O FirstTime

[0 Renewal
SLIDING FEE ELIGIBILITY APPLICATION
Patient Name:
Patient Date of Birth (DOB):
Head of Household Name:
Phone Number:
Email:
Preferred Language: [1 English [ Spanish [ Other:
Family Size
(Include yourself, spouse, children, and any dependents in your household)
NAME DOB RELATIONSHIP
Head of Household
Person 2
Person 3
Person 4
Person 5

Annual Income

Wages (Salary):
Self-Employment:

1 Weekly [0 Biweekly L1 Monthly

[ Weekly [0 Biweekly L1 Monthly
(Unemployment, Worker’s Comp, SSI, etc.)
(Rents, Pension, Retirement Income, etc.)

Other Government Income:
Other Personal Income:
Total Annual Income:

AL ||| A

Insurance Information

e Do you have any type of insurance coverage as of today? [1 Yes [1 No
o If yes, name of insurance provider:
o Policy Number:

e Are you applying for the sliding fee discount for services not covered by insurance? [ Yes [1 No

Agreement & Signature
By signing this form, I certify that the information provided is true and correct. I understand that:
e Discounts are based on family size and income.
o IfI do not provide the required documentation for my next visit, I will be charged full fees.

o This application must be renewed every 12 months.
e The discount applies only to on-site services and does not cover external services or equipment.

L1 I decline the application for the Sliding Fee Discount.

Patient or Head of Household Signature Date Signed

Revised 3/01/2025 Over —  »
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SLIDING FEE ELIGIBILITY APPLICATION

Patient Name:
Patient Date of Birth (DOB):

Sliding Fee Discount Program Documentation Requirements

To qualify for the Sliding Fee Schedule, you must provide verifiable documentation within 14 days from today.
Acceptable documentation includes ONE of the following:

e Most recent Tax Return

e Social Security, Disability, or Unemployment benefits statements
o If employed: The last Month’s pay stubs are required

e All others: Notarized Statement required

**If you do not provide the required documentation for your next visit, you will be charged full fees.

FOR OFFICE USE ONLY

Guarantor Account Number:

e [ Self-declared first visit

e [l Income verification requested

e [ Income verification not obtained
e [ Income verification obtained

Sliding Fee Discount Applied:
LEVEL: A OB 0OC 0OD

Sources of Income Verification:

] Form 1040

L] Social Security

1 Form W-2

L1 Disability

L1 Pay Stubs

[ Unemployment Letter
[ Notarized Letter

LI Other:

Date Obtained:

Staff Signature:




