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Sliding Fee Discount Application
	It is the policy of Covered Bridge Healthcare of St. Joseph County, Inc., to provide all patients seeking healthcare services that they will be served regardless of ability to pay. 
Discounts are offered based on family size and annual income.
The discount will apply to charges that include the visit, labs, injections, or additional rendered services on the service date.
Applicants must provide at least one income document verification to determine annual gross income.
This form must be completed every 12 months or if your financial situation changes.

	

	Name of Applicant

__________________________________________________

Family Member Name (Please see Family Member Guidelines)
If Family Member is also applying for slide, please use check box.
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
	Date of Birth

_______________________

Date of Birth

_______________
_______________
_______________
_______________
_______________
_______________
_______________
_______________

	Income (Please see Income Guidelines)
Family Member

____________________________________________

____________________________________________

____________________________________________

	
Type of Income

______________________

______________________

______________________

Total:
	Income 
(wk / bi-wk / m / yr) 

$_______________

$_______________

$_______________

$_______________
	Deduction 
(i.e. child support)

$________________

$________________

$________________

$________________


	I certify that the above household and income information is correct:

Applicant Signature:______________________________________       Date: _____________________________


	Office Use Only
Outreach Appointment: ________________________________________________   If no please note why

_______________________________________________________________________________________

Verification Checklist
Identification/Address: Driver’s license, utility bill, employment ID, or other            Yes                 No
Income document verfication                                                                                              Yes                 No
Insurance: Insurance cards                                                                                                   Yes                 No
Total annual income: _________________________    Family Member Count: ________________________

Office Signature: ______________________________________    Date: _____________________
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Family Member Guideline and Income Document Verification
Discounts will be based on income and family size only. 
1. Family Member Guidelines:
· Married applicants, living in the same household with children, fill out one application.
· Adults living in the same household, but not married are required to fill out separate applications and provide separate paperwork.
· Adults who are married, but not living together, fill out separate applications.
· Applicants under the age of 21, not employed, living with parents and filing their own income tax return can be included on parent’s application.
· Applicants 21+ years of age, full time student, and not filing their own income tax return can be included on their parent’s application.
· Mentally or physically disabled individuals should be included on caretaker’s application.
· Foster children (under the age of 18) should be included on their caretaker’s application.
· Dependent children can only be used on one parent’s application. That parent is the one they reside with.
· Elderly parents living with adult children are required to fill out their own application.
· Special circumstances not identified above will be reviewed on a case by case basis.
2. Income Information:
· Applicants who exceed 200% of the current federal poverty guidelines will be responsible for all charges. Also, applicants who do not wish to comply with income document verification, or choose to not take advantage of the sliding discount by a refusal waiver will be responsible for all charges. Charges include the visit, labs, injections, or additional rendered services on the service date.
· Applicant's household Income will be calculated at the gross amount and not net income. This   is income before any deductions shown as gross income on check stubs. All income for all qualified household 
members  must  be  listed  and  computed  to  arrive  at  the  annual  income.
· Applicants must provide at least one of the following for income document verification to determine annual gross income (income before deductions):
a) Processed or most recent tax forms
b) Wages and salaries
c) Social Security Retirement and/or Pensions
d) Veterans Benefits
e) Workers Compensation
f) Railroad Retirement
g) Unemployment Compensation
h) Welfare/Public Assistance
i) Child support or alimony payments
j) Rental income
k) Other includes strike benefits, training/education stipends, dividends or interest income, royalties, receipts from estates or trusts, gambling/lottery winnings, trust funds, money received from other individuals for living expenses or in return for services (i.e. babysitting).
· Self-employed individuals will be required to submit detail of the most recent three months of income and expenses for the business. Adequate information must be made available to determine eligibility for the program.
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Refusal and Self-Declaration Form
	     Refusal Waiver

I have been given the opportunity to apply for a sliding fee discount.
I DO NOT WISH TO APPLY FOR THE SLIDING FEE DISCOUNT PROGRAM.

I am choosing to be assigned SLIDE E.  I choose not to take advantage of the sliding fee discount.


Patient Signature: ___________________________________    Date: _____________________


	

	     Self-Declaration of Income

Please complete the information below only if you have no other way to document your income. Please select any boxes that apply and answer all questions. Failure to complete this information will result in the denial of your application for the sliding fee discount program.

           I get paid checks                                                I do not get pay stubs
           I do not get paychecks                                      I cannot get a letter from my employer
           I do not have income                                  Explain why: ________________________        

My cash income is: $________________       How often:      Weekly            Bi-Weekly
                                                                                                          Other: _________________
Patient Certification Statement:
I certify that I have no other proof of my income and that the above information is accurate. 
I understand that this information is to be used to determine eligibility for the Sliding Fee Discount Program. 
I understand that if the information above is found to be fraudulent I will have to pay 100% of my medical bill on every date of service.

Patient Signature: ___________________________________    Date: _____________________


	

	Office Use Only
I certify that I asked the applicant/patient about all the sources of income received by the household and before using this form, used best efforts to obtain other posssible sources of documentation. The information reported on this form was provided solely by the applicant/patient and reflects the income of the applicant/patient reported to me.

Office Signature: ___________________________________    Date: _____________________




image1.png
Covered, A
Bridge filg| Q
Healthcare

"o/ St. Joseph County o




