
 

 

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. 

 

 

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.   


