CO UNITY
ALTH
are

MEDICAL + DENTAL - PHARMACY

Application For Sliding Fee

In order to meet the requirements of our Federal grant, we must collect income information on all
patients. In order to qualify for sliding fee payments (for uninsured patients and those whose
insurance may not pay for all services), you must fill out the information below.

If you are uninsured, you must also meet with a staff member to determine if you qualify for insurance
before your second visit.

How many people are supported by this income?

Use the number of persons in your family who live in the same household and who share income, food and/or
rent. That number includes you, your spouse, and/or any dependents. Please list the people you have
included:

NAME RELATIONSHIP TO YOU NAME RELATIONSHIP TO YOU

How much MONTHLY gross income in your household comes from:

Employment Disability
Unemployment Pension Funds
Social Security VA Benefits
Spousal Support Public Assistance
Scholarship/Grants Housing Allowance
Military Family Allotments Other

TOTAL MONTHLY INCOME $

To the best of my knowledge, the information given is true and correct. | give Community Health Care
permission to verify information about my financial status. | understand that | must provide proof of this
information by my next visit or within 30 days (whichever is first) in order to qualify for sliding fee scale. If
this information is not received, then | will be billed at full fee for the visit.

Patient or Parent/Guardian Name Patient or Parent/Guardian Signature Date

Patient or Parent/Guardian DOB Patient or Parent/Guardian Signature (if applicable) Date

For Office Use Only:

Annual Income $ # in Household Sliding Scale Level Initials
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cO UNITY
ALTH
are

MEDICAL » DENTAL * PHARMACY

Notice of Insurance Eligibility

Clinic:

Date:

Patient name: DOB:

O Patient was not eligible for insurance (accept sliding fee per declaration on application and

change sliding fee expiration date to 1 year from declaration)

O Patient eligibility is pending (patient has or is applying with Navigator; accept sliding fee per
declaration on application and change sliding fee expiration to 1 month from date of declaration
until eligibility determined); this can be extended for another month if insurance is still pending.

O Patient was eligible but chose not to accept insurance or meet with navigator (patient must bring
in proof of income per policy: check stubs for past month, tax return, or other approved form)
| verify that | was offered insurance, but have refused.

Patient signature: Date:

O Patient currently has insurance or is eligible and now has insurance (sliding fee per declaration
on application; change sliding fee expiration date to 1 year from declaration)

O Unable to enroll patient; missed open enrollment, not eligible for (SEP) Special Enrollment
Period (patient must bring in proof of income)

O Patient no showed or cancelled navigator appointment (patient must bring in proof of income)

Staff member signature: Date:

Form is scanned into patient medical record.
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