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[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Board Meeting Documentation
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish protocols for documenting the proceedings of board meetings.

Policy

Recognizing the importance of board meeting minutes as a means of documenting board deliberations, actions and decisions, and as legal documents, the board requires contemporaneous minutes to be kept in accordance with the following procedures.
Procedures
MEETING DOCUMENTATION

A. Regular Meeting Minutes
Contemporaneous minutes shall be taken of all regular meetings.  Meeting minutes shall note whenever the board enters into an executive session, the reason or subject of the session, and any formal actions or decisions that resulted from the session.  The minutes shall also note when the regular meeting resumes or when the executive session closes.  Minutes shall be completed within 60 days of the meeting or prior to the next board meeting, whichever is later.
B. Executive Session Minutes
Contemporaneous minutes shall be taken of all executive session meetings.  Minutes of an executive session shall be kept and marked as confidential.  They will not be attached with the regular board meeting minutes.  Executive session minutes will be maintained by the [specify board chair/CEO/legal counsel].
Approval:
______________________________________________________________________________
Signature
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Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Charity Care and Financial Assistance
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

[Hospital Name] provides charity care and financial assistance for patients who are unable to pay for necessary hospital services.  The hospital also has a fiduciary responsibility to ensure the financial viability of the organization and its ability to provide care for all patients.  In order to balance these responsibilities, the purpose of this policy is to establish the principles, processes, criteria and considerations for evaluating requests and applications for charity care and financial assistance.
Policy
NOTE:  REVIEW ALL PROVISIONS OF THIS SAMPLE POLICY FOR COMPLIANCE WITH YOUR STATE’S LAWS AND REGULATIONS, AND YOUR HOSPITAL’S POLICIES AND PROCEDURES PRIOR TO ADOPTION AND IMPLEMENTATION
I. PRINCIPLES

A. [Hospital Name] will treat all patients equitably, with dignity, with respect and with compassion.

B. [Hospital Name] will serve the emergency health care needs of everyone, regardless of a patient’s ability to pay for care.

C. [Hospital Name] will assist patients who cannot pay for part or all of the care they receive.

D. [Hospital Name] will balance needed financial assistance for some patients with broader fiscal responsibilities in order to keep hospitals’ doors open for all who may need care in a community.
Source: “Statement of Principles and Guidelines” by the Board of Trustees of the American Hospital Association.

II. Guidelines

A. Helping Patients with Payment for Hospital Care
Communicating Effectively

· [Hospital Name] will provide financial counseling to patients about their hospital bills and will make the availability of such counseling widely known.
· [Hospital Name] will respond promptly to patients’ questions about their bills and to requests for financial assistance.
· [Hospital Name] will use a billing process that is clear, concise, correct and patient friendly.
· [Hospital Name] will make available for review by the public specific information in a meaningful format about what they charge for services.
Helping Patients Qualify for Coverage

· [Hospital Name] will make available to the public information about the hospital’s charity care policies and other known programs of financial assistance.
· [Hospital Name] will communicate this information to patients in a way that is easy to understand, culturally appropriate, and in the most prevalent languages used in our communities
· [Hospital Name] will have understandable, written policies to help patients determine if they quality for public assistance programs or hospital-based assistance programs.
· [Hospital Name] will share these policies with appropriate community health and human services agencies and other organizations that assist people in need.
Ensuring Hospital Policies are Applied Accurately and Consistently

· [Hospital Name] will ensure that all written policies for assisting low-income patients are applied consistently.
· [Hospital Name] will ensure that staff members who work closely with patients (including those working in patient registration and admitting, financial assistance, customer service, billing and collections as well as nurses, social workers, hospital receptionists and others) are educated about hospital billing, financial assistance and collection policies and practices.
B. Making Care More Affordable for Patients With Limited Means
· [Hospital Name] will review all current charges and ensure that charges for services and procedures are reasonably related to both the cost of the service and to meeting all of the community’s health care needs, including providing the necessary subsidies to maintain essential public services.
· [Hospital Name] will have policies to offer discounts to patients who do not qualify under a charity care policy for free or reduced cost care and who, after receiving financial counseling from the hospital, are determined to be eligible under the hospital’s criteria for such discounts (pending needed federal regulatory clarification).  [Hospital Name]’s policies will clearly state the eligibility criteria, amount of discount, and payment plan options.
C. Ensuring Fair Billing and Collection Practices
· [Hospital Name] will ensure that patient accounts are pursued fairly and consistently, reflecting the public’s high expectations of hospitals.
· [Hospital Name] will define the standards and scope of practices to be used by outside collection agencies acting on our behalf, and will obtain agreement to these standards in writing from such agencies.
· [Hospital Name] will implement written policies about when and under whose authority patient debt is advanced for collection.
Source: “Statement of Principles and Guidelines” by the Board of Trustees of the American Hospital Association.

III. Definitions

A. Bad Debt. Payment not received as expected or when credit is extended in exchange for services rendered.  Bad debt applies to situations where an individual does not meet eligibility for charity care or financial assistance, but is unwilling to pay as opposed to unable to pay.
B. Charity Care. Free or discounted care provided for uninsured or underinsured patients with a demonstrated inability to pay.  
C. Federal Poverty Guidelines. The Federal Poverty Guidelines established by the U.S. Department of Health and Human Services.
D. Income. Annual earnings and cash benefits from all sources before taxes, and excluding alimony and child support payments.
E. Catastrophic Charity Care or Medically Indigent. Individuals whom the organization has determined are unable to pay some or all of their medical bills because their medical bills exceed a certain percentage of their family or household income and/or assets, even though they have income or assets that would otherwise exceed the generally applicable eligibility requirements for free or discounted care under the organization’s charity care policy.
F. Uninsured/Underinsured. Individuals without adequate health insurance through any of the following: a third party payer, an ERISA plan, Medicare, Medicaid, SCHIP, TRICARE, Worker’s Compensation, or Medical Savings Account.
IV. Eligibility

A. charity care and financial assistance will be provided without regard to race, color, age, sex, marital status, disability, national origin or ancestry, religion, union membership, political affiliation, or expression of ethical dissent.

B. Other financial assistance will be primary to charity care or financial assistance from the hospital, including group or individual health plans, Medicare, Medicaid or other medical assistance programs, worker’s compensation, federal programs, state programs, military programs, third party liability or other situations wherein another organization or individual may have legal responsibility to pay for the patient’s medical services.  

C. Charity care and financial assistance shall be limited to hospital-based medical services only.

D. Charity care and financial assistance shall be limited to patients residing within the hospital’s service area.

E. Staff will screen accounts where total charges are expected to exceed $[dollar amount] to identify patients who may be eligible for charity care or financial assistance.

F. For patients residing within the hospital’s service area and with no primary medical coverage, the following eligibility criteria shall apply:

1. [Charity care based on Federal Poverty Guidelines]
2. [Financial assistance based on Federal Poverty Guidelines]
3. [Other asset or means test]
4. [The financial resources of a parent or guardian may be considered in determining eligibility for a legal dependent of the parent or guardian.]
5. [Other criteria]
G. Catastrophic Charity Care may be provided for patients with income in excess of [% of Federal Poverty Guidelines when cost of care is expected to create severe financial hardship or personal loss or other definition of eligibility].

V. Process

A. Requests for charity care or financial assistance may be initiated by the patient, the hospital or another source.  All requests and applications shall be subject to the Health Insurance Portability and Accountability Act (HIPAA) and hospital policies regarding confidentiality.
B. The hospital will not initiate any collection activity or requests for deposit pending final determination of charity care or financial assistance to be provided.  This provision is subject to the cooperation of the responsible party with the application process.
C. An application form, instructions and other information shall be provided to the responsible party upon request or when potential need is identified or indicated.
D. If it is undisputedly clear to the hospital that the responsible party is within the range of criteria for charity care, the hospital will not complete full verification or documentation of the party’s financial means.
E. Applications shall be supported by documentation to verify the information supplied on the application form, including a statement of ineligibility for other sources of funding.  One of the following documents shall be sufficient to base a final determination of charity care or financial assistance upon:
1. W-2 withholding statement;
2. Pay stubs from all employment during the relevant time period;
3. Income tax return from the most recently filed calendar year;
4. Approval or denial forms for Medicaid or other state-funded medical assistance program;
5. Approval or denial forms for unemployment compensation; or
6. Written statements from employers.
F. If none of the documentation can be provided, the hospital shall rely on written and signed statements from the responsible party.
G. Applicants shall be given no less than [number] of calendar days to submit documentation in support of the application for charity care or financial assistance.
H. The hospital shall notify the applicant of its final determination within [number] of calendar days of receipt of all application and documentation materials.
I. If an application is denied, written notice will be provided to the applicant.  The notice shall include:
· Reason for denial;
· Date of determination; and
· Appeal or reconsideration information.
J. If the hospital does not receive the supporting documentation, or information is not sufficient to make a decision, the denial notice shall also include:
· A description of the information requested and the date the information was requested;
· A statement that the information available to the hospital is insufficient to make a decision of eligibility; and
· A statement that the denial will be reconsidered if the missing information is submitted within [number] calendar days of the date of the denial notice.
K. Appeals shall be processed as follows:
· Appeal of the denial shall be made within [number] of calendar days of the decision date.
· Appeals shall be reviewed by the Chief Financial Officer or the Chief Executive Officer.
· Appeal decisions shall be made within [number] of calendar days of receipt of the request.
· Written notice of the appeal decision shall be provided to the responsible party and shall include:
1. The reason for upholding the denial
2. The date of the decision
L. Eligibility of patients who receive services over an extended period of time may be reviewed annually, and a new application and supporting documentation may be requested from the responsible party.
VI. Collections

A. Any agency contracted for collections work shall be made aware of the hospital’s Charity Care Policy and shall notify patients of the availability of financial assistance.
B. Collections agencies must have [Hospital Name]’s written consent prior to initiating legal action.
VII. Accounting

A. Charity Care will be accounted for in accordance with the Healthcare Financial Management Association Statement Number 15.
B. Charity Care accounts shall be audited annually.

VIII. Documentation

A. applications, supporting documentation and all information pertaining to an application shall be kept confidential.
B. Documents shall be kept for a minimum of [number] years.
IX. Public Notice

Public notice of [Hospital Name]’s Charity Policy shall be:

A. Posted in key public areas within the hospital facilities, including but not limited to the admitting area, the emergency department, billing and financial services.

B. Written notice and verbal review of the charity care policy will be provided for all patients upon admission at the time that third party coverage information is requested and at discharge.  If the admission is an emergency, information shall be given to the responsible party as soon as possible.

C. Written notice about the policy shall be made available upon request.

D. Written notice about the policy shall be included on all invoices and statements with hospital contact information.

E. Written notice about the policy shall be included on the hospital’s website.

F. The hospital will make the written notice and verbal explanations of the policy available in any language spoken by more than ten percent of the population in the hospital’s service area.  Language interpretation will be provided for other non-English speaking patients.  The following non-English translation(s) will be provided:  [list non-English translations provided].

X. Accountability

A. The board of trustees shall review the Charity Care Policy no less than annually.
B. A summary report regarding the Charity Care Program shall be made by the CEO to the board of trustees no less than annually.
C. Front line staff shall be trained to respond to financial assistance and charity care questions timely and effectively, with annual training reviews.
Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Conflict of Interest
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Note: Items marked Hospital insert – for hospitals that complete Form 1023 Schedule C are intended for adoption by hospitals required to file the form.
Purpose

The purpose of the conflict of interest policy is to protect the [Hospital Name]’s interest when it is contemplating entering into a transaction or arrangement that might benefit the private interest of an officer or director of [Hospital Name] or might result in a possible excess benefit transaction. This policy is intended to supplement but not replace any applicable state and federal laws governing conflict of interest applicable to nonprofit and charitable organizations.

Policy
I. DEFINITIONS

A. Interested Person

Any director, principal officer, or member of a committee with governing board delegated powers, who has a direct or indirect financial interest, as defined below, is an interested person.
[Hospital Insert – for hospitals that complete Form 1023 Schedule C]
If a person is an interested person with respect to any entity in the health care system of which the organization is a part, he or she is an interested person with respect to all entities in the health care system.
B. Financial Interest 
A person has a financial interest if the person has, directly or indirectly, through business, investment, or family:
1. An ownership or investment interest in any entity with which [Hospital Name] has a transaction or arrangement,
2. A compensation arrangement with [Hospital Name] or with any entity or individual with which [Hospital Name] has a transaction or arrangement, or
3. A potential ownership or investment interest in, or compensation arrangement with, any entity or individual with which [Hospital Name] is negotiating a transaction or arrangement.
Compensation includes direct and indirect remuneration as well as gifts or favors that are not insubstantial.
A financial interest is not necessarily a conflict of interest. Under Section II-B, a person who has a financial interest may have a conflict of interest only if the appropriate governing board or committee decides that a conflict of interest exists.
II. PROCEDURE

A. Duty to Disclose
In connection with any actual or possible conflict of interest, an interested person must disclose the existence of the financial interest and be given the opportunity to disclose all material facts to the directors and members of committees with governing board delegated powers considering the proposed transaction or arrangement.
B. Determining Whether a Conflict of Interest Exists
After disclosure of the financial interest and all material facts, and after any discussion with the interested person, he/she shall leave the governing board or committee meeting while the determination of a conflict of interest is discussed and voted upon. The remaining board or committee members shall decide if a conflict of interest exists.
C. Procedures for Addressing the Conflict of Interest
1. An interested person may make a presentation at the governing board or committee meeting, but after the presentation, he/she shall leave the meeting during the discussion of, and the vote on, the transaction or arrangement involving the possible conflict of interest.
2. The chairperson of the governing board or committee shall, if appropriate, appoint a disinterested person or committee to investigate alternatives to the proposed transaction or arrangement.
3. After exercising due diligence, the governing board or committee shall determine whether [Hospital Name] can obtain with reasonable efforts a more advantageous transaction or arrangement from a person or entity that would not give rise to a conflict of interest. 

4. If a more advantageous transaction or arrangement is not reasonably possible under circumstances not producing a conflict of interest, the governing board or committee shall determine by a majority vote of the disinterested directors whether the transaction or arrangement is in [Hospital Name]’s best interest, for its own benefit, and whether it is fair and reasonable. In conformity with the above determination it shall make its decision as to whether to enter into the transaction or arrangement.
D. Violations of the Conflict of Interest Policy
1. If the governing board or committee has reasonable cause to believe a member has failed to disclose actual or possible conflicts of interest, it shall inform the member of the basis for such belief and afford the member an opportunity to explain the alleged failure to disclose. 

2. If, after hearing the member’s response and after making further investigation as warranted by the circumstances, the governing board or committee determines the member has failed to disclose an actual or possible conflict of interest, it shall take appropriate disciplinary and corrective action.
III. Records of Proceedings
The minutes of the governing board and all committees with board delegated powers shall contain:
A. The names of the persons who disclosed or otherwise were found to have a financial interest in connection with an actual or possible conflict of interest, the nature of the financial interest, any action taken to determine whether a conflict of interest was present, and the governing board’s or committee’s decision as to whether a conflict of interest in fact existed.
B. The names of the persons who were present for discussions and votes relating to the transaction or arrangement, the content of the discussion, including any alternatives to the proposed transaction or arrangement, and a record of any votes taken in connection with the proceedings.
IV. Compensation
A. A voting member of the governing board who receives compensation, directly or indirectly, from [Hospital Name] for services is precluded from voting on matters pertaining to that member’s compensation.
B. A voting member of any committee whose jurisdiction includes compensation matters and who receives compensation, directly or indirectly, from [Hospital Name] for services is precluded from voting on matters pertaining to that member’s compensation.
C. No voting member of the governing board or any committee whose jurisdiction includes compensation matters and who receives compensation, directly or indirectly, from [Hospital Name], either individually or collectively, is prohibited from providing information to any committee regarding compensation.
[Hospital Insert – for hospitals that complete Form 1023 Schedule C]
D. Physicians who receive compensation from [Hospital Name], whether directly or indirectly or as employees or independent contractors, are precluded from membership on any committee whose jurisdiction includes compensation matters. No physician, either individually or collectively, is prohibited from providing information to any committee regarding physician compensation.
V. Annual Statements
Each director, principal officer and member of a committee with governing board delegated powers shall annually sign a statement which affirms such person:
A. Has received a copy of the conflict of interest policy,
B. Has read and understands the policy,
C. Has agreed to comply with the policy, and
D. Understands [Hospital Name] is charitable and in order to maintain its federal tax exemption it must engage primarily in activities which accomplish one or more of its tax-exempt purposes.
VI. Periodic Reviews
To ensure [Hospital Name] operates in a manner consistent with charitable purposes and does not engage in activities that could jeopardize its tax-exempt status, periodic reviews shall be conducted. The periodic reviews shall, at a minimum, include the following subjects:
A. Whether compensation arrangements and benefits are reasonable, based on competent survey information, and the result of arm’s length bargaining.
B. Whether partnerships, joint ventures, and arrangements with management organizations conform to [Hospital Name]’s written policies, are properly recorded, reflect reasonable investment or payments for goods and services, further charitable purposes and do not result in inurement, impermissible private benefit or in an excess benefit transaction.
VII. Use of Outside Experts
When conducting the periodic reviews as provided for in Section VI, [Hospital Name] may, but need not, use outside advisors. If outside experts are used, their use shall not relieve the governing board of its responsibility for ensuring periodic reviews are conducted.
Source:  Instructions for Form 1023.  Internal Revenue Service.  http://www.irs.gov/pub/irs-pdf/i1023.pdf  .
Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Debt Collection
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The hospital provides charity care and financial assistance for patients who are unable to pay for necessary hospital services.  The hospital also has a fiduciary responsibility to ensure the financial viability of the organization and its ability to provide care for all patients.  In order to balance these responsibilities, the purpose of this policy is to establish the principles, processes, criteria and considerations for collection of bad debt.

Policy

I. RESPONSIBILITY

It shall be the responsibility of the [Chief Executive Officer (CEO), Chief Financial Officer (CFO)] to draft the organization’s written policies and procedures governing debt collection.  The policies and procedures shall be submitted to the board of trustees for review, discussion and approval.

II. DEBT COLLECTION GUIDELINES

The policies and procedures shall include:

· A definition of “bad debt”;

· Provisions for reporting debt and charity care in accordance with the Healthcare Financial Management Association Statement Number 15;

· Reference to the hospital’s Charity Care and Financial Assistance Policy in regards to collection practices for individuals potentially eligible for charity care or financial assistance; and

· Provisions for employee training specific to debt collection, charity care and financial assistance.

Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Document Retention and Destruction
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

In addition to other state and federal document retention requirements, The Sarbanes Oxley Act (Section 802(a) (18 U.S.C.§ 1519)) makes it a crime to knowingly alter, destroy, mutilate, conceal, cover up, falsify, or make false entry in any record, document, or tangible object with the intent to impede, obstruct, or influence the investigation or proper administration of an official proceeding.  This Act is applicable to all not-for-profit as well as for-profit organizations.

The purpose of this policy is to ensure [Hospital Name]’s compliance with federal and state laws governing retention and destruction of documents and records as well as records retention for prudent business management and oversight.

Policy

I. RESPONSIBILITY

It shall be the responsibility of the Chief Executive Officer to draft the organization’s written policies and procedures governing document and record retention and destruction.  These policies and procedures shall be submitted to the Board of Trustees for review, discussion and approval.

II. RETENTION GUIDELINES

The policies and procedures shall specify the type of documents to be retained and the minimum retention period in accordance with prudent business practices and state and federal requirements.  

III. Electronic Documents and Records

Electronic documents shall be retained under the same guidelines as paper documents.  The policies and procedures shall specify the means of backup and recovery for electronic records.  

IV. STORAGE

Policies and procedures shall specify storage requirements that will ensure the confidentiality of records and documents as well as the safe protection from damage or destruction.  Storage requirements shall also provide for accessibility to documents in the event of emergency.

V. Document Destruction

Policies and procedures shall account for the ongoing identification of records reaching maximum retention periods and for their appropriate destruction.

Destruction of documents or records that may be required for official investigations shall cease immediately upon indication of a potential investigation or legal proceeding.

VI. Employee Training

Document retention and destruction policies and procedures shall be available to all employees through inclusion in the employee handbook, new hire orientation, posting, and other means used by the hospital for employee education and communication.

Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees. 

[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Executive Compensation
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to define the Executive Compensation process.  The [Hospital Name] seeks to attract, retain, and motivate a highly talented management team and to assist the organization in maintaining its position as a leading health care provider in the region.  This policy outlines the guiding principles and objectives upon which the compensation process is based, the general parameters for accomplishing these objectives, the components of the compensation program, and the administrative responsibility of the Chief Executive Officer (CEO).

Policy
I. IMPLEMENTATION

A. Compensation Committee:  The Compensation Committee or Executive Committee of the board shall perform the duties defined in this policy.

B. Compensation Committee Responsibility:  The Compensation Committee or Executive Committee has two primary responsibilities.  They are:

1. Chief Executive Officer Compensation:  The Committee shall determine the base salary and incentive award payments for the CEO.  They will have final authority for approval of any change in base salary and incentive award payments.

2. Other Executive Compensation:  The Committee will direct the CEO in developing and monitoring compensation for other executives at [Hospital Name].
II. Guiding Principles and Objectives
A. Compensation Goals:  [Hospital Name]’s compensation and benefit programs are designed to support and advance the hospital’s goals by:

1. Supporting the organization’s ability to attract, retain, and motivate a highly talented management team that has the ability and dedication to manage the organization accordingly; and

2. Assisting the organization in maintaining its position as a leading health care provider in the region.

B. Principles:  The Compensation Committee or Executive Committee will supervise the hospital’s executive compensation and benefit program.  The Committee will communicate the desired results and promote decisions and actions that produce these results.  The process will be characterized by:

1. Variability:  While salaries will generally be maintained at or above medium levels with comparable hospitals, the incentive opportunity will provide a direct link between pay and performance.  This will reward outstanding performance.

2. Clarity:  Performance objectives for the incentive program will be clearly articulated.

3. Communicability:  Executives will be aware of and fully understand their earnings potential for a given year and what specific actions and results are necessary to achieve these compensation levels.

III. Compensation Philosophy Parameters
A. Strategic Emphasis:  The development and administration of the compensation and benefit programs will include recognition of the roles of the various elements of total remuneration in attracting, retaining and motivating executives and the aspects of performance that each element is best suited to reward.

B. Executive Defined:  This policy governs the compensation for the organization’s executives.  “Executives” include the CEO, [executive titles] and other executives as selected by the CEO and Executive Committee.  The definition of executive may be changed at the recommendation of the CEO.

C. Peer Group:  The peer group of employers to be considered in measuring the competitiveness of the executive compensation program consists of similarly-sized health care organizations regionally and nationwide, including secular, religious and public organizations.

D. Competitive Position:  The total compensation program is designed to attract and retain talented executives who are committed to accomplishing the goals of the hospital.

IV. Compensation Positioning and Components
  
The Committee shall establish the actual mix of compensation components.  The components may be adjusted periodically based on the following considerations:

A. Leverage:  Leverage refers to the linkage between executive compensation and accomplishment of the goals of the organization. To encourage executives to make short-term decisions based upon the long-term success of the organization, while providing for a link between compensation and performance, the total compensation program requires a high security/low leverage profile. This profile will be accomplished as follows:

1. Salary levels will be targeted at the [#]th percentile of the competitive peer group.

2. Incentives will be targeted at an average level to bring total compensation to the [#]th percentile.

3. Benefits/perquisites will be provided at the [#]th percentile of the peer group.

B. Salary Levels:  The midpoint salary of the range for each executive position will be set at the [#]th percentile for that position in the peer group.  Each range will have a [#]% spread from minimum to maximum to allow for flexibility in the positioning of each salary.  Individual salaries within these ranges will be based upon such factors as competencies, credentials, experience time in position, performance, prior earnings history and marketability.
Approval:
______________________________________________________________________________
Signature
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This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Expense and Reimbursement for Officers, Directors, Trustees and Senior Executives
	Responsibility:  Name (CFO)

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish clear expectations of eligible expenses, reimbursements and other expenditures incurred by the hospital’s officers, directors, trustees and senior executives in the conduct of the organization’s business.

Policy

I. GUIDELINES

The following guidelines shall be followed by the hospital’s CEO, officers, senior executives and the board of trustees.

A.  Travel and Transportation

Air Travel:  [Insert the hospital's policy on air travel.  Example:  "When traveling on hospital business, reimbursement for air travel shall be at coach class fare."]
Rail Travel:  [Insert the hospital’s policy on rail travel.  Example:  “When traveling on hospital business, reimbursement for rail travel shall be at coach class fare.”]
Rental Car Travel: [Insert the hospital’s policy on car rental.  Example:  “When traveling on hospital business, reimbursement for rental car transportation shall be at standard size vehicle rate.”]
Personal Vehicle Travel:  [Insert the hospital’s policy on personal vehicle travel.  Example:  “When traveling on hospital business, reimbursement for personal vehicle use shall be at the IRS allowable mileage rate in effect at the time of travel.”] 
Lodging and Meals:  [Insert the hospital’s policy on reimbursement for lodging and meals.  Example:  The hospital will pay for or reimburse reasonable lodging and meal expenses incurred when traveling on hospital business."] 

Incidental Expenses:  [Insert the hospital's policy on reimbursement for incidental expense.  Example: "Cab or car fare, tips, telephone, and other essential costs shall be eligible for payment reimbursement."]
Travel by Companions:  [Insert the hospital’s policy on reimbursement for travel by spouse, dependents or other companions.  Example: "The hospital provides no reimbursement for travel companions unrelated to the conduct of the hospital's business.”]
B.
Hospitality
[Insert the hospital’s policy on payment or reimbursement for business hospitality.  

 FORMTEXT 
Example:  When warranted, the hospital will reimburse business meals and/or professional hospitality when there is a clear business purpose for hospitality and there is expectation of deriving current or future benefit for the hospital.  

 FORMTEXT 
All such expenses must be accompanied by the names and business affiliations of those attending.”]
C.
Tax Indemnification and Gross-up Payments
[Insert the hospital's policy on tax indemnification and/or gross-up payments.]
D.
Discretionary Spending Accounts


[Insert the hospital's policy on discretionary spending accounts.]
E.
Housing Allowance or Residence Use

[Insert the hospital's policy on housing allowance or residence for personal use.]

[Insert the hospital's policy on payment for business use of personal residence.]
F.
Health or Social Club

[Insert the hospital's policy on payment or reimbursement for health or social club dues, fees and expenses.]
G.
Personal Services

[Insert the hospital’s policy on payment or reimbursement of personal services (e.g., maid, chauffer, chef, etc.).]
H.
Other

All other expenses and reimbursements shall be subject to the guidelines and restrictions referenced in the [Hospital Name] Employee Handbook.
II. APPROVAL PROCESS

The [insert title of approving authority (e.g., board chair, audit committee chair, etc)] may approve expenditures requested by the chief executive officer (CEO) or chief financial officer (CFO) requiring prior approval.  The CEO and CFO shall approve all other expenditures requiring prior approval.  All requests for approval shall be submitted in writing and shall include justification for the expense.  All approvals or denials shall be documented in writing.

[Insert the hospital’s policy for processing payment or reimbursements.] 
Approval:
______________________________________________________________________________
Signature




Title





Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Form 990 Review
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish board protocols for review of the IRS Form 990 prior to the annual form filing with the IRS.
Policy

In recognition of its fiduciary responsibilities and accountabilities to the organization, the board shall review and approve the completed Form 990 prior to its annual filing with the IRS.
Procedures
1. The Chief Financial Officer (CFO) shall be responsible for oversight and preparation of the hospital’s Form 990 filing.

2. The completed Form 990 shall be submitted to the [insert the appropriate board committee (e.g., Finance Committee, Audit Committee, etc.)], allowing ample time for thorough review and/or revision prior to the filing deadline.

3. Upon approval by the [committee name], the completed Form 990 shall be submitted to the Board of Trustees for final review and approval prior to filing.  All board members shall be provided with either print or electronic copies of the Form 990 for review.  The CFO shall be responsible for addressing all board inquiries and concerns, and for any final revisions to the Form 990 prior to filing.

4. A board resolution [is/is not] required in order for the form to be filed.  [If a board resolution is not required, insert the following statement here:  Board approval of Form 990 for filing shall be documented in the board's minutes.]
Approval:
______________________________________________________________________________
Signature




Title





Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Gift Acceptance
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

[Hospital Name] is a not-for-profit hospital serving the health care needs of the community.  Gifts to the hospital’s foundation allow the hospital to better fulfill its mission to provide the best care possible.  Gifts may be offered in a variety of forms and may or may not have restrictions attached to them.  Unfortunately, there may be times when acceptance of a gift may not be in the best interest of the hospital and its mission.  The purpose of this policy is to establish guidelines by which donors and the hospital may evaluate the appropriateness of a gift.

Policy

I. RESPONSIBILITY

It shall be the responsibility of the Chief Executive Officer (CEO), in collaboration with the Foundation Director, to draft the hospital’s written guidelines governing gift acceptance.  The policy shall be submitted to the board of trustees for review, discussion and approval.
II. GIFT ACCEPTANCE RESPONSIBILITY

The Foundation Director shall be responsible for final decisions regarding acceptance of a gift.  The Director shall consult with the CEO, Chief Financial Officer (CFO) and legal counsel as warranted prior to the acceptance of a gift.
III. GUIDELINES FOR POLICY DEVELOPMENT

The Gift Acceptance Policy shall account for and incorporate the following considerations:

A. Non-standard gifts shall be reviewed prior to acceptance.  A non-standard gift shall be defined in accordance with the Internal Revenue Service Form 990, Schedule M, Instructions for Line 31;
B. Gifts shall be substantiated in accordance with applicable laws and regulations;

C. Donors shall be encouraged to seek their own legal, financial and tax counsel regarding gifts and donations;

D. Gifts of real property shall be evaluated for environmental and legal matters;

E. Responsibility for appraisals shall be specified; and
F. Potential conflicts-of-interest shall be identified and reviewed.
Implications to the hospital’s public relations, tax-exempt status and alignment with the hospital’s mission shall be identified and reviewed.

Approval:
______________________________________________________________________________
Signature
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Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:  
	Joint Venture
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

In order to further our mission to provide health services and benefits that meet the community’s needs, there may be opportunities for the hospital to consider entering into one or more joint ventures.  The purpose of this policy is to provide guidance for the board’s evaluation of potential joint venture opportunities.

Policy

I. REVIEW

A joint venture typically represents a significant strategic opportunity which may result in many benefits, but which includes inherent risks.  A failed venture, or one that does not meet all legal and regulatory requirements, may have detrimental effects upon the hospital’s financial status, as well as its reputation and goodwill in the community.  For this reason, all joint venture opportunities require:
A. Review by Legal Counsel
1. Review by the organization’s legal counsel of all provisions, agreements and other related documents is required prior to board review and/or execution of any joint venture agreement.

2. Legal counsel shall provide a summary of their review and findings to the board for consideration in making decisions regarding the approval or rejection of a joint venture proposal and/or its provisions therein.

B. Financial Review
1. Review by the organization’s chief financial officer or other designee of all provisions, agreements and other related documents is required prior to board review and/or execution of any joint venture agreement.
2. A financial analysis shall be conducted and a summary of the analysis, findings and projections shall be provided to the board for consideration in making decisions regarding the approval or rejection of a joint venture proposal and/or its provisions therein.  The financial review shall include:

a. Determination of asset valuations;

b. Determination of creation of any Unrelated Business Income Tax (UBIT) under the joint venture; and

c. Protections for the organization’s tax-exempt status.

C. Review by the Board
1. Board approval is required for any joint venture.

2. The board shall review joint venture agreements annually to ensure fulfillment of the stated objectives and compliance with applicable provisions.
II. REVIEW CONSIDERATIONS

A. Objectives
In conducting a review and analysis of joint venture proposals, the following considerations shall be taken into account:
1. The scope of the joint venture.

2. If the joint venture will further the organization’s charitable purpose and mission of service to the community and how will that be accomplished, including but not limited to:

a. Improved capacity and access to care;

b. Increased efficiency and cost-containment;

c. Program expansion; or

d. Other benefits.

B. Structure
In conducting a review and analysis of joint venture proposals, the following considerations regarding the structure of the joint venture shall be taken into account:

1. A comprehensive business case shall be completed.

2. The structure of the joint venture shall be identified.

3. Ownership, control, and investor relationships shall be identified.

4. Provisions protecting the organization’s charitable care will be identified, and the application of provisions to the joint venture and/or risk of “cherry picking” shall also be accounted for.

5. Provisions to dissolve the venture and under what circumstances shall also be identified and evaluated.

6. The ability of the joint venture to withstand public, regulatory and/or legal scrutiny shall be evaluated.
C. Legal and Regulatory Requirements
In conducting a review and analysis of a joint venture proposal, compliance of the joint venture with all applicable laws and regulations shall be taken into consideration, including:
1. Federal anti-kickback laws and regulations;

2. Stark provisions regarding referrals for designated health services;

3. Anti-trust laws and regulations; and

4. Applicable state laws and regulations.

Approval:
______________________________________________________________________________
Signature




Title





Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.
[Hospital Name]
Board of Trustees Policy
	Policy Title:
	Public Disclosure
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

The purpose of this policy is to establish the organization’s protocols for public disclosure of specific documents.
Policy

In fulfillment of the organization’s mission, in the interest of the community it serves and in compliance with applicable laws and regulations, specific documents will be made available by the organization to the public as indicated in this policy.
Procedure

	Document
	Availability

	IRS Form 1023
	[Indicate how the document is made available:  hospital Web site, another Web site, upon request, etc.]

	IRS Form 990
	[Indicate how the document is made available:  hospital Web site, another Web site, upon request, etc.]

	IRS Form 990-T (501(c)(3)
	[Indicate how the document is made available:  hospital Web site, another Web site, upon request, etc.]

	Financial statement
	[Indicate how the document is made available:  hospital Web site, another Web site, upon request, etc.]

	Conflict of interest policy
	[Indicate how the document is made available:  hospital Web site, another Web site, upon request, etc.]

	Community health needs assessment report
	[Indicate how the document is made available:  mailing to community residences, hospital Web site, another Web site, upon request, etc.]

	Eligibility for charitable care
	[Indicate how the information is made available:  posted within the hospital, hospital Web site, another Web site, upon request, etc.]

	Donor advised fund disclosures
	[Indicate process for written notification]


Approval:
______________________________________________________________________________
Signature




Title





Date

This sample policy is intended to serve only as an example of content the Licensee may choose to include in its own governance policy.  It is intended only to assist in the development of a final and approved policy.  The modification, inclusion or exclusion of any content in the materials is made at the sole discretion of the Licensee.  Any policy the Licensee may develop should be reviewed by the Licensee’s legal counsel for compliance with local, state and federal laws and regulations and existing hospital policies and practices prior to adoption and implementation by the board of trustees.

[Hospital Name]

Board of Trustees Policy
	Policy Title:  
	Whistleblower Protections
	Responsibility:  Name

	Policy #:  000
	Review:  00/00/00

	Effective Date:  00/00/00
	Revised:  00/00/00


Purpose

[Hospital Name] is committed to and requires compliance with all federal and state laws and regulations relating to the prevention of fraud and abuse.  The purpose of this policy is to identify and communicate the standards of the organization, the procedures for reporting, investigating and resolving allegations of fraud or abuse, and the whistleblower protections enforced by the organization.

Policy

I. STANDARDS

[Hospital Name] is subject to and expects full compliance with the following federal and state laws and regulations:

A. Federal False Claims Act

The Federal False Claims Act allows non-governmental individuals to file against federal contractors on the basis of alleged fraud against the government (such action is known as “whistleblowing”). Specific and detailed requirements for filing are established by the Act.  Rewards are paid and are dependent upon the amount of the recovery resulting from the reported actions.  The Act includes protections against retaliation for individuals filing reports of fraud and abuse (“whistleblower protections”).

B. Sarbanes-Oxley Act

The Sarbanes-Oxley Act includes protections against retaliation for individuals filing reports of fraud and abuse.  The Act imposes criminal penalties against those who take steps in retaliation against individuals reporting illegal actions.  This provision of Sarbanes-Oxley is applicable to both for-profit and not-for-profit organizations.

C. [Applicable state false claims and whistleblower protections]

II. PROCEDURES

The Chief Executive Officer (CEO) shall maintain accountability for the implementation and oversight of a Fraud and Abuse Program for the organization or shall designate a Compliance Officer accountable for such program.  Regular program reports shall be submitted to the Board of Trustees for review.

A. Reporting

1. Reports of suspected misconduct or improper activity should be made to an immediate supervisor, to another appropriate administrator, to the Compliance Officer or by calling the hospital’s toll-free Compliance Hotline [toll-free number].

2. If possible, reports should be in writing and should include verifiable accounts or evidence of the alleged misconduct or improper activity.  A transcript of a verbal report should be documented by the recipient of the verbal report.

3. Reports of suspected misconduct or improper activities shall be submitted to the Compliance Officer.  

B. Investigation

1. Depending on the nature of the violation, investigations may be conducted by the Compliance Officer, Human Resources, legal counsel or other appropriate individuals.  Investigators shall:

a. Have sufficient expertise in the area of investigation to conduct a competent investigation; and

b. Be independent, having no conflict of interest with the situation under investigation.

2. Investigations shall be conducted in an objective and unbiased manner.

3. Investigations shall be conducted only after preliminary review determines:

a. The reported actions constitute improper activity or misconduct; and

b. Either evidence exists or information is specific enough to support the report of misconduct.

4. Investigations shall be conducted without delay and will be performed with utmost thoroughness.

5. All employees, officers, and Trustees have a responsibility to cooperate fully with an investigation.

C. Investigation Results

1. Based on findings resulting from the investigation:

a. Reports of criminal wrongdoing will be reported to the appropriate authorities;

b. Human Resources shall be notified in accordance with applicable procedures governing employee conduct and discipline or termination; and

c. Legal counsel shall be consulted as warranted.

III. PROTECTIONS

A. To the extent possible, the confidentiality of the whistleblower and the subject(s) of investigation shall be protected.

B. Whistleblowers, investigation participants and investigators shall be protected from any retaliation or discrimination resulting from the filing of a complaint or participation in an investigation. 

IV. RETALIATORY REPORTS

A. Reporting

Reports of retaliation or discrimination resulting from the filing of a complaint or investigation should be made to an immediate supervisor, to another appropriate administrator, to Human Resources, to the Compliance Officer or by calling the hospital’s toll-free Compliance Hotline [toll-free number].
B. Investigation
1. Investigations may be conducted by the Compliance Officer, Human Resources, legal counsel or other appropriate individuals.  Investigators shall be independent, having no conflict of interest with the situation under investigation.

2. Investigations shall be conducted in an objective and unbiased manner.

3. Investigations shall be conducted without delay and will be performed with utmost thoroughness.

4. To the extent possible, the confidentiality of the individual(s) involved will be protected.

C. Decision

If the investigation finds that an employee, officer, Trustee or other representative of the organization has acted in retaliation against or otherwise interfered with the rights of an individual in filing a complaint, the findings will be submitted to the CEO and/or Human Resources in accordance with applicable procedures governing employee conduct and discipline or termination.  Legal counsel shall be consulted as warranted.

These provisions shall not prevent a supervisor or Human Resources from taking personnel action with respect to an employee if justified and separate and apart from protected disclosures.
V. EMPLOYEE EDUCATION

This policy and the [Fraud and Abuse Program] information shall be available to all employees through inclusion in the employee handbook, new hire orientation and other means used by the hospital for employee education and communication.
Approval:
______________________________________________________________________________
Signature
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Effective [Date]
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