Sliding Fee Scale Eligibility Application for Account # _____________
_____________ FAMILY HEALTH 
Household member information:  Number of Household Members ________

List all household members

1. __________________________________
Date of Birth ___________

2. __________________________________
Date of Birth ___________

3. __________________________________
Date of Birth ___________

4. __________________________________
Date of Birth ___________

5. ​​​​​​​​​​​​​​__________________________________
Date of Birth ___________

Proof of Income Verification: The following are types of proof that can be used for verification: Paycheck stubs (preferably three months, minimum of 1 month) ● Statement from employer as to proof of wages when stubs are not available ● Statement from unemployment income ● Statement from Social Security or Disability ● Annual W-2 wage statements from all sources ● Gross Income determination from IRS tax return form ● Bank account statements for self-employed

Patient Declaration and Signature
By signing below, I declare that, as of the date of my signature, the income sources I have provided constitute all of my household income, and the household members listed are all solely dependant on that income, or that the explanation provided to verify my income level is truthful.

Signature ______________________________ Date _________________

Office use only

If proof of income is not available, an explanation for determining eligibility may be provided and initialed below by the clinic office manager at the time of the application.  

Attach income source to the application and file together.

	Family  
	$25.00 
	25%
	50%
	75%
	100%

	Size
	fee
	of fee
	of fee
	of fee
	of fee

	 
	less than
	$10,210 
	$13579.29
	$16233.90
	over

	1
	$10,210 
	$13579.29
	$16233.90
	$20419.99
	$20,420 

	 
	less than
	$13,690 
	$18207.70
	$21767.10
	over

	2
	$13,690 
	$18207.69
	$21767.10
	$27379.99
	$27,380 

	 
	less than
	$17,170 
	$22836.09
	$27300.30
	over

	3
	$17,170 
	$22836.09
	$27300.30
	$34339.99
	$34,440 

	 
	less than
	$20,650 
	$27464.49
	$32833.50
	over

	4
	$20,650 
	$27464.49
	$32833.50
	$41299.99
	$41,300 

	 
	less than
	$24,130 
	$32092.89
	$38366.70
	over

	5
	$24,130 
	$32092.89
	$38366.70
	$48259.99
	$48,260 

	 
	less than
	$27,610 
	$36421.29
	$43,899.89
	over

	6
	$27,610 
	$36421.29
	$43899.90
	$55219.99
	$55,220 


add $3480 for each additional person
Gross Income: ______________ Sliding fee scale qualification and time period: __________________
Income must be verified at each visit?  YES   NO
Employee Signature_______________________________________ Date _______________________
Updated January 8, 2008.  Guidelines from Health and Human Services Federal Registry for 2007


