How Amounts Generally Billed (AGB) is Calculated

No individual determined eligible for financial assistance under Kedren financial assistance policies
will be charged more for medically necessary hospital care than the amounts generally billed (“AGB”)
to individuals with insurance covering such care. The AGB for Kedren is calculated as follows:

(1) Every year, Kedren calculates the amount generally billed (AGB) annually based on the prospective
method allowed under the IRS Section 501(r)(5). Kedren obtains the annual Medicare Master CPT Fee
Schedule from Kedren’s Electronic Health Record (EHR) vendor, eClinicalWorks (eCW) and utilizes
the eCW’s fee schedule engine to calculate Kedren’s AGB by applying 150% of the Medicare rates by
procedure codes.

(2) As part of Kedren’s FAP, following a determination of FAP-eligibility, a FAP-eligible individual
will not be charged more for any medical necessary care then the AGB to individuals who have
insurance covering for such care. In fact, Kedren is a Federally Qualified Health Center, while the AGB
is established by procedure codes, the patients including a FAP-eligible individual is never charged
using the rates based on AGB rates since a FAB-eligible patient is only charged based on the Sliding
Fee Discount Schedule and in accordance with the Sliding Fee Discount Policy (SFDS Attached). A
sample Sliding Fee Discount Schedule is as follows:

Kedren Community Care Clinic
Sliding Fee Discount Program 2025

Primary Care and Behavioral Health Services under the FQHC (Federally Qualified Health Center) designation:

The Kedren Community Health Center, Inc sliding fee discount schedule is used to determine the discount a patient will receive on their total
charges for services. The scale below is based on annual income.
These fees and discounts apply to medical and behavioral health services provided directly by Kedren Community Health Center, Inc.

: -
Persons in
Family/ <=100% FPG 101%-133% FPG 134%-166% FPG 167%-200% FPG 201%> FPG
Household
1 S -|$ 15,600 $ 15601 % 20,815 $ 20,816 | $ 25,979 $ 25980 % 31,300 $ 31,301 +
2 $ -|$ 21,150 $ 21,151 % 28,130 $ 28,131 ¢ 35,109 $ 35110 | $ 42,300 $ 42,301 +
3 $ -|$ 26,650 $ 26,651 S 35445 $ 35,446 [ $ 44,239 $ 44,240 | S 53,300 $ 53,301 +
4 $ -|s 32150 $ 32,151 $ 42,760 $ 42,761 % 53,369 $ 53,370 | § 64,300 $ 64,301 +
5 $ -|$ 37,650 $ 37651 % 50,075 $ 50,076 | $ 62,499 $ 62,500 | $ 75,300 $ 75,301 +
6 $ -|$ 43,150 $ 43,151 |$ 57,390 $ 57,391 |$ 71,629 $ 71,630 | S 86,300 $ 86,301 +
7 $ -|s ases0 $ 48651 % 64,705 $ 64,706 | $ 80,759 $ 80,760 | § 97,300 $ 97,301 +
8 $ -|$ 54,150 $ 54,151 % 72,020 $ 72,021 ¢ 89,889 $ 89,890 | § 108,300 $ 108,301 +
Payment:

Medical Sliding $10
Fee Rate/ X 25% 50% 75% 100%
Responsibility Nominal Charge

For families/households with more than 8 persons, add $5,500 for each additional person.
Discount Schedule based on 2025 Federal Poverty Guidelines found at https://aspe.hhs.gov/topics/poverty-economic-mobility/poverty-guidelines

No one will be turned away for lack of ability to pay.

For patients with 200% or more FPG, the prospective AGB equals 150% that would be reimbursed by
Medicare fee-for-service, plus the amount the patient would be responsible for paying in the form of
co-payments, co-insurance, and deductibles. Individuals who have insurance coverage are required to
pay the corresponding co-pay, co-insurance, deductible etc. in accordance with the respective insurance
coverage.



