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Sliding Fee Application

Proof of income is required to process this application.

Name:                                                                                                                 Date of Birth:                                                         

Patient’s SSN/ITIN: _____________________________ 

Mailing Address: ________________________                                             City/State: ____________________                          

Zip:                                                                                                                    Phone #                                                                     

Do you, or the patient you represent, have medical/dental insurance?               YES                      NO

If YES, please provide your insurance card to the front desk representative.
IF YOU DO NOT HAVE INSURANCE, PLEASE ASK FOR ASSISTANCE FROM OUTREACH.

Eligibility for Eastern Shore Rural Health’s sliding fee scale is based on income levels relative to the federal poverty guidelines published annually and the number of individuals living in your household.

Please list the following MEMBERS of your household (self, spouse, significant other, and children, including step-children and legally adopted children) and list all income earned by the listed members.

Family Member Name:		      Date of Birth:	Relationship to Applicant:         Yearly Income:
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________
______________________________   _______________    ____________________	___________________


Are any of your children listed above older than 18 years?                               YES                          NO

Do you file taxes?                                                                                                    YES                          NO 
The following can be turned in as proof of Income.  We may request additional information for proof of income.
· Most recent tax return
· Most recent check stub (2 are required)
· Monthly Retirement
· Monthly Disability (Can obtain a print out from Disability Office)
· Medicaid or Famis for the person applying
· Monthly Social Security (Can obtain a print out from Social Security Office)
· Monthly assistance such as food stamps (Can obtain a print out from Social Services)
· Letter from person helping with monthly support (signed and dated)
Please call if there are questions about other possibilities.
YOU MUST PAY YOUR COPAY AT THE TIME OF YOUR VISIT.

I certify that the above information is true. I have read and received the sliding fee benefit information. The only income I have is correctly stated above. If any changes occur I will immediately notify the billing office. 
By signing below, you give ESRH permission to share this information with other health care agencies to which you may be referred, that also offer discount programs.

Signature:                                                                                                                               Date:                                   

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~OFFICE USE ONLY~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~
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