Cormmiunily Health & Emargency Srvcs Ing PO BON 30048 Corbondale, IL 62902 (H77) £92-4374
Sliding Fee Application

Important

We are pleased to @mform you that you may be eligibse to apply for a discount on your medical or dentad services today based an wour Income. Ta ensune

that we can offer this service to every eligible client, we must make sure that someans not sigble, who can afford the services, i not receivang a
franmlulient discount, Witk this in mand, we are asking you to fill out and sign the application below, Flease tell us about your HOUSEHDLD Income.

Fird the Household e in the column on the kel then oo acress that Bine and cindie youwr annual household gross (before faxesydeductions) mcome
range m the same line.

Famy Size

Size A-B c-o E-F G-H I-3 i
i $10,630  £10831 - $13538  4£13539 - £16245  $I6246 - $1B953 413054 - s2165% 321660
2 $14.570  $14571 - §1B213  $18214 - 21855 321856 - 325498 £25499 - £29138  $20140
3 $18,310  $18311 - 33288  $22BAT - $27465  $27466 - 332043 $32044 - $36619 $36620
4 22060  §22051 - 527563 27564 - £33075 $33076 - 436588 $38569 - £4405% 444100
5 125,790  £25701 - S3223E 432239 - £386R5  SIE6BG6 - $45133F 445134 - £51579 451540
B $20.530  $20531 - SI6913  S36914 - 44290 504206 - 351678 451679 - £5905% 455060
! $33,270  %£33271 - s4158E 441589 - 49005 549906 - $5E22F $SE2IS - 866519 SHES4D
E 437,010 $37011 - 596263 546264 - 355515 555516 - 564768 64769 - £74019  £F40z0

Each additional family member, add £3720.

IF you circlest an income in cohumn K, we thank you for taking the time to complete this form. 1 am sarry, wou are nat aligitde for the program.

Flag=n geve this papar to the recepbionist.

Dazr Patient:

Wia are pheased to be able [o allow you a Escount for your medical services becawse we beleve it is essential that health care be affordable. To ensure
that we can offer this service to every client, we must make sure that someane nof esgible, who can afford the serdioes, &= not rooeiving

a fraudulent discaunt. With this in mind, we are asking you to fill cut and =ign the application bebow.

MaME: ADDAESS: CITY/STATE/ZIP: AGE: PHONE;

MAME OF DEFENDENT CHILDREN
AND SPOUSE LIVING IN THEHOME:

SLIDING FEE: MEDICAL DENTAL PODIATRY OETOMETRY

REFERRING PROVIDER: DATE:
INCCME:  Jobs, sedial security, child suppart, 551, intenest on bank accounts, persions, retirement funds, veteran funds, medicald
general asssstance, rentals or employment.

WEEKLY MONTHLY AMMNLUAL x5 12

ANY ADDITIOMNAL INCOME OF ANY KIND:_

TOTAL INCOME: VERIFIED BY: PHONE CALL LETTER____
WAGESTUB ___ COPY OF CHECK RS FORM OTHER
{DATE) (SIGNATURE OF AUTHORIZED STAFF MEMBER)

MUMEER OF DEPENDENTS ON ABDVE TNCOME:

The abowe information is true end correct. | understamd [ am paying the menimal fee or the decounted % of my bill. 1 will repart any
income changes to Community Heaith & Emargency Services, Inc.
1 understand that verification of ncome should be presented prior to my next visit or within ten {10} days, whichever date & first,

(CATE) (PATIENT SIGNATURE) (WITNESS]

For Agency Use Cniy
Card [55ued Drate Verified S Medical _ Meed Verification
Mumber in Household % Dental Denied/ Mok Eligibis




