Docusign Envelope ID: 06E88432-727E-41D5-98C1-0ABFF13ED025

Appendix C: JRCHC Sliding Fee Scale Application

Please complete and return to:

O 184 Barton St, Buffalo NY 14213 O 21 Doat St, Buffalo NY 14211

0 1021Broadway, Buffalo NY 14212 [ 100 E Tupper, Buffalo NY 14203
JERICHO ROAD

0 182 Breckenridge St, Buffalo NY 14213 .
Jericho Road Community Health Center (JRCHC) serves all patients, regardless of their ability to pay for the services.
We give discounts based on family/household size and annual income. Please complete the information below and
return this form to the front desk team members, so we can see if you or members of your family can receive a
discount. The discount will be for all services received at JRCHC but may not apply to services you receive from
outside JRCHC, including lab testing, drugs, x-rays and other specialists.

Under the Sliding Fee Program, a nominal fee of $20.00 is due at the time of the visit. Additional charges will vary
depending on the services provided, and the level of coverage you qualify for. The remaining balance will be billed to
your home separately

Applicant Information

Last Name: First Name: Date of Birth: /  /
MM DD YEAR
Street Address:
City: State: Zip Code:
Sex: 0 Male 0O Female
Home Phone: Cell Phone:
O Prefer not to say
Social Security #: Marital Status: O Single O Married O Divorced O Widow
Are you a United States citizen? O Yes O No* *If no, you must bring proof of immigration status.
Driver’s License or State ID #: State Issued:
Applicant’s Annual Household Income is: $ Number of persons living in my household:

Do you have Insurance? [(Yes [ No (If Yes, please provide copy of Insurance Card)
I would like an appointment to discuss my insurance options or to better understand my coverage. [1Yes [ No

Please list spouse and dependents under age 18:

First Name Last Name Date of Birth Social Security # Relationship
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Annual Household Income:

Source Self Spouse Other Total

Gross wages, salaries, tips, etc.

Social Security, pension, annuity, or veterans’ benefits

Alimony, child support, military family allotments

Income from self-employment and dependents

Rent, interest, dividends and other income

Income from Disability and/or unemployment insurance

Totals

Please provide proof of income for all household members. Below are acceptable forms of proof:

*  Paystubs for most recent *  Pension statement
full month * Social Services letter
* |ncome tax return *  Employer Statement

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

By signing this application, | agree that the information given is true and correct to the best of my
knowledge. | understand that it is my responsibility to tell JRCHC of any and all changes in my financial
and insurance information.

Print applicant name Signature of applicant Date

Attestation Statement

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

At the time of this application, | am unable to provide proof of income (income verification) for the following
family/household member(s):

Name Relation Reason

By signing this attestation statement, | understand that | have 14 days from the date of this application to
provide the required proof of income to JRCHC, and that my failure to do so may affect my eligibility and
approval for the SDFS program.

Print applicant name Signature of applicant Date
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For services provided by another organization via a formal contract or other written arrangement, JRCHC
will ensure that the service provider offers a sliding fee discount program consistent with this policy (i.e.
fees will be discounted for patients with income between 100% and 200% of the FPG, patients with
income below 100% FPG will receive a full discount or assessed a nominal charge only, and patients with
income above 200% FPG will receive no discount).

For Office Use Only
O Medicaid
0O ACA
Applicant Eligible For:
O Sliding Fee Scale Discount — Qualifies for Category discount
O Full Pay

Further Action Required:
o Two week review: collect further documentation

0O Other:

Application Reviewed by: O Approved O Disapproved by:
Employee Signature: Date:

o Six month review: Date: O Eligibility continued

Employee Signature: Date:

VERIFICATION LIST YES NO

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

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

Insurance: Insurance Cards




