SLIDING FEE DISCOUNT PROGRAM APPLICATION
Please complete this form to request reduced charges based on household size and income.
	Important: No one will be denied access to services due to inability to pay. Eligibility for sliding fee discounts is based only on household size and household income. Please attach income verification if available.



1. Patient Information
	Patient Full Name:


	Date of Birth:



	Responsible Party (if applicable):


	Relationship to Patient:



	Street Address:


	City, State, ZIP:



	Phone Number:


	Email Address:





2. Household Information
List all household members supported by the household income, including the patient.
	Full Name
	DOB
	Relationship
	Dependent?
Y / N
	Included
in Household?
Y / N

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Total Household Size: __________
3. Household Income
List gross monthly income for all household members. Attach proof of income when available.
	Household Member / Source
	Employer or Income Type
	Frequency
(weekly, biweekly,
monthly, other)
	Gross Amount

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Estimated Total Gross Monthly Household Income: ____________________
Estimated Total Gross Annual Household Income: ____________________
4. Income Verification
Check all items attached with this application:
☐ Most recent pay stubs
☐ Most recent tax return / W-2 / 1099
☐ Social Security / SSI / SSDI award letter
☐ Unemployment / workers compensation statement
☐ Pension / retirement statement
☐ Child support / alimony documentation
☐ Employer letter
☐ Other income verification: ______________________________
If you do not have written proof of income, explain below (staff may accept self-attestation if allowed by clinic policy):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
5. Insurance / Coverage Information
Current coverage status:
☐ Uninsured
☐ Insured
☐ Underinsured / unable to afford out-of-pocket costs
☐ Applying for Medicaid / other coverage

Insurance Plan (if any): _____________________________________  Member ID: ________________________
6. Applicant Attestation and Consent
☐ I certify that the information provided in this application is true and complete to the best of my knowledge.
☐ I understand that eligibility for the Sliding Fee Discount Program is determined based only on household size and household income.
☐ I understand that I may be asked to provide documentation to verify household income and size.
☐ I agree to notify the clinic if my household size or income changes and may affect my eligibility.
☐ I understand that submitting this application does not guarantee approval and that any approved discount will be applied according to the clinic’s current Sliding Fee Discount Schedule.
☐ I authorize the clinic to review the information submitted for purposes of determining eligibility for reduced charges.

	Applicant Signature:


	Date:



	Staff Assistance Provided By (if applicable):


	Date:





7. Office Use Only
	Application received on:


	Processed by:



	Household size used:


	Annual household income used:



	Current Federal Poverty Guideline percentage:


	Discount pay class / nominal fee:



	Approved ☐    Denied ☐    Pending ☐


	Effective date:



	Expiration / renewal date:


	Income verification reviewed ☐



	Notes:


	



This form should be reviewed and updated as needed to remain consistent with the clinic’s current Sliding Fee Discount Program policy and current Federal Poverty Guidelines.
