
on 
  

   

   

 

Jericho Road Community Health Center (JRCHC) serves all , regardless of their ability to pay for the services. 
We give discounts based on family/household size and annual income. Please complete the informa on below and 

outside JRCHC, including lab tes ng, drugs, x-rays and other specialists. 

depending on the services provided remaining balance will be billed to 
your home separately 

 
   

                             
 

   

    Female  
         Prefer not to say  

  Single     Divorced      Widow  
?  Yes    No*                             *If no, you must bring proof of immigra on status.  

  

 $   

 
            Do you have Insurance? Yes  No (If Yes, please provide copy of Insurance Card) 
             understand my coverage. Yes  No 
 

 
     

          
          
          
          
          
          
          
          
          

 



ps, etc. 

Income from self-employment and dependents 

Rent, interest, dividends and other income 

Income from Disability and/or unemployment insurance

• Paystubs for most recent 
full month 

• Income tax return 

• Pension statement 
• er 
•

    
I give permission to Jericho Road Community Health Center (JRCHC) to assess if I and/or my family qualify 
for the sliding fee discount program. I understand that informa on about my family income and size will 
be required. I also understand that if the informa on which I give is false, I will be expected to pay for all 
services at full charge. 

on, I agree that the informa on given is true and correct to the best of my 

and insurance informa on. 

____________________________ ______________________________ ________________
Print applicant name               Signature of applicant           Date

I understand that for Jericho Community Health Center to determine eligibility for myself and/or my family 
to qualify for the sliding scale discount program, I must provide proof of income for each family/household 
member. 

Name Reason

I understand that I have 14 days

approval for the SDFS program.

____________________________ ______________________________ ________________
Print applicant name               Signature of applicant           Date

slidislidilidlid



 

_____________________________________________________________________________________  
  

 

  
  
 Sliding Fee Scale Discount –  

  Full Pay  
  

 
 

      

  

 
 

                                                                         ________________________________ 
  

  NO 

 
bill, employment ID, or other 

  

return, three most 
recent pay stubs, or other 

  

   

  


