
Hospital Request for Extended Repayment Schedule

Hospital Name:
_______________________________________________________

Critical Access Hospital:  
Yes ______

No ______
Rural Hospital:


Yes ______

No ______

Cost Settlement Period:  ________________________________________________

Type of Settlement:

Medicaid ______
PeachCare ______

Request:

Due to the hospital’s current financial condition, we request that the repayment of the settlement amount due to the Georgia Department of Community Health for Medicaid outpatient hospital services, in the amount of $________________, be extended to a period of _____________.

We attest that the hospital currently meets the following conditions that the Department has identified as indicators of financial distress:

________
The hospital has less than 15 days cash and cash equivalents. 

________
The hospital’s reserve funds (cash or bonds or CD’s, etc.) equal zero.

________
The hospital has lost money from operations in two of last three years or in the last two years consecutively.

I hereby certify that I am authorized to submit this form and that the information is true and accurate.  I understand that the Department may recover 10% of any supplemental UPL or DSH payment due to the hospital to accelerate repayment of debts owed to the Department.  I understand the Department may recover 100% of any other settlement or judgment payment due to the hospital to accelerate repayments of debts owed to the Department.
CHIEF EXECUTIVE OFFICER:

            CHIEF FINANCIAL OFFICER:

_____________________________


______________________________

Signature





Signature

_____________________________


______________________________

Date






Date

_____________________________


______________________________

Name






Name








______________________________








Fax Number
Reserved for use by the Georgia Department of Community Health

Date Request approved ____________

Date Request denied ____________

Date of settlement notice ____________

Recoupment % or $ per week ____________

Recoupment start date ____________

Recoupment projected end date ____________

Reviewed by _______________________
Date of review ____________

Instructions:

An extended repayment schedule may be available for settlement notices issued beginning State fiscal year 2005.  Effective May 15, 2009, the maximum repayment period is 6 months for Critical Access and Rural hospitals and 3 months for all other hospitals.

Place a mark for all conditions of financial distress applicable for the hospital.

The number of days of cash and cash equivalents should be determined by comparing this amount: [most recent annual expenses available divided by 365 and multiplied by 15] to current [as of date of request] cash-on-hand and cash-equivalent amounts.

The form must be signed and dated by the hospital’s Chief Executive Officer and by the Chief Financial Officer.

Completed form should be sent to:

Ms. Carie Summers

Chief Financial Officer

Georgia Department of Community Health

2 Peachtree Street, NW

Atlanta, Georgia 30303-3159

Fax number (404) 463-3925
Any questions about completing the form should be directed to Mr. Al Cusumano at acusumano@dch.state.ga.us or at (404) 463-0130.

Notice of the Department’s response to the request will be sent to the Chief Financial Officer at the fax number listed on the request form.  If a response has not been received within 10 business days, any questions about the status of a request should be directed to Ms. Tracey Flowers at tflowers@dch.ga.gov or at (404) 656-0710.
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