Volume II:  Health Center Risk Areas

Regulatory

Sliding Fee Scale/Nominal Fee Eligibility Documentation:

Sample Form

Date of Application:  




New Patient:

Yes / No










(circle one) 
Patient Name:





Patient SSN:





Guardian Name:  




Guardian SSN:  




(if patient is under 18 years old)

Patient Age:  





Patient Date of Birth:  



It is the policy of [Name of Health Center] (“Health Center”) to provide health care services to its patients at a cost that is affordable to its patients. Health Center must know and document how much money patients have in order to provide health care services at an appropriate fee based on Health Center’s Sliding Discount Schedule. This information may also help Health Center to assist patients with other programs that offer financial assistance or benefits to patients.  If you have any questions about this form, please ask [name or title of Health Center contact]. Thank you.

Patient’s (or Guardian’s) Annual Income:





Patient’s (or Guardian’s) Family Size:







	Income Type/Document 
	Income Amount
	Copies Provided

	One-months’ worth of pay stubs
	
	

	Employer report letter – Income statement
	
	

	TANF letter 
	
	

	1040 Tax Form with all corresponding W-2s for most recent calendar year
	
	

	Self-employed wage documentation
	
	

	Statement of Social Security benefits  (SSI, SSDI, SSRI)
	
	

	Military leave and earnings statement
	
	

	Foster care statement from Social Services
	
	

	Child support / current statement of alimony
	
	

	Unemployment benefits
	
	

	Workers compensation benefits
	
	

	Local cash assistance benefits 
	
	

	Pension or annuity payments
	
	

	Patient Report Letter – Income statement, signed and  witnessed by a Health Center staff member 
	
	

	Other:  



	
	


Do you have any type of insurance that will cover all or a portion of your medical expense? 
Yes / No



If “Yes”, please list:











I declare the above information is true and I give Health Center permission to investigate any information on this application. I understand that if my income should change that I am required to notify [the receptionist] on my next visit to Health Center. 
Signature: ________________________



Date: _____________

For office use only:

Date application completed:




Date documents received:  




Application and documents reviewed by:  






� 	The Authors of these materials include attorneys at the law firm of Feldesman Tucker Leifer Fidell LLP. The sample documents offer general guidance based on federal law and regulations, and do not necessarily apply to all health centers under all facts and circumstances. Further, these materials do not replace, and are not a substitute for, legal advice from qualified legal counsel.


� 	This form (or a separate form) should define individuals who qualify as “family” for purposes of identifying eligibility under the sliding fee discount schedule.
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