
Financial Assistance

Application for reduced membership fees at

Story Family Medicine

Full Name Date of Birth Relationship

Please briefly explain your current financial circumstance:

Please note: We find that patients on controlled medications require communication
and visits at a frequency that precludes being able to offer a discount.

What monthly amount can you currently afford?

Do you anticipate a change in your circumstances, if so when?

Signature: ________________________________________________ Date: ___________________



Financial Need Assistance Guidelines:

● Financial Assistance is provided for 3 months.
● Financial Assistance is for established members only.
● Patients on controlled medications require communication and

visits at a frequency that precludes being able to offer a discount.
● Renewal requires re-application.
● Upon review of your application Story Family Medicine will

respond.


