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SLIDING FEE DISCOUNT APPLICATION		Client #_____________

It is the policy of Comprehensive Healthcare to provide essential services regardless of the individual’s ability to pay.  Comprehensive Healthcare offers discounts based on family size and annual income. 

Please complete this form  and return it to the front desk at Comprehensive Healthcare.

The discount will apply to all services provided by Comprehensive Healthcare.  The discount will not apply to equipment, laboratory testing, prescriptions or other services provided by outside agencies. 

To maintain or update your level of discount this form needs to be submitted every 12 months or when your financial situation changes.

	NAME OF HEAD OF HOUSEHOLD
	PLACE OF EMPLOYMENT

	
	

	ADDRESS
	CITY
	STATE
	ZIP
	PHONE

	
	
	
	
	



Below please list yourself and those in your household as listed on your income tax return.
	NAME
	DATE OF BIRTH
	REALATIONSHIP

	
	 
	Self

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



REQUIRED:

Submit a copy of your most current Tax Return and W-2 forms from all employers with this application.  
If your tax return is not available you may submit paystubs for the past two months.

A self-attestation of income may be used in special circumstances.  Additional discounts may be available.  Complete the Discount Fee Program, Special Considerations Worksheet for CFO approval as needed.


NOTE:  Copies of tax returns, pay stubs, or other information verifying income are required before a discount is approved.  If income information is not provided this application will expire in two weeks.

By signing this sliding fee program application, you are giving permission for Comprehensive Healthcare to access and confirm income as disclosed on the application form.  Providing false information on this application will result in discounts being revoked.  Discounted payment balances will be restored and payment due.

I certify that the family size and income information shown above is correct.

APPLICANT NAME (print): ____________________________ SIGNATURE: ___________________________

        DATE:	____________________________

Office Use Only

Client Name:	____________________________

Approved Fee Schedule(circle)	  5%     20%      40%      60%      80%	None

Client is responsible for _________ percent of charges/balance. 

Effective Date:	___________________________ (3 months prior to application date)

End Date:	____________________________

Approved By:	____________________________	Date Approved:	 ___________________

	VERIFICATION CHECKLIST
	YES
	NO

	Tax Return from ___________(year)
	
	
	

	W-2s from prior year (or Form 4506-T if W-2 was not filed)
	
	
	

	Pay Stubs for the last 2 months (required only if tax return is not available)
	
	

	Letter from Employer (to verify income if tax return or pay stubs are not  available) 
	
	



Denied By:	___________________________	Denied Date: 	________________________

Denial Reason
· Income verification documents not included or not received within 2 weeks of application
· Income was outside of Approved Discount Fee Schedule
· Information provided was determined to be false
· Other: ________________________________________________________________________
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