Maxitia Issues
in Focus...

Patient Guide:
Understanding and
Managing Healthcare
Facility Fees

Across the country, patients are increasingly noticing
unexpected "facility fees" added to their medical bills for
routine, outpatient doctor appointments. These charges
are a direct result of

rapid healthcare system

consolidation, where hospital networks purchase
independent medical practices. Consequently, a patient
can be charged a hospital-level facility fee even if they
never set foot inside an actual hospital building. These
hidden operational costs can easily reach hundreds or
thousands of dollars, creating significant financial friction

for consumers.

Critical Pre-Appointment Checklist

e Proactive Verification: Inquire about potential facility
fees or 'provider-based billing' designations every time
you book an appointment, even for long-standing
providers.

e Good-Faith Estimates: If a facility fee is disclosed,
explicitly request a written good-faith estimate of the
facility charge prior to receiving care.

e Insurance Clarification: Contact your insurance carrier
directly to verify how provider-based billing or clinic
fees are handled under your specific deductible and
cost-sharing layout.
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Billing Triage & Financial Advocacy

e Itemized Auditing: Request an itemized billing
breakdown immediately upon receipt of a high or
ambiguous invoice to check for separate 'clinic' or
'facility' line items.

e EOB Verification: Cross-reference medical bills with
your formal Explanation of Benefits (EOB) statement
to guarantee the claim was appropriately processed
before making payments.

e Regulatory Check: Examine your regional state laws; a
growing number of states legally prohibit facility fees
for telehealth visits, preventive care, or specific
outpatient settings.

e Strategic Negotiation: Engage directly with the billing
office to seek fee waivers, inquire about lower self-
pay/cash pricing, or request a structured interest-free
payment architecture.

Hospital "facility fees" are rapidly growing surcharges
added to outpatient medical bills for routine, independent
doctor appointments that have been administratively
rebranded. When a hospital network consolidates
healthcare systems by purchasing an independent medical
practice, it legally designates the clinic as a "Hospital
Outpatient Department". This administrative conversion
allows the parent hospital to initiate "split billing “charging
a standard professional fee for the doctor's time and a
hidden facility fee (ranging from $150 to $500) to cover

hospital overhead like security, IT, and maintenance.




How Facility Fees Manifest in 2026

e The Provider-Based Clinic Flip: A patient visits a
long-time specialist at the same physical location;
unaware the practice was recently acquired. The
location is secretly classified as a "provider-based"
clinic, prompting an automatic facility surcharge
on top of the specialist's visit fee.

e Virtual Telehealth Fees: Patients attending a video
appointment from their own home are hit with
"Originating Site Facility Fees" (often exceeding
the standard CMS rate of $31.85 on private plans).
Hospitals justify this by claiming the patient portal
or digital network acts as the physical facility.

e Urgent Care ER Rebranding: Hospitals construct
satellite clinics that mirror traditional urgent care
license them as

centers but Freestanding

Emergency Departments. This forces minor
ailments (like a sore throat) to be processed under
aggressive "Level 3 Emergency Facility Fees,"

driving $150 visits up to $1,200.

e Technical Components on Imaging: Independent
MRI or X-ray labs acquired by networks pivot to
split billing. Instead of a flat global fee, the patient
receives one bill for the radiologist's review and a
massive "Technical Component" facility fee for
utilizing the machine, which can easily top $2,000.
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The Impact on Patients and Legislative
Pushback

Because these surcharges bypass flat office copays and
apply directly toward high deductibles, patients face
massive out-of-pocket costs. Consequently, states like
Ohio, Indiana, and Maine have aggressively moved to
restrict, cap, or mandate "site-neutrality" pricing rules to
ensure routine care costs remain consistent regardless of
ownership. However, healthcare associations note that
eliminating these fees could destabilize rural and
standalone hospitals that rely on the revenue to cover
mandated, uncompensated services like translation and
backup power infrastructure.

To protect against these hidden fees, consumer advocates
advise patients to look for small wall plaques indicating
hospital department status and always explicitly ask: "Is
this location billed as a hospital department?".

The transition of healthcare from a personalized public
service into a hyper-consolidated, corporate ecosystem is
the logical outcome of policy choices made over the last
several decades. Society has structurally prioritized
administrative data collection, volume-based insurance
networks, and short-term cost containment over the long-
term sustainability of the independent medical practice.

By treating medicine as a scalable transaction rather than

a relationship, public policy has engineered an

environment where independent practices are




economically starved, forcing a corporate takeover that
mirrors the "fast-food" franchise model.

1. Structural Policy and the Financial
Starvation of Independence

Independent medicine did not simply fade away; it was
economically choked by federal and private payment
structures.

e The Freeze on Independent Reimbursements: The
Centers for Medicare & Medicaid Services (CMS)
and private insurers have spent decades shifting

financial incentives toward massive health
systems. While the costs of running a local
business (rent, utilities, specialized staff) increase
with inflation, baseline reimbursement rates for
independent physician services have effectively

shrunk or remained flat for nearly twenty years.

e The Compliance-Scale Paradox: Major pieces of
legislation, such as the Affordable Care Act (ACA)
and MACRA, mandated that clinics adopt highly
sophisticated Electronic Health Records (EHR) and
comprehensive regulatory reporting frameworks

to prove "quality of care." While a multi-billion-
dollar corporate hospital network has entire
compliance and IT departments absorb these
massive  overhead costs, a two-doctor
neighborhood clinic cannot afford the software
fees or the administrative staff required to log the

data.
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To survive the sheer weight of bureaucratic red tape,
independent doctors are forced to surrender their
autonomy to corporate buyers.

2. The McDonaldization of the Clinic (The
"Fast-Food" Model)

When corporate entities and private equity firms buy up
local medical practices, they apply algorithmic supply-
chain efficiencies to human health. This creates a highly
standardized, transaction-driven healthcare environment:

Traditional Independent
Care

Corporate "Fast-Food"
Medicine

¢ Focused on patient-
doctor trust.

¢ Focused on "patient
throughput".

¢ Flexible, relationship-
driven time

e Rigid 15-minute time
slots.

¢ Holistic, preventative
approach.

¢ High-margin diagnostic
upselling.

Optimizing Patient Throughput: In a corporate system,

physicians are evaluated using corporate metrics like

Relative Value Units (RVUs). Success is no longer



https://www.cms.gov/research-statistics-data-and-systems/research/healthcarefinancingreview/downloads/cms1191809dl.pdf
https://www.commonwealthfund.org/publications/journal-article/2020/feb/aca-at-10-years-changed-health-care-delivery-payment

measured by whether a patient gets healthier, but by
how quickly a doctor can move an individual through an
exam room. This shifts appointments into rigid 15-minute
slots where doctors spend more time typing into a screen
to check corporate billing boxes than looking at the
patient.

e The Rise of Mid-Level Substitution: Just as fast-
food restaurants substitute skilled culinary labor
with automated assembly, corporate healthcare
networks heavily rely on corporate staffing
substitution. To cut labor overhead, health
systems increasingly substitute independent
physicians with Nurse Practitioners (NPs) or
Physician Assistants (PAs) for routine, chronic, and
complex triage, reserving expensive doctor time
strictly for high-revenue procedures.

e The Franchise Monopolization:  Corporate
healthcare relies on brand recognition and
geographic saturation. When a massive hospital
network or private equity firm buys every local
urology, oncology, and primary care clinic in a
region, they completely control the market.
Patients lose the leverage of choice, forced to
accept whatever assembly-line care conditions the
local monopoly dictates.
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3. Cultural and Workforce Shifts

Society’s changing expectations and workforce
demographics have accelerated the death of the
independent practice.

e Debt-Driven Employment: The average American
medical student graduates with well over
$200,000 in educational debt. Facing a decade of
immediate, high-interest loan repayments,
younger physicians can rarely afford the massive
commercial capital loans needed to purchase
equipment, rent office space, and establish an
independent business. Taking a stable, corporate
hospital salary with corporate benefits and loan-
forgiveness eligibility becomes a financial
necessity.

e The Consumerization of Healthcare: Society has
increasingly traded deep, long-term continuity of
care for instant, on-demand gratification. Modern
consumers frequently prioritize immediate
convenience—such as digital portal app access,
same-day scheduling, and late-night urgent care
walk-ins—over maintaining a 20-year relationship
with a single, independent family physician.
Corporate health networks invest millions into
these polished digital storefronts, siphoning
younger, healthier patients away from traditional,
community-based offices.




\
1

o
'J [

The Policy Consequence

By allowing independent medical practices to disappear, $421 F . | . F
society has institutionalized a system that treats aC| Ity ee

healthcare as a commercial commodity. The resulting loss

of the independent physician eliminates the primary
advocate for the patient within the medical system,
leaving communities to navigate an automated, profit-
optimized corporate infrastructure that prioritizes the
financial balance sheet over individual human health.

Did your doctor's office charge you a 'facility fee'? Here's

what to know.
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Patients say ‘facility
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