Financial Assistance Application Form                                                                           [image: ]
SerenityBridge Counseling and Training Center
Instructions: Please fill out this application completely to help us determine your eligibility for our sliding scale discount program. Return this form along with your income documentation to the Intake Coordinator.
1. Patient & Applicant Information
· Patient Name (Last, First, M.I.): ___________________________________________
· Date of Birth: ________________
· Phone Number: ______________________ Email: ______________________________________________
· Guardian Name (if a minor):______________________________________
· Relationship to Patient: ___________________ 
2. Household Size & Gross Income
· Total Number of Household Members (including applicant): ________
· TOTAL COMBINED MONTHLY HOUSEHOLD INCOME: $ ______________
· *Please attach: Tax return, two recent pay stubs, or a signed Income Self-Attestation Form.
3. Current Health Coverage Status (For Grant Reporting Purposes Only)
This information is strictly confidential and is used solely to help our nonprofit secure foundational grant funding. Your answers will not affect your eligibility for our sliding scale discounts.
Do you currently have any form of health coverage? (Check all that apply):
· Uninsured (No health insurance of any kind)
· *Texas Medicaid
· *CHIP (Children's Health Insurance Program)
· Medicare
· Private / Commercial Insurance (e.g., through an employer or HealthCare.gov)
****Clients with Texas Medicaid and CHIP will not need to submit income verification documents. 


4. Client Certification & Signature
I certify that all statements made in this application and any attached documentation are accurate, true, and complete. I authorize this Organization to verify any financial information provided to establish eligibility for the sliding fee scale. I understand that if any information is found to be false, my financial assistance may be reversed, and I will be billed for our standard flat fees.

Applicant Signature: ______________________________________________  Date: ___________________



For Internal Office Use Only (To Be Completed by Staff)
· Date Received: _______________ Received By: ____________________________
· Total Verified Annual Income: $ ______________ Household Size: _________
· Calculated FPL Percentage: ____________% FPL
· Approved Status:
· Approved for 100% Charity Care ($0 Co-pay)
· Approved for 75% Discount (Patient pays 25% of standard flat fee)
· Approved for 50% Discount (Patient pays 50% of standard flat fee)
· Denied Financial Assistance (Patient pays 100% of standard flat fee) [1]
· Effective Dates: From _______________ To ____________________
· Approving Manager Signature: _____________________________________ Date: _____________
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