
IMPORTANTREMINDERS

You must complete a "Sliding
Fee Discount" Application and
bring proof of income.

The Sliding Fee Program does
not cover services prior to the
date your application is
approved.

You MUST renew your
discount application every
year. You must report any
changes to your income or
insurance eligibility.

This discount program is only
good at the Northern and
Southern Community Health
Care Centers. You cannot use
this at other clinics or
hospitals.

This is NOT an insurance
program. We only give a
discount on services covered
under the program,

If you become eligible for
insurance,you MUST
surrender your Sliding Fee
Discount Card.

CONTACT INFORMATION
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Bureau of Primary
Care Services
Northern snd
Southern
Community Health
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Sliding Fee Scale
Discount Program
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What is the Sliding Fee

Discount Program?
The Sliding Fee Discount Program provides a

lower cost for medical services given within
the Northern and Southern Community

Health Centers only.

Who can apply for the
Sliding Fee Discount
Program?
Anyone can apply for the "Sliding Fee"

discount program,

o Photo I.D's-for all adult members

o Proof of income for one month or
statement of support,

What is covered under the
discount program?
The "Sliding Fee" discount program only

covers services provided at the Northern and

Southern Community Health Care Centers.

Services may include:

o Child health, immunizations, early

periodic screening and diagnostic testing

for children, fluoride varnish treatment,

women, infants, and children services,

vision screening

Cancer screening, communicable disease

control, chronic disease control,

Sexually transmitted disease screening

and treatment ISTD/HIV counseling and

treatment)

o Mental health and substance abuse

counseling, health education services,

and

o In-house pharmacy services.

Discounts are not applicable services offered

outside ofthe Northern and Southern

Community Health Centers.

Sources of Income

[Earned or Unearned)

members.
***Any other earned or uneorned income
not included in this list.

Proof of Income
Proof of income is required to qualify for the
discount program and includes the following:

month.

employer showing average hours per
week, hourly rate, and average over-
time hours earned.

expenses for the business for self-
employed individuals.

If the applicant is unemployed you must
submit a statement of support showing the
average amount of money given from family
or friends per month.

What is required to apply?
There are several simple steps to applying for
the "Sliding Fee" discount program.
o Pickup and complete a Sliding Fee

application from the Northern or
Southern Community Health Care
Centers.

o Bring a copy of the following documents:



***************************************c o N F I D E NTIAL*********************************************

NORTH ERN/SOUTH ERN

For Offic,ial Use Onlv:

Submission Date:

REGION COMMUNITy HEALTH CENTER I 
Verification Date:---

.,SLIDING FEE DISGOUNT" APPLICATION I 
EHR/CHART#:_-__-

SECTION A. APPLICANT INFORMAT]ON

APPLICANT NAME: | ,or= oF BrRrH:

CO-APPLICANT NAME:
(SPOUSE/COMMON LAW) DATE OF BIRTH:

CURRENT MAILING ADDRESS:

CURRENT PHYSICAL ADDRESS:

MARITAL STATUS: (CHECK MARK I

EIWHICH APPLIES To IsINoIe:o MARRIED:D WIDOW O DIVORCE/SEPARATED:tr COMMONLAW (CL):tr
YOU/APPLICANT I

I

SECTION B - FAMILY FINANCIAL STATUS

APPLICANT SPOUSE

OCCUPATION

EMPLOYER

ANNUAL GROSS SALARY $ $

(FOR APPLTCANT,
OTHER SOURCES OF INCOME:
SPOUSE, AND DEPENDANT FAMILY MEMBER(S)

SOURCE TOTAL AMOUNT

STATE SUPPLEMENTARY PAYMENTS $

RETIREMENT, DISABILITY, WORKERS COMPENSATION, SOCIAL
SECURITY, UNEMPLOYMENT, COMPENSATION $

ALIMONY, CHILD SUPPORT $

DIVIDENDS, INTEREST, GIFT, INHERITANCE $

TOTAL SALARY AND OTHER SOURCES OF INCOME $

SECTION C - DEPENDENTS

LIST THE NAME(S), DATE OF BIRTH, AND AGE(S) OF YOUR DEPENDENT(S)'.,CHILD(REN)UNDERlsYEARSOLDONLY. CHILD(REN)lSYEARSOFAGEANDOLDERCANAPPLYSEPARATELY.

NAME: DATE OF BIRTH: I I AGE:

NAME: DATE OF BIRTH: I I AGE:

NAME: DATE OF BIRTH: I I AGE:

NAME: DATE OF BIRTH: t I AGE:

NAME: DATE OF BIRTH: I I AGE:



I

I sEcTloN D _ PERSONAL STATEMENT
I

I t HEnEav .ERTIFY THAr rHE ABovE ,NFoRMATT.N rs rRUE AND coRREcr ro rHE BEsr oF My KN.*LEDGE. rFI ELIGIBLE FoR THE sLIDTNG Dr!.qguNr pcocnliril, i u-ruoeiiilruo +rnr rHE DlscouNT wrLL BE AppLrED To rHEI PoRTloN oF MY BILL THAr rs nor covERio ai uv HieLii pLAN r ALSo AGREE To NorrFy rHE NoRTHERN/S.,rHERNI REGToN coMMUNrry Hprrrx cerren wrrHrru-irvi riiviicinxrlrc DAys oF ANycHANGE rN r\4y rNcoME STATUS ToI REASSESS MY ELlGtBrLrrY ron inisr-ior'r.io ii L' 5iitl'Eiiii'c.q4l4 IHAVE BEEN NorFrEo rHAr r rrusr coMpLErE ANDI UPDATE A sllDtNG rpr apprtca-rtoru nnr.rueLLv t-o-r'iE iiriiiino,ivr uv appnovio npir-riiriclru oarey so rHer
I EtjflEl|-,,i'.t 

*" BE DETERMTNED oru rrre iarvrr-isizE n-r.rri irucorue arseo oN iHe rloiieiir,rcorr,re'povenry
I

I

I

I AppLrcANT sTcNAURE 

-

, - DATE
I SLIDING FEE DOCUMFNTATION NEEDED UPON SUBMISSION OF APPLIGATION

I I hrs rs a Discount program. please provide the following:

I t ' pt'oto ldentification of Applicant and spouse if applying as Married or common-law (e.g. Driver,s License,I Guam t.D., any vatid paiiport).

| 2 Bir]h certificates .(all household members listed on section A and section c). However, jf a birlh certificate isI unavailable, it may be substituted for any valid passport, or government identificalion card. A diiveis license is acceptable asI another form of identification.
I 3' Check stubs - one month's^w.orth for all working member(s) in the family and any other documents of financialI income (e.g. prior year w-2.form, .o"i"r 

"""rritv, 
iiimony, and chitd support). lf aopticant has No FinanctatJ lncome, we need a letter of living arrangement tiom wiroever i" gi--ring ii;l'";"i"r ffiort to the applicant(s). lfI there is no proof of income.(i e., cireci stuOi)itnu 

"ppli""ni 
,u.t .rbmit ; ,,Seif-Dectaration Li tncome,, (appticabte for theJ homeless and unemployed)

I 4 current contact Number(s): Please ensure that all home, cell and other numbers are currenfly working so thatI un Eligibility specialist cin contact yo, t"g"idinfyori application status approval or disapproval.
I

I Home: ce : -.-- orher:

I Note: All documents must be cooied and turned in with the application in order for it to be processed. ArI
I lf*:P*1f1":Plif:!;:,: Y!!dihtr"."oo!i"!ion Any chird(ren) re years.or orier can appry separatery.I rr you nave any questions please contact an Eligibility Specialist at 632-0707(NRcHC) or 828-7s01 tSnClcl.

I FOR TNTERNAL USE ONLY
I APPLICANT AND FAMILY MEMBERS APPLYING FOR THE SLIDING FEE DISCOUNT PROGRAM ARE:
I

I tr APPRoVED tr DISAPPROVED REASON(S) FOR DISAPPROVAL:
tr 100% D tAcK oF Houseuolo trucotvtE VERlFrcAloN FRotvr FAt'rttt-v ruenasenls; suppoRTtNc
Q 75Yo THE APPLICANT

g soyo D INCoMPLETE APpLrcATtoN (tvllssrNc DEMocMpHtc/socto-EcoNoMtc DATA oN

D 2i% o IXEI'Jrt'301'331r,*o oo.rr=*rAroN (MrssrNG BrRrH cER FrcArE,tr 10% EMpLoyMENT cHEcK sruBs, REStDENcv veiriicarioNi 
'

tr INCOME EXCEEDS 2OO% OF FEDERAL II.ICON,IE POVERTY GUIDELINE

APPLICANTWAS CALLED ON: / / by the 
ffi

D ELIGIBILITY SPECIALIST
tr CASHIER
E MEDICAL RECORDS CLERK
E OTHER SPECIFY: _
CHC Staff Signature:

D ale:
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