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Sliding Fee Scale Application

First Care Clinic offers discounts to patients based on family size and annual income. Patients
who qualify for the sliding fee scale will receive a discount card. This card is typically valid for
one year (unless otherwise specified) and provides reduced rates on services received at First
Care Clinic. Sliding fee scale payments are expected at the time of service. Please note that the
discount does not apply to services or equipment obtained outside of our facility.

Proof of Income: Patients must provide one month of income verification for all household
members over the age of 18. Proof of income is required to determine financial assistance. If
proof of income is not available at the time of the first visit, patients may self-declare income for
that visit (and the first visit after prior eligibility expires). However, proof of income must be
provided at the next visit, or the patient will be charged the full standard fee.

Examples of Proof of Income: past months’ paystubs, most recent annual federal tax return,
documentation of government assistance (unemployment, cash assistance, social security,
disability, etc.), documentation of child support or alimony, statement from employer regarding
hours worked and wages earned, net receipts from self-employment income, retirement income.

Household Size: all members of the same household who are related and/or pooling resources.
Members of a household who are unrelated or do not share income are considered separate
households.

Applicant Name: Date of Birth:

Street Address: City, State, Zip:

Including yourself, how many individuals currently live at this address?

Including yourself, how many individuals (over 18) at this address have an income?

First Care Clinic has the right to verify the information provided. Patients who falsify
family size and/or income may be disqualified from the discount program, and we may
bring court action for falsification that breaks the law.



Household Information

Fill in the information about yourself and any related family members currently living with you.
If the number of people who live in your household changes, please notify us.

Legal Name Date of Birth Relationship Income? Y/N

SELF

Income Information

Fill in the information about yourself and any related family members living with you who have
an income. If your family income changes, please notify us.

Legal Name Type of Income Employer Annual Income
(wages, self-employment, (if applicable)
government assistance,
retirement, alimony, child
support, etc.)




No Income

If no household members are currently employed or receiving financial or government
assistance, please answer the next two questions.

Briefly explain the reason for the lack of income (for example: unemployment, relocation, etc.).

How are you meeting your food, clothing, shelter and transportation needs?

No-income statement discounts expire after six months. If any family member becomes
employed or begins receiving government assistance, you must submit documentation and
reapply for the discount program.

Acknowledgment: I certify that the family size and income provided are accurate and agree to
notify First Care Clinic of any changes to financial or insurance status. I accept responsibility for
payment as determined by the Sliding Fee Scale Discount Program. I understand that I will be
considered a “full fee” patient after the first visit until proof of income is provided, and that I will
also be considered “full fee” if I do not meet eligibility requirements. I acknowledge that First
Care Clinic may verify the information provided and may request tax documentation. Falsifying
information may result in disqualification from the discount program.

Patient/Guardian Signature: Date:

OFFICE USE ONLY
Patient Self-Declared [_| or Proof of Income was Obtained for All Working Family Members [_]
Based on the family size and income information, the patient/family qualifies for Slide:
Al B[] c[J D[] FullFee[]
The patient/guardian was notified about their sliding fee scale discount status and pricing. [_]
Identification and address were verified. (driver’s license, utility bill, etc.) []

Staff Initials: Date:
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