Alta Partners, LLC

902 Corporate Way  Suite 320
Westlake, OH  44145

Phone: 440-808-3700

Fax:      440-808-3675
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HOSPITAL CHARITY CARE ADJUSTMENT REQUEST FORM

(HCAP APPROVED)
Patient Name:___________________________________________________________________________

Patient Account Number__________________________________

Date of Service_________________________________________

CPT Code(s):




Amount Adjusted:

__________________________


_________________________

__________________________


_________________________





     Total Amount:_________________________

CCHS Western Region Approved adjustment amount:

 FinCode

---------- ---- ---- --- --------------- ------------------------- -------- ---
100         CHARITY ADJ 100% 

35 CHARITY ADJ 35% 

50          CHARITY ADJ 50% 
75            CHARITY ADJ 75% =========================================================================
Per insurance company guidelines, it is our legal obligation to collect the patient copayments and/or deductibles.  Our signature authorizes Alta Partners, LLC to cease collection efforts for the above reason(s).

Physician Signature:____________________________________________________

                                             (Original Physician Signature ONLY, NO STAMPS)

Physician Name:_______________________________________________________

                                             (Please Print)

Date:________________________________________________________________

Office Phone Number:__________________________________________________

**Any blanks will result in this form being returned to the office for completion.**
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