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Sliding Fee Discount Application 
It is the policy of Equitas Health to provide essential services regardless of the patient’s ability to pay. Discounts are offered based on family size and annual income. Please complete the following information and return to the front desk to determine if you or members of your family are eligible for a discount. 
The discount will apply to all services received at this clinic, but not those services or equipment that are purchased from outside, including reference laboratory testing, drugs, and x-ray interpretation by a consulting radiologist, and other such services. This form must be completed every 6 months or if your financial situation changes.

	Patient Information                          
	Today’s Date:                  /                 /

	First Name: 
	  Middle:
	Last:
	Other names:

	Home Address: 
	City:
	 State:                       
	Zip:

	Mailing Address: 
	City:
	State:                       
	Zip:

	Home Phone #:  (                )                       -
	Home Phone #: (                )                       -

	Date of Birth:            /           /
	Social Security #               -             -
	Do you have insurance? (circle one)      Yes                       No

	Marital Status: 
	Single            In a relationship         Married           Divorced          Separated           Widowed



I. Please list spouse and dependents under age 18.
	NAME
	DATE OF BIRTH
	NAME 
	DATE OF BIRTH

	Self
	
	Dependent
	


	Significant Other (Living in home)
	
	Dependent
	


	Dependent
	
	Dependent
	








ANNUAL HOUSEHOLD INCOME

	SOURCE
	SELF
	SPOUSE
	OTHER
	TOTAL

	[bookmark: _GoBack]Gross wages, salaries, tips, etc.
	
	
	
	


	Income from business, self-employment, and dependents
	
	
	
	

	Unemployment compensation, workers’ compensation, Social Security, Supplemental Security Income, public assistance, veterans’ payments, survivor benefits, pension or retirement income.
	
	
	
	

	Interest, dividends, rents, royalties, income from estates, trusts, educational assistance, alimony, child support, assistance from outside the household, and miscellaneous sources.
	
	
	
	






	
TOTAL INCOME
	
	
	
	



NOTE:  Copies of tax returns, pay stubs, or other information verifying income will be 
required before a discount is approved.
I certify that the family size and income information shown above is correct.
Name (Print) _________________________________________
Signature____________________________________________	Date: _______________

Office Use Only

Patient’s monthly income: $__________________________	
Patient’s family size: $_______________________________ 
Patient’s FPL%: $___________________________________
Physician Copay: $_____________Mental Health Copay: $_____________
Staff Member:  _________________________________________________

	                                            Verification Checklist                                                                     Yes              No

	Identification/Address:  Driver’s license, utility bill, employment ID, or other
	
	

	Income:  Prior year tax return, two most recent pay stubs, or other
	
	

	Insurance:  Insurance Cards
	
	

	Medical bills/receipts
	
	



Approved by: ______________________________________________________________________________
Dates approved: __________________________________to________________________________________




1. For family sizes larger than 5, please see the Medical Receptionist/Financial Counselor for fee calculations.
2. Fees must be paid to EQUITAS HEALTH. At time of visit, unless other arrangements are made.
3. Annual Cap on Charges (next page), are based on income and are the total amount that can be billed to a patient before the Ryan White Program will pay the rest of his/her medical bills.  Ryan White patients can submit their bills to the Medical Receptionist/Financial Counselor for evaluation.
4. Adjusted gross income or gross income may be used as verification of income.  Adjusted gross income may benefit those patients who have large adjustments on their income tax statements.  

Schedule of Charges
1. The Ryan White Program services will be offered to all clients with incomes up to 300% of poverty that are living with HIV disease.  Patients above 300% of poverty level may be able to receive services based on the self-pay fee schedule.
2. Non-HIV patients are eligible for sliding fee if their poverty level is 200% or below.  No discount is offered over 200% poverty level.
3. Program eligibility is based upon income according to the current year’s Federal Poverty Level (FPL) Guidelines.
4. To ensure that individuals seeking services will not be deterred because of inability to pay, the program will use the sliding fee scale with reasonable fees for each of the major primary care services.
5. The program’s sliding fee scale charges are based on the individual’s level of poverty according to the Federal Poverty Guidelines associated fee scale posted at the front desk.
6. The Medical Receptionist/Financial Counselor will notify patients of the applicable sliding fee at the time of scheduling.  If a Ryan White patient is above 300% FPL, the patient will need to speak with the financial counselor to determine the self-pay fee.  For non-HIV patients, there is no discount above 200% FPL.
7. Clients will receive a copy of the sliding fee scale.
8. Cap on charges applies to Ryan White patients and includes total annual charges.  These charges are not to exceed a percentage, (5%, 7% or 10%) of an individual’s annual income as shown in the last column of the sliding fee scale chart.
9. Ryan White case management services are available to clients who qualify.
10. Income verification is required, (ex.  Current pay stub, Prior years W2).
11. Partial payment will be accepted.
12. In the case of financial hardship, clients must speak with Medical Receptionist/Financial Counselor to determine whether they are eligible for assistance.









Ryan White - Annual Cap on Charges
Once an individual’s cap on charges has been reached, the individual will receive Ryan White assistance for services at no additional sliding fee cost as grant funds allow.  Patients are responsible for tracking their expenses. Medical bills/receipts must be shown to the Medical Receptionist/Financial Counselor in order to be assessed for reaching the annual cap on charges.
	Family Income
	Maximum Charge

	At or below 100% of Poverty
	$0

	101% to 200% of Poverty
	No more than 5% of gross annual income

	201% to 300% of Poverty
	No more than 7% of gross annual income

	Over 300% of Poverty
	No more than 10% of gross annual income 


	
Formula for Annual Cap:	Annual Income X annual cap percentage = annual cap                  
Example: 	$21,000 (single household) X .07 (201-250% of Poverty) = $1470 (annual cap)
My Maximum Annual Cap: $______________ (annual income) X ________ (percentage based on the above chart) = _____________         

I have read the above and understand that I am responsible for a portion of my fees based on the schedules above until I meet my annual cap/charge.  My portion is due at the time of the visit unless other arrangements are made with the Financial Counselor/Billing Specialist I understand that I am to notify the case manager, medical receptionist, financial counselor, medical provider and/or the mental health therapist if there are any changes to my income.   

______________________________________________________________           
Patient’s Signature                                                       
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