Sliding Fee Discount Program Application

Patient Name: _______________________________________  DOB: _______________MRN:__________________
Address: ____________________________________________________________________
City___________________________________State_________Zip_____________________
Phone Number: ______________________________  Email: ______________________________________
Household Size: ________
Annual Household Income: $__________________
Income Source(s): _____________________________________________________________
Attach documentation: recent pay stubs, W-2s, or income statements.

I certify that the above information is accurate and understand that I may need to reapply annually or if my income/family size changes.

Signature: ____________________________________    Date: _______________________

FOR ADMINISTRATION ONLY
☐ Verified Family Size: ________
☐ Verified Household Income: $__________________
☐ Approved Office Visit Cost: $__________________
☐ Sliding Fee Schedule Attached to AthenaOne EHR

Office Manager Signature: _____________________________    Date: ________________
Administrator Verification Signature: ___________________    Date: ________________
