Salem Health

P.O. Box 14001 — Salem Health®
e omheon 27209-014 "Wl Hospitals & Clinics

Patient:Mister Middlename Little
Patient Date of Birth: 04/16/1963
Phone number:

Email:

Contact Pref:Email

MRN/Patient ID: ||| N

Mister Middlename Little
123 East South St
Dallas OR 97338

Visit Estimate [ ]1Check here if not scheduled
Xr Chest 2 Views on February 11, 2022 Reference
CPT® 71046 Prepared on 9/1/2022
Mister Middlename Little Date of Birth MRN Insurance Coverage
123 East South St 04/16/1963 e Self-Pay

Dallas OR 97338

Summary

This section contains a summary of the estimated cost for Mister Middlename Little's upcoming visit on
2/11/2022.

You Pay Details

AL Hospital Fees 315.00
Subtotal 315.00 Discounts -110.25
Discounts -110.25 You Pay 204.75

Charge Detaill

This section contains the expected charges used to calculate your estimate. This is a good faith estimate
based on similar past visits and the information we currently have available. Your final billed charges might be
different from the expected charges listed here.

Diagnosis

R09.89 - Chest congestion

R05.4 - Cough syncope

Phone: 503-814-2455

West Valley Hospital - Hospital Charge Detail _

Code Description Qty Amount
71046 Radiologic Exam Chest 2 Views 1 315.00
Discounts -110.25



Your responsibility for charges billed by West Valley Hospital 204.75

If you need assistance with your out-of-pocket expenses, please call Patient Financial Services at
503-814-BILL (2455) or visit www.salemhealth.org/financial-assistance. We offer payment plans, uninsured
discounts, and financial assistance when applicable.

If you have questions regarding this ESTIMATE, please call 503-814-2678 or email
estimates@salemhealth.org



Disclaimer

This Good Faith Estimate shows the costs of items and services that are reasonably expected for your
healthcare needs for an item or service. The estimate is based on information known at the time the estimate
was created.

The Good Faith Estimate does not include any unknown or unexpected costs that may arise during
treatment.You could be charged more if complications or special circumstances occur. If this happens, and
your bill is $400 or more for any provider or facility than your Good Faith Estimate for that provider or facility,
federal law allows you to dispute the bill.

If you are billed for more than this Good Faith Estimate, you may have the right to dispute the bill.
You may contact the health care provider or facility listed to let them know the billed charges are higher than
the Good Faith Estimate. You can ask them to update the bill to match the Good Faith Estimate, ask to
negotiate the bill, or ask if there is financial assistance available.

You may also start a dispute resolution process with the U.S. Department of Health and Human Services
(HHS). If you choose to use the dispute resolution process, you must start the dispute process within 120
calendar days (about 4 months) of the date on the original bill.

If you dispute your bill, the provider or facility cannot move the bill for the disputed item or service into
collection or threaten to do so, or if the bill has already moved into collection, the provider or facility has to
cease collection efforts. The provider or facility must also suspend the accrual of any late fees on unpaid bill
amounts until after the dispute resolution process has concluded. The provider or facility cannot take or
threaten to take any retributive action against you for disputing your bill.

There is a $25 fee to use the dispute process. If the Selected Dispute Resolution (SDR) entity reviewing your
dispute agrees with you, you will have to pay the price on this Good Faith Estimate, reduced by the $25 fee. If
the SDR entity disagrees with you and agrees with the health care provider or facility, you will have to pay the
higher amount.

To learn more and get a form to start the process, go to www.cms.gov/nosurprises/consumers or call
1-800-985-3059.

For questions or more information about your right to a Good Faith Estimate or the dispute process, visit
www.cms.gov/nosurprises/consumers, email FederalPPDRQuestions@cms.hhs.gov, or call 1-800-985-3059.

Keep a copy of this Good Faith Estimate in a safe place or take pictures of it. You may need it if you are
billed a higher amount.

PRIVACY ACT STATEMENT: CMS is authorized to collect the information on this form and any supporting
documentation under section 2799B-7 of the Public Health Service Act, as added by section 112 of the No
Surprises Act, title | of Division BB of the Consolidated Appropriations Act, 2021 (Pub. L. 116-260). We need
the information on the form to process your request to initiate a payment dispute, verify the eligibility of your
dispute for the PPDR process, and to determine whether any conflict of interest exists with the independent
dispute resolution entity selected to decide your dispute. The information may also be used to: (1) support a
decision on your dispute; (2) support the ongoing operation and oversight of the PPDR program; (3) evaluate
selected IDR entity’s compliance with program rules. Providing the requested information is voluntary. But
failing to provide it may delay or prevent processing of your dispute, or it could cause your dispute to be
decided in favor of the provider or facility.



