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The Common Sense Initiative is established in R.C. 107.61 to eliminate excessive and 
duplicative rules and regulations that stand in the way of job creation.  Under the Common 
Sense Initiative, agencies must balance the critical objectives of regulations that have an 
adverse impact on business with the costs of compliance by the regulated parties. Agencies 
should promote transparency, responsiveness, predictability, and flexibility while developing 
regulations that are fair and easy to follow. Agencies should prioritize compliance over 
punishment, and to that end, should utilize plain language in the development of regulations.  
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Reason for Submission 

1. R.C. 106.03 and 106.031 require agencies, when reviewing a rule, to determine whether 
the rule has an adverse impact on businesses as defined by R.C. 107.52.  If the agency 
determines that it does, it must complete a business impact analysis and submit the rule 
for CSI review.   
 
Which adverse impact(s) to businesses has the agency determined the rule(s) create?  
 
The rule(s): 

a. ☐     Requires a license, permit, or any other prior authorization to engage in or 
operate a line of business. 

b. ☐     Imposes a criminal penalty, a civil penalty, or another sanction, or creates a 
cause of action for failure to comply with its terms.   

c. ☒     Requires specific expenditures or the report of information as a condition of 
compliance.  

d. ☒     Is likely to directly reduce the revenue or increase the expenses of the lines of 
business to which it will apply or applies. 

Regulatory Intent 
 

2. Please briefly describe the draft regulation in plain language.   
Please include the key provisions of the regulation as well as any proposed amendments. 

Rule 5160-2-17, entitled “Provision of basic, medically necessary hospital-level services,” is 
being proposed as a new rule to replace and renumber rescinded rule 5160-2-07.17. These 
changes are being made as a part of the five-year agency rule review process.  

Rules 5160-2-17 and 5160-2-07.17 set forth the provisions for hospitals to provide care under 
the Hospital Care Assurance Program (HCAP) as required by section 5168.14 of the Ohio 
Revised Code (ORC). ORC 5168.14 requires each hospital that receives payment under 
HCAP to provide basic, medically necessary hospital-level services without charge to state 
residents who are not recipients of the Medicaid program and whose income is at or below 
the federal poverty line. Rules 5160-2-17 and 5160-2-07.17 set forth the eligibility 
determination, billing, notice, documentation, and reporting requirements necessary to 
operate HCAP.   

In rescinding 5160-2-07.17 and replacing it with 5160-2-17, the following changes are being 
proposed:  
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• Allowing all hospitals within the same hospital system to use a single approved 
application for a patient, provided that all other eligibility requirements are still being 
maintained; 

• Allowing hospitals to offer applications that are completed and signed electronically; 
• Updating the website reference to the HHS current poverty guideline; 
• Removing references to the discontinued Disability Assistance (DA) program; 
• Allowing the department’s disproportionate share hospital auditor to receive and 

review hospital records that document compliance; 
• Removing regulatory restrictions as defined in R.C. 121.95. 

 

3. Please list the Ohio statute(s) that authorize the agency, board or commission to adopt 
the rule(s) and the statute(s) that amplify that authority.  

Section 5168.02 of the Revised Code authorizes the Agency to adopt these rules. These rules 
amplify Sections 5168.02 and 5168.14 of the Revised Code.  

4. Does the regulation implement a federal requirement?   Is the proposed regulation 
being adopted or amended to enable the state to obtain or maintain approval to 
administer and enforce a federal law or to participate in a federal program?  
If yes, please briefly explain the source and substance of the federal requirement. 

As the state Medicaid agency, the Department is required by Section 1923 of the Social 
Security Act to implement a Disproportionate Share Hospital (DSH) program to help offset 
the cost of Medicaid shortfall and the cost of care to the uninsured population that is incurred 
by hospitals. 

5. If the regulation includes provisions not specifically required by the federal 
government, please explain the rationale for exceeding the federal requirement. 

Section 1923 of the Social Security Act requires states to implement a DSH program and 
make additional payments to hospitals, but the federal statutes provide states with broad 
flexibility in program design. Therefore, this rule sets forth policies in connection to Ohio's 
DSH program. 

6. What is the public purpose for this regulation (i.e., why does the Agency feel that there 
needs to be any regulation in this area at all)? 

The public purpose for HCAP is to ensure that Ohioans who are at or below the federal 
poverty level and uninsured are able to receive basic, medically necessary hospital-level 
services. Ohio’s HCAP provides a vital safety net for some of the state’s most vulnerable 
residents and helps to improve the overall health of Ohioans. HCAP also offers vital funding 
to support the hospitals who provide a disproportionate share of free hospital services to 
qualifying residents.   
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7. How will the Agency measure the success of this regulation in terms of outputs and/or 
outcomes? 

The measurable outcomes of this regulation are that hospitals participating in Ohio’s HCAP 
are properly executing the eligibility determination, billing, notice, documentation, and 
reporting requirements under 5160-2-17 such that all eligible state residents are able to 
receive medically necessary hospital services.  

8. Are any of the proposed rules contained in this rule package being submitted pursuant 
to R.C. 101.352, 101.353, 106.032, 121.93, or 121.931?   
If yes, please specify the rule number(s), the specific R.C. section requiring this 
submission, and a detailed explanation. 
 
No, the proposed rule package is not being submitted pursuant to the aforementioned laws.  

Development of the Regulation 

9. Please list the stakeholders included by the Agency in the development or initial review 
of the draft regulation.   
If applicable, please include the date and medium by which the stakeholders were initially 
contacted. 

The Ohio Hospital Association (OHA) took part in the development of these regulations. 
ODM emailed OHA a draft copy of the rule ywasking for OHA’s feedback.  

10. What input was provided by the stakeholders, and how did that input affect the draft 
regulation being proposed by the Agency? 

OHA recommended the rule should clarify that a person’s eligibility is determined based on 
the Department of Health and Human Services’ current poverty guideline as in effect on the 
date of admission. ODM updated the draft rule to fully incorporate OHA’s feedback.    

11. What scientific data was used to develop the rule or the measurable outcomes of the 
rule?  How does this data support the regulation being proposed? 

The Ohio Department of Medicaid received feedback from hospitals participating in the 
Hospital Care Assurance Program regarding their experiences with the eligibility 
determination, billing, notice, documentation, and reporting requirements found in the 
existing rule for the provision of medically necessary hospital-level services. The proposed 
changes in the new draft rule are meant to address the concerns expressed by hospitals about 
the existing rule. Furthermore, the changes in the new draft rule provide greater flexibility to 
hospitals and remove unnecessary regulatory barriers.  
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12. What alternative regulations (or specific provisions within the regulation) did the 
Agency consider, and why did it determine that these alternatives were not 
appropriate?  If none, why didn’t the Agency consider regulatory alternatives? 

None. The Ohio Department of Medicaid determined the Ohio Administrative Code rules to 
be the most appropriate type of regulation for the provisions included in this rule.  

13. Did the Agency specifically consider a performance-based regulation? Please explain. 
Performance-based regulations define the required outcome, but don’t dictate the process 
the regulated stakeholders must use to achieve compliance. 

No. The Centers for Medicare and Medicaid Services (CMS) already has regulations set forth 
in 42 C.F.R. 482.21 that require quality assessment and performance improvement standards 
in order for hospitals to be accredited.  

14. What measures did the Agency take to ensure that this regulation does not duplicate an 
existing Ohio regulation?   

Medicaid rules were reviewed by Ohio Department of Medicaid staff, including legal and 
policy staff.  

15. Please describe the Agency’s plan for implementation of the regulation, including any 
measures to ensure that the regulation is applied consistently and predictably for the 
regulated community. 

A Hospital Handbook Transmittal Letter (HHTL) will be posted on ODM’s website that will 
describe the changes for hospitals. Hospitals can also obtain necessary assistance by emailing 
hospital_policy@medicaid.ohio.gov.  

Adverse Impact to Business 

16. Provide a summary of the estimated cost of compliance with the rule.  Specifically, 
please do the following: 
a.   Identify the scope of the impacted business community; and 

This rule impacts all hospitals that receive payment under the provisions of Ohio’s 
Hospital Care Assurance Program (ORC Chapter 5168).  

b. Identify the nature of all adverse impact (e.g., fees, fines, employer time for    
compliance,); and  
Rule 5160-2-17 requires hospitals that receive payment under the provisions of Chapter 
5168 of the Ohio Revised Code to provide basic, medically necessary hospital-level 
services free of charge to state residents who are not recipients of the Ohio Medicaid 
program and whose income is at or below the federal poverty line. Under the rule, 
hospitals are required to make the eligibility determinations for individuals receiving 
care, which involves developing an eligibility application and making it available to 

mailto:hospital_policy@medicaid.ohio.gov
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patients. The rule requires hospitals to post notices in appropriate areas of their facility, 
including admissions areas, the business office, and the emergency room. The rule also 
requires hospitals to establish and maintain a written policy outlining its internal policy 
for administration of the hospital care assurance program. Furthermore, 5160-2-17 
requires each hospital to collect and report information to ODM on the number and 
categorical identity of persons served under the provisions of the rule.  
  

c.    Quantify the expected adverse impact from the regulation.  
      The adverse impact can be quantified in terms of dollars, hours to comply, or other 

factors; and may be estimated for the entire regulated population or for a 
“representative business.” Please include the source for your information/estimated 
impact. 

 On average, hospitals devote two full-time employees to the compliance requirements set 
forth by the provisions of rule 5160-2-17. Each of these positions would cost hospitals 
approximately $100,000.00 per year including salary and benefits. Hospitals will collect 
and report information on the number and categorical identity of persons served under the 
provisions of 5160-2-17 by completing the ODM 02930 Hospital Cost Report. In 
conducting their reviews for their ODM 02930 Hospital Cost Report, hospitals’ expenses 
would range between $4,000.00-$8,000.00 per each review. Exact costs would vary by 
size of hospital and amount of uncompensated care claims needed to review. 

17. Why did the Agency determine that the regulatory intent justifies the adverse impact to 
the regulated business community? 

ODM determined that the regulatory intent justifies the adverse impact to participating 
hospitals because the hospitals are receiving federal and state funding through the Hospital 
Care Assurance Program for the specific purpose of ensuring that individuals at or below the 
federal poverty line are able to access to basic, necessary hospital-level services. ODM 
determined that the eligibility application is necessary to ensure that hospitals are correctly 
and efficiently determining eligibility for the services available through the Hospital Care 
Assurance Program. The portion of the rule requiring hospitals to post notices helps to ensure 
that eligible patients are made aware of the options available to them. The requirement that 
hospitals maintain an internal written policy for the provision of necessary medical services 
to individuals under HCAP helps to ensure that hospitals are following a uniform process for 
administering this benefit that is both compliant with federal and state law and specifically 
tailored towards each hospital’s organizational structure. Lastly, the reporting requirement 
provides ODM with the necessary data to determine payment amounts to disproportionate 
share hospitals under HCAP.  

Regulatory Flexibility 
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18. Does the regulation provide any exemptions or alternative means of compliance for 
small businesses?  Please explain. 

Chapter 5168 of the Ohio Revised Code does not provide for any exemptions.  

19. How will the agency apply Ohio Revised Code section 119.14 (waiver of fines and 
penalties for paperwork violations and first-time offenders) into implementation of the 
regulation? 

There are no penalties or fines associated with this rule.  

20. What resources are available to assist small businesses with compliance of the 
regulation? 

Hospital-level service providers may email questions regarding OAC rule 5160-2-17 to 
Hospital_policy@medicaid.ohio.gov.  

 

 

mailto:Hospital_policy@medicaid.ohio.gov


 
TO BE RESCINDED

5160-2-07.17 Provision of basic, medically necessary hospital-level services.

Under the provisions of section 5168.14 of the Revised Code, each hospital that receives
payment under the provisions of Chapter 5168. of the Revised Code, shall provide, without
charge to the individual, basic, medically necessary hospital-level services to the individual
who is a resident of this state, is not a recipient of the medicaid program and whose income
is at or below the federal poverty line. Residence is established by a person who is living
in Ohio voluntarily and who is not receiving public assistance in another state. Current
recipients of the disability assistance (DA) program as defined in Chapter 5115. of the
Revised Code or its successor program, qualify for services under the provisions of this rule.

(A) Definitions.

(1) "Basic, medically necessary hospital level services" are defined as all inpatient
and outpatient services covered under the medicaid program in Chapter 5160-2
of the Administrative Code with the exception of transplantation services
and services associated with transplantation. These covered services must be
ordered by an Ohio licensed physician and delivered at a hospital where the
physician has clinical privileges, and where such services are permissible to
be provided by the hospital under its certificate of authority granted under
Chapters 3711., 3727., and/or 5119. of the Revised Code. Hospitals will be
responsible for providing basic, medically necessary hospital-level services to
those persons described in paragraph (B) of this rule.

(2) "Third-party payer" means any private or public entity or program that may be
liable by law or contract to make payment to or on behalf of an individual for
health care services. Third-party payer does not include a hospital.

(B) Determination of eligibility.

A person is eligible for basic, medically necessary hospital-level services under
the provisions of this rule if the person is a current recipient of the DA
program or its successor program, or the person's individual or family income
is at or below the current poverty guideline issued by the department of health
and human services (available at: http://www.medicaid.ohio.gov/FOROHIOANS/
FinancialRequirements.aspx). The current poverty guideline that applies to the
individual or family is calculated using either of the methods described in paragraphs
(B)(2)(a) and (B)(2)(b) of this rule on the date these services were provided.

 

*** DRAFT - NOT YET FILED ***
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(1) For purposes of this rule, a "family" shall include the patient, the patient's spouse
(regardless of whether they live in the home), and all of the patient's children,
natural or adoptive, under the age of eighteen who live in the home. If the patient
is under the age of eighteen, the "family" shall include the patient, the patient's
natural or adoptive parent(s) (regardless of whether they live in the home), and
the parent(s)' children, natural or adoptive, under the age of eighteen who live
in the home. If the income of a spouse or parent who does not live in the home
cannot be obtained, or the absent spouse or parent does not contribute income to
the family, determination of eligibility shall proceed with the available income
information. If the patient is the child of a minor parent who still resides in the
home of the patient's grandparents, the "family" shall include only the parent(s)
and any of the parent(s)' children, natural or adoptive, who reside in the home.

(2) "Income" shall be defined as total salaries, wages, and cash receipts before
taxes; cash receipts that reflect reasonable deductions for business expenses
shall be counted for both farm and non-farm self-employment. Income will be
calculated by:

(a) Multiplying the person's or family's income by four, as applicable, for the
three months preceding the date hospital services were provided;

(b) Using the person's or family's income, as applicable, for the twelve months
preceding the date hospital services were provided.

(3) For outpatient hospital services, a hospital may consider an eligibility
determination to be effective for ninety days from the initial service date, during
which a new eligibility determination need not be completed. Eligibility for
inpatient hospital services must be determined separately for each admission,
unless the patient is readmitted within forty-five days of discharge for the
same underlying condition. Eligibility for recipients of the DA program or its
successor program must be verified on a monthly basis.

(4) A complete application for the hospital care assurance program is required prior to
determination of eligibility. Each hospital shall develop an application that, at a
minimum, must document income, family size and eligibility for the medicaid
program. The patient or a legal representative is required to sign the application.
An unsigned application can be deemed acceptable if the patient is physically
unable to sign the application or does not live in the vicinity of the hospital
and is unable to return a signed application by mail. In these situations, the
hospital representative shall complete all questions on the application, sign
the application, and must document why the patient is unable to sign the
application.
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(5) The hospital shall accept application for services without charge until three years
from the date of the follow-up notice, as described in paragraphs (C)(2) and (C)
(3) of this rule, has elapsed.

(6) Applicants shall cooperate in supplying information about health insurance or
medical benefits available so a hospital may determine any potential third-party
resources that may be available.

(7) Nothing in this rule shall be construed to prevent a hospital from assisting and/
or requiring an individual to apply for medicaid before the hospital processes
an application under this rule.

(C) Billing requirements.

Hospitals may bill any third-party payer that has a legal liability to pay for services
rendered under the provisions of this rule. Hospitals may bill the medicaid program
in accordance with Chapter 5164. of the Revised Code and the rules adopted under
that chapter for services rendered under the provisions of this rule if the individual
becomes a recipient of the medicaid program. Hospitals may bill individuals for
services if all of the following apply:

(1) The hospital has an established post-billing procedure for determining the
individual's income and canceling the charges if the individual is found to
qualify for services under the provisions of this rule;

(2) The initial bill, and at least the first follow-up bill, is accompanied by a written
statement that does all of the following:

(a) Explains that individuals with income at or below the federal poverty
guidelines are eligible for services without charge;

(b) Specifies the federal poverty guideline for individuals and families of
various sizes at the time the bill is sent; and

(c) Describes the procedure required by paragraph (C)(1) of this rule.

(3) If the written statement as described in paragraph (C)(2) of this rule is printed
on the back of the hospital's bill or data-mailer, the hospital must reference the
statement on the front of the bill or data-mailer; and

(4) Notwithstanding paragraph (B) of this rule, a hospital providing care to an
individual under the provisions of this rule is subrogated to the rights of
any individual to receive compensation or benefits from any person or
governmental entity for the hospital goods and services rendered.
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(D) Notice requirements.

Each hospital that receives payment under Chapter 5168. of the Revised Code shall
post notices in appropriate areas of their facility, which include the admissions areas,
the business office, and the emergency room; the posted notices are not limited to
these areas. The posted notices must specify the rights of persons with incomes at
or below the federal poverty line to receive, without charge to the individual, basic,
medically necessary hospital-level services at the hospital.

Posted notices must contain all of the following in order to comply with the
requirement as described in this paragraph:

(1) At a minimum, the posted notices must specify the rights of these individuals to
receive without charge, basic, medically necessary hospital-level services;

(2) The wording of the posted notice must be clear and in simple terms understandable
by the population serviced;

(3) Posted notice must be printed in English and other languages that are common to
the population of the area serviced;

(4) The posted notice must be clearly readable at a distance of twenty feet or the
expected vantage point of the patrons; and

(5) The facility shall make reasonable efforts to communicate the contents of the
posted notice to persons it has reason to believe cannot read the notice.

(E) Documentation requirements.

Each hospital shall establish and maintain a written policy outlining its internal policy
for administration of the hospital care assurance program in compliance with this rule
and with rule 5160-2-23 of the Administrative Code. Each hospital may change its
written policy as needed, but policy changes may not be implemented retroactively.
The written policy shall include, but is not limited to, the following:

(1) Procedure for taking applications and a copy of the current application in use as
described in paragraph (B) of this rule; and

(2) Procedure for eligibility determination including the determination of family size
and determination of income. If the hospital requires verification of income
other than the application, the written policy should describe what constitutes
acceptable income documentation.

(F) Reporting requirements.
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Each hospital shall collect and report to the department information on the number
and categorical identity of persons served under the provisions of this rule.

(1) This information will be reported on the ODM 02930, schedule F, which
must be submitted annually along with a certification of the accuracy of this
reported data as required by rule 5160-2-23 of the Administrative Code. The
ODM 02930 and instructions for completion are available on the department's
website.

(2) The use of estimation methods to determine amounts for charges related to non-
hospital level services or to determine the health insurance status of patients
charges on patient accounts is not permitted.

(3) Each hospital shall maintain, make available for department review and provide
to the department on request, any records necessary to document its compliance
with the provisions of this rule, including:

(a) Any documents, including medical records of the population served, from
which the information required to be reported on the ODM 02930 was
obtained;

(b) Accounts that clearly segregate the services rendered under the provisions
of this rule from other accounts;

(c) Copies of the determinations of eligibility under paragraph (B) of this rule;
and

(d) A copy of the disability assistance card or other evidence of eligibility
for any person who is a recipient of the DA program or its successor
program at the time the services defined in paragraph (A) of this rule were
delivered.

(4) Hospitals must retain these records for a period of six years from the date of receipt
of payment based upon those records or until any audit initiated within the six
year period is completed.

(G) This rule in no way alters the scope or limits the obligation of any governmental entity
or program, including the program awarding reparations to victims of crime under
sections 2743.51 to 2743.72 of the Revised Code and the program for medically
handicapped children established under section 3701.023 of the Revised Code, to pay
for hospital services in accordance with state or local law.
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Five Year Review (FYR) Dates:

Certification

Date

Promulgated Under: 119.03
Statutory Authority: 5168.02
Rule Amplifies: 5168.02; 5168.14
Prior Effective Dates: 05/22/1992 (Emer.), 08/20/1992, 02/01/1993,
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12/30/1993, 01/20/1995, 03/16/1996, 05/22/1997,
12/14/2000, 01/01/2006, 06/25/2015
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5160-2-17     Provision of basic, medically necessary hospital-level services. 

(A) In accordance with section 5168.14 of the Revised Code, each hospital that receives payment under the 
provisions of Chapter 5168. of the Revised Code, will provide, without charge to the individual, basic, 
medically necessary hospital-level services to the individual who is a resident of this state, is not a recipient 
of the medicaid program, and whose income is at or below the federal poverty line. Residence is established 
by a person who is living in Ohio voluntarily and who is not receiving public assistance in another state.  

(B) For purposes of this rule, the following definitions apply: 

(1) "Basic, medically necessary hospital level services" are all inpatient and outpatient services covered under 
the medicaid program in Chapter 5160-2 of the Administrative Code with the exception of 
transplantation services and services associated with transplantation. These covered services are to be 
ordered by an Ohio licensed physician and delivered at a hospital where the physician has clinical 
privileges, and where such services are permissible to be provided by the hospital under its certificate of 
authority granted under Chapters 3711., 3727., and 5119. of the Revised Code. Hospitals will be 
responsible for providing basic, medically necessary hospital-level services to those persons described in 
paragraph (C) of this rule. 

(2) "Family" includes the patient, the patient's spouse (regardless of whether they live in the home), and all of 
the patient's children, natural or adoptive, under the age of eighteen who live in the home. If the patient 
is under the age of eighteen, the "family" will include the patient, the patient's natural or adoptive 
parent(s) (regardless of whether they live in the home), and the parent(s)' children, natural or adoptive, 
under the age of eighteen who live in the home. If the patient is the child of a minor parent who still 
resides in the home of the patient's grandparents, the "family" includes only the parent(s) and any of the 
parent(s)' children, natural or adoptive, who reside in the home. 

(3) "Income" is defined as total salaries, wages, and cash receipts before taxes; cash receipts that reflect 
reasonable deductions for business expenses will be counted for both farm and non-farm 
self-employment. 

(4) "Third-party payer" means any private or public entity or program that may be liable by law or contract to 
make payment to or on behalf of an individual for health care services. Third-party payer does not 
include a hospital. 

(C) Determination of eligibility. 

(1) A person is eligible for basic, medically necessary hospital-level services under the provisions of this rule 
if the person's individual or family income is at or below the current poverty guideline issued by the 
department of health and human services, as published on the Ohio department of medicaid's web site, 
http://medicaid.ohio.gov/, as in effect on the date of admission. The current poverty guideline that 
applies to the individual or family is calculated using either of the methods described in paragraphs 
(C)(2)(a) and (C)(2)(b) of this rule on the date these services were provided. 

(2) If the income of a spouse or parent who does not live in the home cannot be obtained, or the absent spouse 
or parent does not contribute income to the family, determination of eligibility will proceed with the 
available income information. Income will be calculated by: 

(a) Multiplying the person's or family's income by four, as applicable, for the three months preceding the 
date hospital services were provided; 
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(b) Using the person's or family's income, as applicable, for the twelve months preceding the date hospital 
services were provided. 

(3) For outpatient hospital services, a hospital may consider an eligibility determination to be effective for 
ninety days from the initial service date, during which a new eligibility determination need not be 
completed. Eligibility for inpatient hospital services is determined separately for each admission, unless 
the patient is readmitted within forty-five days of discharge for the same underlying condition.  

(4) A complete application for the hospital care assurance program is necessary prior to determination of 
eligibility. Each hospital will develop an application that, at a minimum, documents income, family size 
and eligibility for the medicaid program. The patient or a legal representative will need to sign the 
application. An unsigned application can be deemed acceptable if the patient is physically unable to sign 
the application or does not live in the vicinity of the hospital and is unable to return a signed application 
by mail. In these situations, the hospital representative should complete all questions on the application, 
sign the application, and document why the patient is unable to sign the application. A hospital may 
create policies, in accordance with paragraph (F) of this rule, that allow for the completion and signature 
of an application electronically provided there is reasonable assurance that it is the patient or the 
patient's legal representative who signs the application. 

(5) A hospital system may create policies, in accordance with paragraph (F) of this rule, that allow for all 
hospitals in the system to use a single approved application provided that the provisions of paragraph 
(C)(3) of this rule are maintained. 

(6) The hospital will accept application for services without charge until three years from the date of the 
follow-up notice, as described in paragraphs (D)(2) and (D)(3) of this rule, has elapsed. 

(7) Applicants will cooperate in supplying information about health insurance or medical benefits available so 
a hospital may determine any potential third-party resources that may be available. 

(8) Nothing in this rule will be construed to prevent a hospital from assisting or requiring an individual to 
apply for medicaid before the hospital processes an application under this rule. 

(D) Billing of claims. 

(1) Claims should be billed in accordance with section 5168.14 of the Revised Code and this rule.  

(2) If the written statement as described in division (B)(2) of section 5168.14 is printed on the back of the 
hospital's bill or data-mailer, the hospital will reference the statement on the front of the bill or 
data-mailer. 

(E) Notices. 

(1) Each hospital that receives payment under Chapter 5168. of the Revised Code will post notices in 
appropriate areas of their facility, including but not limited to the admissions areas, the business office, 
and the emergency room. The posted notices will specify the rights of persons with incomes at or below 
the federal poverty line to receive, without charge to the individual, basic, medically necessary 
hospital-level services at the hospital.  

Posted notices will include all of the following in order to comply with the criteria as described in this 
paragraph:  
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(a) At a minimum, the rights of individuals to receive without charge, basic, medically necessary 
hospital-level services; 

(b) Clear wording in simple terms understandable by the population serviced;  

(c) Information printed in English and other languages that are common to the population of the area 
serviced; 

(d) Print that is clearly readable at a distance of twenty feet or the expected vantage point of the patrons. 

(2) The facility will make reasonable efforts to communicate the contents of the posted notice to persons it 
has reason to believe cannot read the notice.  

(F) Documentation. 

Each hospital will establish and maintain a written policy outlining its internal policy for administration of 
the hospital care assurance program in compliance with this rule and with rule 5160-2-23 of the 
Administrative Code. Each hospital may change its written policy as needed, but policy changes cannot be 
implemented retroactively. The written policy will include, but is not limited to, the following: 

(1) Procedure for taking applications and a copy of the current application in use as described in paragraph 
(C) of this rule; and 

(2) Procedure for eligibility determination including the determination of family size and determination of 
income. If the hospital needs verification of income other than the application, the written policy should 
describe what constitutes acceptable income documentation. 

(G) Reporting. 

(1) Information regarding the number and identity of individuals served pursuant to this rule should be 
reported on the ODM 02930, schedules F and J, which is submitted annually along with a certification 
of the accuracy of this reported data as described by rule 5160-2-23 of the Administrative Code. The 
ODM 02930 and instructions for completion are available on the department's website. 

(2) The use of estimation methods to determine amounts for charges related to non-hospital level services or 
to determine the health insurance status of patient charges on patient accounts is not permitted. 

(3) Each hospital will maintain, make available for review, and provide to the department or the department's 
disproportionate share hospital auditor on request, any records necessary to document its compliance 
with the provisions of this rule, including: 

(a) Any documents, including medical records of the population served, from which the information to be 
reported on the ODM 02930 was obtained; 

(b) Accounts that clearly segregate the services rendered under the provisions of this rule from other 
accounts; and 

(c) Copies of the determinations of eligibility under paragraph (C) of this rule. 

(4) Hospitals will retain these records for a period of six years from the date of receipt of payment based upon 
those records or until any audit initiated within the six-year period is completed. 



***DRAFT - NOT FOR FILING*** 
 

(H) This rule in no way alters the scope or limits the obligation of any governmental entity or program, including 
the program awarding reparations to victims of crime under sections 2743.51 to 2743.72 of the Revised 
Code and the program for medically handicapped children established under section 3701.023 of the 
Revised Code, to pay for hospital services in accordance with state or local law. 
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