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Healthcare Budgeting Influences
	The budgeting process in healthcare plays a critical role in the management of financial resources. Hence, it helps to ensure that healthcare organizations perform their daily operations effectively, reduce financial wastage and other services that increase cost but do not enhance quality care. Also, financial management performs other healthcare organizations' functions such as managing finance and risks to assist in attaining monetary goals. Similarly, having a healthy budgeting plan will enable organizations to deliver effective therapeutic care to all patients because they can quickly assess the profits and expenses of medical technologies as well as procedures utilized in the organizations. With the high increase in technology advancement in the healthcare sector, medical organizations have invested a lot in erudite equipment that will allow them to deliver protracted treatments and tests, hence developing perfect patient pay models. Therefore, this paper will focus on the influences on the budgeting process of Aspen Valley Healthcare organization and review its payer mix and other factors to revenue while contemplating revenue factors for the budget. 
Type of Healthcare Organization
	Aspen Valley healthcare organization was established in 1891 and is among the most cultured hospitals in the country's rural regions. In addition, the organization is considered a crucial access and level three trauma center with twenty-five beds. Being a community healthcare organization, together with the sociability and professionalism it comes with it, the hospital has managed to be among the best for-profit community healthcare in Colorado. Currently,  Aspen Valley healthcare is referred to as a hospital of choice because of the many awards won for high patient satisfaction. 
Similarly, despite focusing on improving customer experience and satisfaction by enhancing the quality of healthcare service offered, Aspen Valley hospital has been involved in several pecuniary and commercial events that focus on improving its revenues. For instance, the organization’s managers participate in negotiations and guarantee that they have adequate money to deal with their expenses such as paying employees. At this time, the organization has nearly three hundred and fifty-four personnel on their payroll while the main source of money for the hospital is cash from individuals and other third parties such as insurance organizations. 
The payer mix adds more revenue to healthcare organizations. Normally, it is referred to as the ratio of individuals with government health plans such as Medicaid and Medicare as well as private insurance (Squires et al., 2015). Although both the government and commercial insurances provide revenue to healthcare organizations, majority of the income is generated from private insurances. Thus, many healthcare organizations such as Aspen Valley Hospital depend on this variance because the commercial plans pay more revenue to hospitals than government insurance. Notably, the Aspen Valley Healthcare organization payer mix is distributed making the commercial insurance holding to be at 55.8% and includes both private pay, private insurance and managed care. However, the other 44.2 % is on government insurance (Aspen Valley Hospital, 2019). Lastly, individuals in Medicare comprises of 29.6% and those on Medicaid are 14.6%.
Effects of Reimbursement
Healthcare organizations receive payment after the delivery of health services.  Reimbursement is often given to hospitals by commercial or government insurers to cover part of or all of the cost. Depending on the health plan, patients may be required to pay for some health costs. However, when patients do not have any coverage, they will be required to reimburse healthcare organizations the whole amount of cost utilized. Similarly, it is called reimbursement because payments occur after therapeutic services; thus hospitals will be paid by either insurance or government payers such as Medicare and Medicaid through reimbursement (Albright, 2018). After the patient has received therapeutic service, healthcare organizations will have to send the bill to a responsible institution to cover the expenses. The amount paid is based on the agreed amount or service that insurers have contracted with the provider to pay. 
 The reimbursement process occurs on different steps. However, every step has chances of delaying the payment process and thus affecting patients because it will force them to engage in additional payment. Nonetheless, according to Rubin (2018), patient protection and the affordable care act are some examples of the essential regulation feature that has substantial impacts on reimbursements and healthcare revenue collection. Hence, the affordable care act will result in many people engaging in medical insurance cover and Medicaid. Similarly, there will be a high chance for hospitals that do not engage with Medicare plans to get themselves delivering care services to individuals under Medicare benefiting on out-of-network (Meyers et al., 2019). 
Moreover, Medicare restricts the time of Aspen Valley Hospital care, hence, every individual file undergoes scrutiny to evade the billing differences for services delivered. When a patient is released from a hospital having recorded some health improvement are required to pay for the costs. However, in other instances, when a patient is released and admitted again, the hospital will have to fill a billing form to Medicare for reimbursement which is not guaranteed. Besides, reimbursement for the out-of-network service provided to the enrollees of Medicare beneficiaries is developed by Medicare guidelines and rules (Blase & Yelowitz, 2019). Also, healthcare providers will have to be ready to receive money that was resolute by Medicare guidelines and rules to be fully paid rather than billing patients for more payments. 
Differences in Healthcare Budgeting
Due to the variations on expenses and delayed reimbursement, healthcare organizations have started to adopt flexible budgets rather than the static ones. A flexible budget has more benefits to healthcare organizations because they can be adjusted and with variations in activities. Similarly, healthcare organization have variations especially in nursing hours depending on the number of individuals to be checked, therefore, a flexible budget will be effective in catering for these changes because they can automatically adapt to the variations as well as provide a better view of the present finances (Zietlow et al., 2018). Besides, hospitals can benefit from flexible budgets in different ways, for instance, a healthcare organization can shift their spending around because they can anticipate and accommodate their needs. 
Additionally, budgeting allows healthcare organizations to plan and thus assist them to handle developing problems financially. Healthcare facilities have many challenges; for example, they operate in enormous debts since many of their financial revenues are not paid because of the present Medicare and insurers issues. At other times, organizations are not reimbursed because of the misunderstanding concerning the payments or individuals' inability to pay. Nonetheless, the Affordable care act has presented numerous compensation reforms intending to inspire the progress and expansion of resourceful reimbursement approaches to promote the execution of effective care delivery. 
The Affordable Care Act has taken this approach to provide an economic reprieve. This is mostly for the Medicare trust fund and inspiring hospitals to rapidly adhere to the incentive supporting quality patient care. According to Blase & Yelowitz (2019), the act pursues to reduce the Medicare and Medicaid services delivered in hospitals and increased changes in budgeting process. Similarly, reputable organizations that deliver complex services such as surgeries regularly get more reimbursements than other healthcare facilities offering basic care services. This brings to a conclusion that big organizations will have significant budgets than other facilities because of the enormous payments received. 
Out-of-Pocket expenses in Creating Uncollected Liability
	Out-of-pocket expenses are all costs that are not repaid by the insurance, for instance, co-insurance and deductibles. Thus, as the health insurance trend continues to move their cost to increased deductibles and copayments, they change to high out-of-pocket costs. Similarly, the health insurers encourage products that need continually cumulative and high-priced co-insurance hence they should take an obligation to increase debts on healthcare organizations. The Affordable Care Act is growing individuals' experience to liability since many people have taken coverage through the health insurance exchanges of the act, hence making them have more projected Out-of-pocket costs (Blavin et al., 2018). Again, making patients pay for more services out of their pocket while covered by Medicare and private health insurance makes them raise suspicions. 
	Moreover, when patients decide to see a physician, it will entice out-of-pocket expenses because several individuals will not pay, hence creating uncollected liability. Besides, over the counter medication leads to out-of-pocket costs for patients because they are not under the government or private insurance. Consequently, patients also suffer from out-of-pocket expenses because of the augmented specialist fees when seeking dental services. Despite the Affordable care act providing individuals a chance to get Medicare and insurance cover, most people desire to have reduced cost plans. The out-of-pocket expenses make it hard for patients to afford (Blavin et al., 2018).
Keeping a Balanced Budget for All 12 Months
	According to Rubin (2018), healthcare organizations need to implement diverse situations in their budget plans to deal with value-based expenditures efficiently because of the variations in the payer mix and reimbursement procedures developed by the affordable care act. Therefore, considering the Aspen Valley Hospital case, a flexible budget will be essential because they will need to utilize and plan based on the prevailing capital rather than depending on reimbursement from both government and private insurance. Besides, the best way is to focus on reducing gratuitous costs and profoundly capitalize on long-term assets to make more profits. 
	For that reason, during the planning, I will estimate all the expenses of employee’s payrolls as well as medicines and suppliers and sum them up because payrolls may be varying based on the number of patients. However, although the budget will be higher in several months, it will probably mean that the hospital has more patients, which will result in more revenues. Also, the developing hospital should always cater to both lasting and immediate tactics to generate profits. Besides, having other investments outside the hospital business will help in additional revenues that will sustain the organization because of uncollected liability challenges.
	In summation, Aspen Valley hospital has managed to be among the top healthcare organizations in delivering quality care. However, despite having more patients in private insurance, pay and managed care, they are faced with a challenge in reimbursement. Consequently, healthcare budgeting process plays a critical role in financial management of the organization, therefore, Aspen valley hospital will use a flexible budget because of the variations in the payer mix and reimbursement approaches brought by the affordable care act. 
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