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Platte County
Memorial Hospital and Nursing Home

Platte County Memorial Hospital
understands that often the need to u
hospital services comes unexpected
is not always possible to pay your b
time care is provided. As a courtes,
patients, PMCH bills all insurances
offers payment options for unmet b;

Following is a description of our bi
procedure:

When you register at the hospital
admitting personnel will ask you
information regarding your medi
insurance. Your insurance will I:
for the services provided. We wi
directly with your insurance carri
however, you may be asked to cc
them, if we are having difficulty
collecting.

Our payment arrangements are as fc

~ol Yo. tspital Bill
Last name A- E call Linda 322-6409 x241

se Last name F-K call Karen 322-6409 x215
.ly and it Last name L-R call Cheryl 322-6409 x216
ill at the Last name S-Z call Barrie 322-6409 x218
y to our
and Or you may call 307-322-6409 extension
alances. 261 and anyone in Patient Financial

Services can assist you.
iling

If you are experiencing financial hardship,
our you may qualify for assistance. A

for completed financial application is required
cal to apply for our financial assistance
)e billed programs. Please contact the Patient
ill work Account Department for more information
ier, on these programs.
)ntact

PMCH accepts payments by cash, check, or
credit cards:

Master Card
Allows: Visa

Our Patient Accounts Department is
available to assist you Monday through
Friday between the hours of 8:00am and
4:30pm. If there is anything you do not
understand about your bill, please do not
hesitate to call. We can be reached by

balances, calling: (800)-239-2835
suitable
need of Thankyoufor trusting your care to Platte
of our County Memorial Hospital!

dule an

DONT FORGET ABOUT THE
BENEFITS OF PRE-

REGISTRATION. PLEASE GIVE
US A CALL. 322-6409 ext. 261.

1.
2.
3.

Prompt Pay Discount
Installment Arrangements
Financial Assistance
A. for Insured Patients
B. for Uninsured Patients

In order to assist you with your
we can help you arrange a
payment option. If you are in
assistance, please contact one
financial counselors to sche
appointment.



I''I, .............

..................... :

Checklist for
Eligibility

(more inforna tion may
be requested)

V State of Colorado driers license or

state identolcation card

Tor more information please
call 970-521-3225.

APPEALS

SI

I/

Proof of innilgratlon status

Copy of last month 's paycheck stubs

Social Security Disability Insurance

cSSDI) or Supplemetital Security In-

conte (SSJ) aivard letter

V Paymentsffrom pension plans

V Paymenitsfromn Aid to th e Needy an d

Disabled (A NVD) or Old Age Pension

(OAP)

V A copy of your Medicare or health in-

surance card

V Vehicle value for all of your 1 ehicle(s)

V Other income sources

V Non-CICP medieallpharintacy/dental

expenses
-' TIdome tax forms
.- Last 3 months bankstatements-

checking, savings, 401K's, etc

"Reform Actfor the Pro vislon of Health
Careforthe Medically Indigent" Section
26-15-101, C.R.S. in 1983

: . . . .

You have the right to appeal your rat-
ing within 15 days of the date of your
first rating. Your appeal must be re-
ceived in writing and delivered to the
provider where you applied. The ap-
peal should be addressed to the Man-
ager of the CICP Eligibility Section at
the provider's address.
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To obtain an application or more
inforniationt, contactyour local
hospital or clinic Admissions

Office.

A list ofparticipating providers
can befound at the Department

of Health Care Policy &
Financing's
web site af

http.//www.chcqpf.state. co. us
and click on "AMedically Indigent!

Colorado Indigent Care Program
(CICP)."
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Mvlarque la lisapara elegbloZihdad
(podria rcquenrsc mayor informaci6n)

v'Licencia de manejo del Estado di
Colorado o lajeta Iden dentificaci' n

0

estatal

V Prueba de estatiis.deni,;nigracicn.

cV Copias de los cort iobktej R de c

cireques por pagos. recibidosdurante
los 3 tstimos meses'

v Seguro de Deshabilidadel ,'tSego ro *
Social o carta de oto*'aien'toAdel' ,

Seguro Suplcenentario~ delIngreso _________.^,-_,_:^.^______,_,,.__

a" Pagos deplanes~de juPan ParaienROrR AIoD

V Pags de Ayuda atesi y ATE CION A
Deshabilitado (',VDP.e Pens ~i~n c)f AI U'iiCIONdnisiAsdLlA
por Edad Ava zada (OlciAge clOica u hospit de su locatidad. S DEL
Pension-OAP) .__ __ _ _ __ _ _ __ _ _ __ _ _

V Una copia de suwtar] eta Medicare o INDI IGENTE
seguro de salud DE CO RADO

.- Valnr de su vehiculo o vehiciclos

a Otrasfuentes de ingreso e
... . . . .... - @ . ~~~~~~~~~~Depiqcrtain2ento de Atencibn

v Gastos, midko4/aa4utnicu sy a I*a Salud, Politicas

dentales no asicdabs~aivl1P y Pinanciamiento

de Colorado
1575 Shenman Street

a . ~~~~~~~~~~~Denve?; CO 80203

"Acia de Rcrormw para c SuminristroileAteni'na laSalud
para el Indigenie Mddico." Scccidri'261S'iOl,'CRS cn 983. RCv.SspV9


