[image: ]                                                                                                                                                   Northern Oklahoma Urgent Care
DBA Northern Oklahoma Family Care
16603 W South Ave
Tonkawa, OK 74653
(580) 557-0069

Reduced Liability Application
Eligibility Requirements
1. Complete application in its entirety and return to clinic. Use “N/A” for not applicable.  (Applications with incomplete blanks will not be processed)
2. Income below 200% of the Federal Poverty Level Guidelines (FPLG)
3. Proof of Income
a. Employed or receiving Social Security/Disability benefits 
i. Provide recent 2 months paystubs
b. Self-employed
i. Provide recent 3 months personal/business bank accounts showing income
c. If eligible for Medicaid, proof of income is not required
4. If eligible for Medicaid, you must apply for benefits.

Questions
1. Date: __________________              Name:  ___________________________________
2. Family members/dependents names and ages:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________
3. Monthly Income of household?   $_____________
4. Monthly household Expenses?    $_____________
a. Rent/Mortgage $_____________
b. Utilities $________________
c. Medical Bills $_____________
d. Daycare $_____________
e. Automobile $ ____________  
f. Other (please identify)  _______________________   Amount $____________
5. Eligible for Medicaid? _____   (yes or no)
6. If not eligible, have you applied for Medicaid?   ______ (yes or no) 
a. Date last applied?  _________
7. Are you a veteran?  ______   (yes or no)    
a. If so, what branch?   ___________
8. Are you disabled?   ______ (yes or no)   
9. Do you receive Social Security or Disability benefits?  ____  (yes or no)    
a. Amount $___________/month
10. Are you a U.S. citizen?   ____  (yes or no)
11. Did you file taxes last year?   ______ (yes or no)
12. Are you self-employed?   ______  (yes or no)
a. If so, what is your personal income (deposits)?  $____________

For Administrative Use Only
____ Application Complete
____ Income Verified
____ Medicaid Eligible
____ Medicaid applied for if not currently enrolled
____ Proof of income received, if applicable

Sliding Scale:
__________ # Family members
__________ Annual Household income
__________ Qualified for Reduced Liability
__________ Amount of discount from sliding scale

Account names/numbers:  __________________________________________________________________________________________________________________________________________________________________________

Date Completed:  _____________		Staff Signature:  ____________________________




Clinic Administrator Approval

Approved by Signature: ___________________	Title: ____________________	Date: __________	



Documenting in Patient Chart

____Reduced Liability designation/payor source entered in patient demographics 

Date Completed:  _____________		Staff Signature:  ____________________________

***When completed return this application with proof of income to the clinic:

       16603 W South Ave
       Tonkawa, OK 
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