__ Exp. Date
Name
Signature

To ensure our cuslomers recaive gualily service, we randomly select
tetaphone calis for manitoning. These calls are evalualed by supervisors.
This is to guarantae that prompt, consisient assistancs, and accurale
infermation s delivered in a professionat manner. We have bean propaily
Heansed by the Georpla Public Service Commission to use such service
ahserving equipment.

VJASLET2

JASPER HEALTH SERVICES, INC
P.O. BOX 698
MONTICELLO, GA 31064
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P.0O. BOX 723068
ATLANTA, GA 311390068

D0 HOT REMIT PAVMERT TO THE ABOVE ADINESS

SEE ADDIESS AT THE BOTTOM G THE PALR
|Ell'l“"l]i“l"i'!Ill'dhnlllil!thllllulliillllilll]lill"
JANE SMITH
500 CIRCLE 786 PKWY SE

ATLANTA, GA 30338-3035

Daar JANE SMITH,

Tasper Health Services, Toc,

19132018

Toil Free Number: 855-891 8380

Tenemos también servicio al cliente en eapafiol

24163131

This Is a FINAL NOTICE regarding the below referenced account. You have 30 days to contaat the business office and
arrange a satisfactory resolution to your outstanding debt. If you cannot make paymant in full, our representatives are

available to assist you with other payment oplions.

Pleass contact us at 855-891+8380 to resolve your balance. For your convenience, we accept VISA, MASTERCARD,
AMERIGAN EXPRESS and DISCOVER. To avoid further coliection efforis, please respond to this letter loday.

Thank you for choosing Jasper Health Services, Inc. for your healthcare needs.

If you have already paid your account, we apologize for any inconvenience and fook forward to serving you again.

Thank You,
Suzeits Mangol

TO ENSURE PROPER CREDIT OF YOUR PAYMENT, PLEASE ENGCLOSE THE BOTTOM PORTION OF THIS LETYER IN THE ENVELOPE PROVIDED
i you wish o pay by credit card, please provide the necessary information.

: ﬁf&iﬂ Eﬁ\;éteg(m:-m ViSA ET&jA

Amount Remitied
Credit Card Number:
Security Code: Exp. Dats

L,
Y rsaex pECEvER %@(JVER

Namie

Signature

To ansure our customers receive quality service, we randomly select
igtephone calis for monitoring. These cally are evaluated by supendsors.
This is to guarardes thal prompl, eonsistent assistance, and accurate
information is defivered In a professional masner. Wa have baen propedy
licansed by the Georgia Public Service Commission {o uge such service
obsarving equipment.

VJASLETS

JASPER HEALTH SERVICES, INC
P.Q. BOX 698
MONTICELLO, GA 31064
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P.O. BOX 723068
ATLANTA, GA 311380068 — 5 .
Jasper Health Services, e

DO NOY REMIT PAYMENT TO 115 AROVE ADDRESS
SEF ADDRESS AT TUE GOTTOM OF THE PAGE

1¥13/2018

Toll Free Number: 865-804-8280
phabilte e T R L L Tenemos también serviclo al cllente en espafiol

JANE SMITH
4900 CIRCLE 785 PKWY SE
ATLANTA, GA 30338-3035

241831314
Dear JANE SIMITH,

Thank you for cheosling Jasper Health Services, Ine. for your healthcare needs. An agreement has been made for a payment
amount of $25.00 due on 12/0Y2018. if you have any difficulty meeting this payment arrangement, please contacl our office.

Please note the accounts mearked with a + symbol are not included in your payment plan.
We encourage you to contact the busines office so these can be adied to your existing agreemant.

Jn00876 05/04/2618 $125.00

‘Thank You,
Suzeite Mangol,

TO ENSURE PROPER GREDIT OF YOLUR PAYMENT, PLEASE ENCLOSE THE BOTTOM PORTION OF THIS LETTER IN THE ENVELOPE PROVIDED
if you wish o pay by credil card, please pravide the necessary infarmation,

g-s}c,wm VIASPPA

JO000BT7A54

Amount Remitted
1213412018

Credit Card Number: $25.00

Security Code! Exp. Dale

Name

Signature

To ensure our custamers reoeive quality service, we randomly selatl
telephions cakls for monitosing. Thesa calls are avaluated by supenvisors.
Thiz is fo guarantes that prompt, consistent assistance, and accurate

information Is delivered 1n a professionat manner. We have been JASPER HEALTH SERVICES, INGC
properly licensed by the Georgia Public Sendce Commission lo use such P.O. BOX 698
service observing equipment. MONTICELLO, GA 31084
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P.0. BOX 723068

ATLANTA, GA 31138.0068 L
Jaspee Heglth Services, Ine,

B RO RESMY PAYMENT T THE ABOVE ADDRESS
SHE ADDRESS AT THE BOTTUN OF THE PAGE

1713f2018

Toll Free Number: 855-8848380

IR T R IRUE E Tenemos tambkn servicio ai cliente en sapafiol

JOHMN BMITH
1000 CIRCLE 75 PRWY SE
ATLANTA, GA 30339-3026

JOHN SKITH
o active arrangement
Ho active airangemant

24183130

Dear JOHN SMITH,

An arrangement was made with you fo resolve your oculstanding accounts. We have not received your payment as promised.
Please send payment immadiately. If any of thase accounts have been resolved, please contact our office.

: coant Number b
JOO056788 0512012018

$260.00

Slease note accounts marked with a + are not on a payment plan. We encourage you to contact the business office a1 {B66)
B18-0278 s0 these accounts can be added to your existing arrangement,

Thank You,
Suzetie Mangol,

TO ENSURE PROPER CREDIT OF YOUR PAYMENT, PLEASE ENCLOSE THE BOTTOM PORTION OF THIS LETTER [N THE ENVELOPE PROVIGED
I you wish o pay by credif card, pleass provide ths necessary information,

&0 fysal] ] [
{ et RaTERDaAn M\ﬁ@& AN DESCeVER e VIASHEP
055789
Amount Remifted:
. Mo active amangament
Credit Card Number: Mo aclve arangement
Security Code: Exp. Date
Name
Signature

To ensure our customers fecaive quatity service, we randomly select
telephone calis for monaltoring. These calls are evaluated by supanisors.

This is to guaraniee that prompt, consislent asaistancs, and acourate L
informatlon [s delivared In a professional manner. We have been JASPER HEALTH SERVICES, IND
propedy licensed by the Georgia Public Bervice Commission 10 use such P.O. BOX 608

service obsarving equipment. MONTICELLO, GA 31064
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P.C. BOX 723068

ATLANTA, GA 311390068 . -
Jasper Health Services, Inc.

THY NOT REMET BA Y MIENT T T1HE AHOVE ADDRIXRS

SEE ADDRESS AT THHBOTTOM OF THE PAGE
11123/2018
Toll Free Number: 855-8018380
stafusepe ety st oo eyl ] el e 1 gy Tenames también servicio al cliente an espaiiol
JOHN SMITH 300012345
1000 CIRGLE 76 PKWY SE JOHN SEATTH

ATLANTA, GA 30338-3026

§ 350,00
0673012616

24163129

Dear JOHN SMITH,
Thank you tor choosing Jasper Heaith Services, Ino. for your healthcare needs. A olaim has been filed with your insurance
company and they have nofified us the remaining balance is your responsibility.

For your convenience, we accept VISA, MASTERCARD, AMERICAN EXPRESS and DISCOVER. Please contact us at
B55-BG1-8280 to resolve your balance. Our represenlatives con also assist with establishing a payment arrangement if that
better suits your neads.

Our representatives will be more than happy to provide you with a breakdown of your patient fiability. However If you have
questions regarding your current coverage, we encourage you to contact your insurance company for an explanation,
Additionally, if there Is other coverage not listed, piease inform our representative when you conlact us.

if you have already paid your acoount, we apologize for any intonvenience and look forward to serving you again.

Thank You,
Suzette Mangot

TO ENSURE PROPER CREDIT OF YOUR BAYMENT, PLEASE ENCLOSE THE BOTTOM PORTION OF THIS LETTER IN THE ENVELOPE PROVIGED
¥ you wish to pay by credli card, please provide ihe recessady information.

VISA L;L o L,zix @,«@i{m VIASBAL
Amount Remitted
Credit Card Number:
Segcunty Code;___ Exp. Date
Name
Signatura

To ensure our customers receive quality servicae, we rendomly seisct

tetaphone calls for maniloring. These calls are evalualed by superdsors,

This is to guarantee that prompl, consistent assistance, and accurals .
information Is daliverait in a professional manner. We have been ‘;ASPBES stiAaLTH SERVICES, INC

propariy lioensad by tie Georglo Public Service Comimissicn to use such Jo B
sefvice observing equipment. MONTICELLO, GA 31084

19




