 HARDIN COUNTY GENERAL HOSPITAL AND CLINIC
Good Faith Estimate for Health Care Items and Services
	Patient

	Patient First Name	Middle Name	Last Name

	Patient Date of Birth:	/	/

	Patient Identification (account) Number:

	Patient Mailing Address, Phone Number, and Email Address

	Street or PO Box	Apartment

	City	State	ZIP Code

	Phone

	Email Address

	Patient’s Contact Preference:   [  ] By mail   [  ] By email   [  ] By patient portal

	Patient Diagnosis

	Primary Service or Item Requested/Scheduled

	Patient Primary Diagnosis	Primary Diagnosis Code

	Patient Secondary Diagnosis	Secondary Diagnosis Code
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	If scheduled, list the date(s) the Primary Service or Item will be provided: 
____/____/____ Initial Service Date
If a recurring service, estimated end date of service : ____/____/____
[  ] Check this box if this service or item is not yet scheduled

	
Date of Good Faith Estimate: ____/____/____


	Provider Name	Estimated Total Cost
	 

	Provider Name	Estimated Total Cost
	 

	Total Estimated Cost (details provided on subsequent pages)
	 
$__________

	Prompt Pay discount: If paid in full within 30 days of service or from first billing statement, prompt pay savings at ______% will apply and the total estimated balance you will owe is estimated at:

	
$__________

	Financial Assistance discount _________ %
If the patient has completed a prior financial assistance application and qualifies for a financial assistance discount, the discount will be applied and the estimated balance due entered on the total line.
	
$__________



If you have not applied for financial assistance and wish to do so, please contact our Collection Manager at 618-285-6634 ext. 302 to apply. The Financial Assistance application can also be found at www.ilhcgh.org.

The following page(s) is a detailed list of expected charges for the primary service(s) and date(s) listed above. 

If this is a recurring service, the estimated costs are valid for 6 months from the date of the Good Faith Estimate. 

Hardin County General Hospital and Clinic update their charges typically every April 1st. As such, if you have services that will span before and after April 1st, please contact Hardin County General Hospital and Clinic Collection Manager at 618-285-6634 in order to obtain an updated estimate on your out of pocket costs.

Estimate of Charges by HARDIN COUNTY GENERAL Hospital
	Facility Name, Type, Taxpayer Identifier Number (TIN) & National Provider Identifier (NPI) 
(check one)
· Hardin County General Hospital, a critical access hospital, TIN 370702309, NPI 1538165600
· HCGH Clinic (rural health clinic), TIN 370702309, NPI 1346323615

 



	Address: 6 Ferrell Road, PO Box 2467, Rosiclare, IL  62982
 
 

	Contact Person
Kathy Jackson
	Phone
618-285-6634  ext 302
	

	Email
Kathy.jackson@ilhcgh.org
	
	



Details of Services and Items to be provided at 6 Ferrell Road, Rosiclare, IL  62982
	Service/Item
	Diagnosis Code
	Service Code
	Quantity
	Expected Cost

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 



Total Expected Charges $__________________ (total from above)
Additional Health Care Provider/Facility Notes:

Reason for visit described by patient upon scheduling:	


Estimate of Charges from Separate Independent Providers
· Not applicable. No separate charges are expected.
· Separate professional fees are expected to be billed by the following provider. 

	Facility Name, Type, Taxpayer Identifier Number (TIN) & National Provider Identifier (NPI) 


 



	Primary Office Address: 
 
 

	Contact Person
	Phone
	Email



Details of charges billed separately by independent providers for Services to be provided at 6 Ferrell Road, Rosiclare, IL  62982
· If charges are not listed below, an estimate from the independent provider could not be obtained before this good faith estimate was issued. We will continue to try and obtain an estimate that will be issued to you when available, but you are also welcome to contact the office above in order to obtain more information about the charges this independent provider may bill for services provided.
	Service/Item
	Diagnosis Code
	Service Code
	Quantity
	Expected Cost

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Total Expected Charges $__________________ (total from above)
Additional Health Care Provider/Facility Notes:

Reason for visit described by patient upon scheduling:	


Disclaimer
This Good Faith Estimate shows the costs of items and services that are reasonably expected for your health care needs for an item or service. The estimate is based on information known at the time the estimate was created.
The Good Faith Estimate does not include any unknown or unexpected costs that may arise during treatment. You could be charged more if complications or special circumstances occur. If this happens, federal law allows you to dispute (appeal) the bill.
If you are billed for more than this Good Faith Estimate, you have the right to dispute the bill.
You may contact the health care provider or facility listed to let them know the billed charges are higher than the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to negotiate the bill, or ask if there is financial assistance available.
You may also start a dispute resolution process with the U.S. Department of Health and Human Services (HHS). If you choose to use the dispute resolution process, you must start the dispute process within 120 calendar days (about 4 months) of the date on the original bill.
There is a $25 fee to use the dispute process. If the agency reviewing your dispute agrees with you, you will have to pay the price on this Good Faith Estimate. If the agency disagrees with you and agrees with the health care provider or facility, you will have to pay the higher amount.
To learn more and get a form to start the process, go to www.cms.gov/nosurprises or call 1-800-985-3059.
For questions or more information about your right to a Good Faith Estimate or the dispute process, visit www.cms.gov/nosurprises or call 1-800-985-3059.
	Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are billed a higher amount.




