
 
 Policy 5.2      Original Effec�ve Date: April 2012  
 Sliding Fee Discount Program                                  Reviewed and Approved: February, 2025  
  
Purpose:  
Jericho Road Community Health Center (“JRCHC”) maintains a Sliding Fee Discount Program (“SFDP”) for those 
who receive care at JRCHC but have no or limited means to pay for the services. Regardless of ability to pay, all 
pa�ents who come to JRCHC are en�tled to quality healthcare and financial counseling and assistance. To that 
end, JRCHC provides billing representa�ves and Facilitated Enrollment Specialists who will advocate for and work 
with them to find reasonable payment alterna�ves.   
  
Policy:   
No pa�ent will be denied service because of an inability to pay.  All pa�ents may apply to par�cipate in the SFDP, 
and JRCHC will waive or reduce its fees for those who meet the eligibility requirements set forth in this policy 
and its accompanying appendices.  JRCHC will base program eligibility on income and family household size only 
and will not discriminate on the basis of age, gender, race, sexual orienta�on, creed, religion, disability, na�onal 
origin or ethnic origin, veteran status, or any other legally protected basis. The Federal Poverty Guidelines 
(“FPG’s”) will be used to create and annually update the sliding fee schedule to determine eligibility.    
  
Applicability:  
This policy applies to all pa�ents seeking any service from JRCHC, including, but not limited to medical, behavioral 
health, dental, pharmacy, and physical therapy services.    
  
Process:  
The following guidelines are to be followed in implemen�ng the SFDP:  
1) No�fica�on: JRCHC will no�fy pa�ents of the SFDP as follows:  

• The SFDP will be offered to each pa�ent who demonstrates an inability to pay for services by way of 
verbal communica�on; pa�ents seeking to apply for the SFDP will be provided with the SFDP applica�on 
(Appendix C) at check-in and/or offered a mee�ng with a billing representa�ve or a Facilitated Enrollment 
Specialist. 

• The SFDP applica�on will be available in paper form at the Front Desk to complete at home or the health 
center.  

• The SFDP applica�on with explana�ons will also be available on JRCHC’s website, www.jrchc.org.  
• JRCHC will place no�ces of the SFDP in health center wai�ng areas. No�fica�ons will be effec�ve and 

appropriate for the language and literacy level of the pa�ent popula�on.  

2) Request for Discount: Requests for discounted services may be made by the pa�ent, household members, 
social services staff, or any other person who is aware of a pa�ent’s exis�ng financial hardship.  
Applica�ons should be returned to the office of the pa�ent’s provider.  
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3) Administra�on: The SFDP procedure will be administered through the Billing Manager or his/her designee. 
JRCHC will provide informa�on about the SFDP and will assist in the comple�on of the applica�on when 
needed. Dignity and confiden�ality will be respected for all who seek and/or are provided with services.  

4) Alterna�ve Payment Sources: If a pa�ent has alterna�ve payment sources such as third-party payments from 
insurance(s) and/or federal and state programs, those alterna�ve payment sources must be exhausted prior 
to receiving a discount.  Pa�ents who have alterna�ve payment sources but who are eligible for the SFDP 
may apply for the pa�ent responsibility (net charge a�er alterna�ve payment sources payments) por�on of 
their charges a�er their alterna�ve payment source has been paid. No pa�ent with alterna�ve payment 
sources will pay more than they would pay under the SFDP.  

5) Comple�on of Applica�on: The SFDP applica�on must be completed in its en�rety. By signing the SFDP 
applica�on, the pa�ent is authorizing JRCHC access to confirm income as disclosed on the applica�on form. 
Providing false informa�on on a SFDP applica�on will result in all SFDP discounts being revoked and the full 
balance of the account(s) restored and payable immediately.  

If an applica�on is unable to be processed due to the need for addi�onal informa�on, the applicant has two 
weeks from the date of no�fica�on to supply the necessary informa�on without having the date on their 
applica�on adjusted. If a pa�ent does not provide the requested informa�on within the two-week �me 
period, they will need to complete a re-applica�on if they would benefit from the SFDP for future care.  Any 
outstanding account balances due resul�ng from the pa�ent’s delay in providing informa�on will not be 
considered for the SFDP.   

6) Expira�on and Re-applica�on of Eligibility: Eligibility to par�cipate in the SFDP expires one year a�er the date 
of approval.  The pa�ent must re-apply to par�cipate in the program using the sliding fee scale in existence 
at the �me of re-applica�on. Approval or denial of the re-applica�on shall be determined in accordance with 
the terms of this policy and any procedures implemented in furtherance of the policy.  
  

7) Eligibility: Discounts will be based on income and household size only.  
• Income: Defined as earnings received by anyone living in the household unit to support the household 

unit, and shall include, but is not limited to, (i) regular pay or wages; (ii) bonuses or other one-�me 
payments from an employer; (iii) wages received for sick, vaca�on, and personal benefit �me; (iv) 
unemployment compensa�on; (v) workers’ compensa�on; (vi) social security; (vii) supplemental social 
security; (vii) public assistance; (viii) veterans’ benefits; (ix) survivor benefits; (x) disability benefits; (xi) 
pension and re�rement income; (xiv) educa�onal assistance; and (xv) alimony and child support. Income 
does not include noncash benefits such as food stamps or subsidized housing income.  Please see 
Appendix A for more informa�on.  

• Family Household Unit: Defined as all persons related by birth, marriage, or adop�on who reside 
together or are dependent upon the income of the applicant.  The following compose the Family 
Household Unit:  (a) the applicant and their spouse; (b) the applicant’s unmarried partner if they are the 
parent of the applicant’s child; (c) anyone under 21 years of age who lives with or is taken care of by the 
applicant; (d) anyone claimed as a dependent on the applicant’s federal tax return;  (e) anyone who 
claims the applicant on a federal tax return and their tax dependents. U�lize Appendix B to determine 
the number of people in your household.  

8) Income Verifica�on: Pa�ents are expected to provide appropriate informa�on and documenta�on for the 
comple�on of their SFDP applica�on, which includes informa�on to determine sliding fee scale eligibility. 
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Applica�on will be reviewed six months from the date of applica�on regarding income eligibility. Self-
atesta�on is allowed for the first visit.  Pa�ents who self-atest for the first visit will be offered the 
opportunity to meet with a billing representa�ve and/or a Facilitated Enrollment Specialist and must provide 
income verifica�on within two weeks of application.  At the time of application, pa�ents who refuse or are 
unable to provide documented income verifica�on are required to sign the Failure to Provide Income 
Information Attestation, Appendix D of this policy, providing a brief explana�on of why he/she is unable to 
provide documented income verifica�on.  

9) Discounts: Those with incomes at or below 100% of the FPG’s will receive a full 100% discount. Those with 
incomes above 100% of the FPG’s but at or below 200% of the FPG’s, will be charged according to the 
atached sliding fee schedule. Those with incomes above 200% of the FPG’s are ineligible for the SFDP.  The 
sliding fee schedule will be updated every calendar year with the latest federal poverty guidelines.  

10) Nominal Fee: Pa�ents receiving a full discount will be requested to pay a flat, nominal charge of $20.00. 
However, pa�ents will not be denied services due to an inability to pay. The nominal fee is not a threshold 
for receiving care and thus, is not a minimum fee or co-payment. The nominal fee will be set at a level that 
would be nominal from the perspec�ve of the pa�ent, as evidenced by input from pa�ent board members, 
pa�ent surveys, advisory commitees, or a review of copay amounts associated with Medicare and Medicaid 
for pa�ents with comparable incomes and will not reflect the actual cost of the service being provided.  

11) Waiving of Nominal Fee: In certain situa�ons, pa�ents may not be able to pay the nominal fee. The Billing 
Manager or his/her designee will consider the pa�ent’s income and any extenua�ng circumstances and will 
determine whether to waive the nominal fee. Any waiving of charges should be documented in the pa�ent’s 
file along with an explana�on (e.g., to pay, good will, health promo�on event).  

12) Applicant No�fica�on: JRCHC will no�fy the pa�ent of whether he/she qualifies for a discount and will note 
the determina�on in the electronic health record (EHR).  If the applica�on is approved for less than a 100% 
discount, the pa�ent must pay the full amount of the service or make payment arrangements; pa�ents may 
also schedule an appointment with a billing representa�ve and/or a Facilitated Enrollment Specialist.  SFDP 
applica�ons cover outstanding pa�ent balances for six months prior to the applica�on date and any balances 
incurred within 12 months a�er the approved date unless their financial situa�on changes significantly. The 
applicant has the op�on to reapply a�er the 12 months have expired or any�me there has been a significant 
change in household income. When the applicant reapplies, the look back period will be the lesser of six 
months or the expira�on of their last SFDP applica�on.  

13) Payment at Time of Service: JRCHC will atempt to collect the pa�ent’s responsibility (e.g., co-pay, deduc�ble) 
on the day of the visit.  Adult pa�ents seeking a physical, immuniza�on, or a non-urgent service who are 
unable or refuse to pay anything at the �me of the visit will not have their appointment rescheduled but will 
be offered the opportunity to meet with a billing representa�ve and/or a Facilitated Enrollment Specialist to 
discuss the SFDP, set up a payment plan, and/or seek alterna�ve sources of payment. Minor children, women 
who are pregnant or believe they may be pregnant, and pa�ents seeking a sick visit or urgent care (as 
determined by the provider and/or nurse) will receive services that day regardless of ability or willingness to 
pay at the �me of visit. On or before the second visit, the pa�ent or pa�ent’s representa�ve will be offered 
the opportunity to meet with a billing representa�ve and/or a Facilitated Enrollment Specialist to discuss the 
SFDP, set up a payment plan, and/or seek alterna�ve sources of payment.  

14) Refusal to Pay: JRCHC will not deny or refuse services to a pa�ent due to an unpaid balance, expressed refusal 
to pay, or any other reason.  
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15) Record Keeping: Informa�on related to SFDP decisions will be maintained and preserved in the EHR.  JRCHC 
will preserve the dignity of those receiving free or discounted care.  

16) In-Scope Services Provided via Contract: All in-scope services provided by another organiza�on via a contract 
or other writen agreement with JRCHC shall be provided in accordance with this policy, including the 
applicable sliding fee scale.  

17) Policy and Procedure Review: Annually, the amount of SFDP provided will be reviewed by the CFO. The sliding 
fee scale will be updated based on the current FPG’s and presented to the Board of Directors for approval.  

18) Evalua�on of the SFDP to reduce financial barrier: At least once every three years, JRCHC will evaluate its 
SFDP. At a minimum, JRCHC will collect u�liza�on data that allows it to assess the rate at which pa�ents 
within each of its discount pay classes, as well as those at or below 100% of the FPG, are accessing services. 
JRCHC will u�lize this and, if applicable, other data (such as results of pa�ent sa�sfac�on surveys or focus 
groups, or surveys of pa�ents at various income levels) to evaluate the effec�veness of the SFDP in reducing 
financial barriers to care. Based on this evalua�on JRCHC will iden�fy and implement changes as needed.  

19) Budget: During the annual budget process, an es�mated amount of SFDP service will be placed into the 
budget as a deduc�on from revenue. Board approval for the SFDP will be sought as an integral part of the 
annual budget.  

Appendices to this policy: 

A) Defini�ons 
B) Household and Income Worksheet 
C) JRCHC Sliding Fee Scale Applica�on 
D) Failure to Provide Income Informa�on Atesta�on 
E) Sliding Fee Scale (Medical, Behavioral Health, Physical Therapy) 
F) Sliding Fee Scale (Pharmacy) 
G) Sliding Fee Scale (Dental) 

  

This policy and procedure was reviewed and approved by the JRCHC Board of Directors.  
  
Board Chair Signature:______________________________________ Date:_______________  
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Appendix A: Defini�ons  
1) Defini�on of “Household”  

Tax filer + spouse + tax dependents = household  

Follow these basic rules when including members of your household:  

• Include your spouse if you’re legally married.  
• If you plan to claim someone as a tax dependent for the year you want coverage, do 

include them on your applica�on.  
• If you won’t claim them as a tax dependent, do not include them on your applica�on.  
• Include your spouse and tax dependents even if they don’t need health coverage.  

See the limited excep�ons to these basic rules in the chart below.  
Who to Include in Your Household  

Rela�onship  Include in  
Household?  Notes  

Dependent children, including 
adopted and foster children  Yes  Include any child you will claim as a tax dependent, 

regardless of age.  

Children, shared custody  Some�mes  Include children whose custody you share only if you claim 
them as tax dependents.  

Non-dependent child  No  Do not include children if they are not dependents.  

Children under 21 you take care of  Yes  Include any child under 21 you take care of and who lives 
with you, even if not your tax dependent.  

Unborn children  No  Do not include a baby un�l it is born. You have up to 60 
days a�er the birth to enroll your baby.  

Dependent parents  Yes  Include parents only if you will claim them as tax 
dependents.  

Dependent siblings and other 
rela�ves  Yes  Include them only if you will claim them as tax 

dependents.  

Spouse  Yes  Include your legally married spouse, whether opposite sex 
or same sex.  

Legally separated spouse  No  Do not include a legally separated spouse, even if you live 
together.  

Divorced spouse  No  Do not include a former spouse, even if you live together.  

Spouse, living apart  Yes  Include your spouse unless you’re legally separated or 
divorced. (See next row for an important excep�on.)  

Spouse, if you are a vic�m of 
domes�c abuse, domes�c violence, 
or spousal abandonment  

Not required  In these cases, you do not have to include your spouse.  

Unmarried domes�c partner  Some�mes  
Include an unmarried domes�c partner only if you have a 
child together or you will claim your partner as tax 
dependent.  

Roommate  No  
Do not include people you just live with- unless they are a 
spouse, tax dependent, or covered by another excep�on 
in this chart.  
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2) Defini�on of “Income”  
Types of Income to Include  

Income Type  Include as 
Income?  Verifica�on  

IRS document showing 
total annual income  Yes  

Most recent Form 1040 Line 22; Most recent W2(s) Box 1; Most recent 
1099(s) (for self-employed- note: you will be asked to describe the type 
of work you do.) These forms should be no older than one year.  

Pay stubs from your job 
showing Federal 
Taxable Wages  

Yes  

Your pay stub should say “federal taxable wages,” or “gross income.” 
Parent must show one month’s worth (see chart below). Pay stubs 
more than two months old are not accepted.  

  

Pay Frequency  Number of Stubs   
Weekly  4  
Bi-Weekly (every two weeks)  2  
Semi-Monthly (1st and 15th)  2  
Monthly  1  

Tips  Yes  Self-verifica�on  
Unemployment 
compensa�on  Yes  One month’s worth of unemployment check stubs. Checks more than 

two months old are not accepted.  

Social Security  Yes  

Include both taxable and non-taxable Social Security income. Enter the 
full amount before any deduc�ons.  One month’s worth of social 
security checks or current year annual benefit leter.  Checks more 
than two months old are not accepted.  

Social Security  
Disability Income (SSDI)  Yes  

One month’s worth of checks. But do not include Supplemental 
Security Income (SSI).  Checks more than two months old are not 
accepted.  

Re�rement or pension 
income  Yes  

Include IRA and 401k withdrawals. Note: Don’t include qualified 
distribu�ons from a designated Roth account as income.  One month’s 
worth of checks. Checks more than two months old are not accepted.  

Alimony  Yes  One month’s worth of checks.  Checks more than two months old are 
not accepted.  

Child Support  No    
Rental or investment 
income  Yes  Include any rental, interest and dividends earned on investments, 

including tax exempt interest, earned in the past 12 months.  
Capital gains income  Yes  Include any capital gains income received in the past 12 months.  
Gi�s  No    
Supplemental Security 
Income (SSI)  No  But do include Social Security Disability Income (SSDI).  

Veterans’ disability 
payments  No    

Worker’s  
Compensa�on  No    

Proceeds from loans 
(like student loans, 
home equity loans, or 
bank loans)  

No    

Food stamps, WIC 
payments  No    
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Appendix B: Household and Income Worksheet  
Use the chart below to determine the number of people in your household.  

Rela�onship  Include  Do Not Include   Number  
Yourself      1  

Your spouse  

Include if you are legally married, regardless of 
sex.   
Include if you are legally married but living 
apart (for example, spouse is away on military 
duty, away on work, or away for some reason 
other than legally separated or divorced).  

Do not include if you are legally 
separated or divorced.   
You do not need to claim your spouse if 
you are a vic�m of domes�c abuse, 
domes�c violence, or spousal 
abandonment.  

  

Child(ren)  

Include number of dependent children.   
Include adopted and foster children, living with 
you that you can claim as a dependent.  Include 
the number of children you share custody if 
you can claim them as a dependent.  Include 
number of children under 21 that you take care 
of.  

Do not include if a child is a non 
dependent.   
Do not include if a child is unborn.  

  

Other 
dependent(s)  

Include the number of parents you claim as 
dependents.   
Include the number of siblings and other 
rela�ves who you claim as dependents.  

Do not include unmarried domes�c 
partner.  
Do not include roommate(s).  

  

 Total Household Members (Add right column):    

  
Use the chart below to determine your household income.  

Income  Verifica�on  Do Not Include  Amount  
Wages, salaries, etc.  Prior four (4) weeks’ pay stubs from all jobs x 12  

Pay Frequency  Stubs  
Weekly  4  
Bi-weekly (every 2 weeks)  2  
Semi-Monthly (1st and 15th)  2  
Monthly  1  

Most recent Form 1040 Line 22; Most recent W2(s)  
Box 1; Most recent 1099(s) (for self-employed)  

Any informa�on more 
than two (2) months old.  

  

Alimony  Most recent month’s check stubs x 12  Any informa�on more 
than two (2) months old.  

  

Unemployment 
Compensa�on  

Most recent month’s check stubs x 12  Any informa�on more 
than two (2) months old.  

  

Social Security benefits  Most recent month’s check stubs x 12  Any informa�on more 
than two (2) months old.  

  

IRA or re�rement plan 
distribu�ons  

Most recent month’s check stubs x 12  Any informa�on more 
than two (2) months old.  

  

Interest, dividends, rental 
income  

From most recent Form 1040      

Business Income  Most recent Form 1040      
Capital gains  Most recent Form 1040      
Other        
 Total Income (Add right column):    
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Appendix C: JRCHC Sliding Fee Scale Applica�on 

Please complete and return to:  

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

□ 1021Broadway, Buffalo NY 14212     □ 100 E Tupper, Buffalo NY 14203  

□ 182 Breckenridge St, Buffalo NY 14213  

Jericho Road Community Health Center (JRCHC) serves all pa�ents, 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 
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 tes�ng, drugs, x-rays and other specialists. 

Under the Sliding Fee Program, a nominal fee of $20.00 is due at the �me of the visit. Addi�onal 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 Informa�on 
Last Name:  First Name:  Date of Birth:         /       /  

                           MM           DD                YEAR  
Street Address:  

City:  State:  Zip Code:  

Home Phone:  Cell Phone:  
Sex: □ Male   □ Female  
        □ Prefer not to say  

Social Security #:  Marital Status: □ Single   □ Married   □ Divorced     □ Widow  
Are you a United States ci�zen? □ Yes   □ No*                             *If no, you must bring proof of immigra�on 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 op�ons or to beter understand my coverage. ☐Yes ☐ No 
 

Please list spouse and dependents under age 18:  
First Name  Last Name  Date of Birth  Social Security #  Rela�onship  
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            Annual Household Income:  

Source  Self  Spouse  Other  Total  
Gross wages, salaries, �ps, 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 
full month  

• Income tax return  

• Pension statement  
• Social Services leter  
• Employer Statement  

      
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.  
By signing this applica�on, I agree that the informa�on given is true and correct to the best of my 
knowledge. I understand that it is my responsibility to tell JRCHC of any and all changes in my financial 
and insurance informa�on.  
 
____________________________    ______________________________      ________________ 
            Print applicant name                                      Signature of applicant                                    Date 

Atesta�on Statement 
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.  
At the �me of this applica�on, I am unable to provide proof of income (income verifica�on) for the following 
family/household member(s):  

Name Rela�on Reason 

      

      

      

      

By signing this atesta�on statement, I understand that I have 14 days from the date of this applica�on 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  

Applicant Eligible For:   

□ Medicaid  
□ ACA  
□ Sliding Fee Scale Discount – Qualifies for Category _____ discount 
 □ Full Pay  

Further Ac�on Required:  
□ Two week review: collect further documenta�on 
□ Other: __________________________________________ 
Applica�on Reviewed by:  □ Approved  □ Disapproved by:  

Employee Signature:  Date:  

□ Six month review: Date:_____________ □ Eligibility con�nued  _____________________     ___________ 
 
Employee Signature:                                                                         Date:________________________________ 

  
VERIFICATION LIST YES NO 

Iden�fica�on/Address: Driver’s license, u�lity 
bill, employment ID, or other 

  

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

  

Insurance: Insurance Cards   
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Appendix D: Failure to Provide Income Informa�on Atesta�on 

 

Applicant’s Name _________________________________ Applica�on Date _________________ 

I understand that for Jericho Community Health Center to determine eligibility for myself and/or my 
family to qualify for the sliding fee discount program (SFDP), I must provide proof of income for each 
family/household member.   
 
I have not been able to provide proof of income required for the determina�on of eligibility for the 
SFDP due to [Provide a brief explana�on for inability to produce proof of income]: 
 
 
 
 
 
I am reques�ng that this requirement be approved based on the following self-reported income.  I 
atest hereto that my household size is ______ and my household income is $_________________. 
 
 
___________________________________   __________________ 
Applicants Signature     Date
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Category E
Fee: 100% of Charges
% of Poverty 
Level (FPL) FPL Over 200%

Family Size Monthly Income
1 $0 ‐ $1,304 $1,317 ‐ $1,800 $1,813 ‐ $1,956 $1,969 ‐ $2,608 Over $2,608
2 $0 ‐ $1,763 $1,780 ‐ $2,432 $2,450 ‐ $2,644 $2,661 ‐ $3,525 Over $3,525
3 $0 ‐ $2,221 $2,243 ‐ $3,065 $3,087 ‐ $3,331 $3,353 ‐ $4,442 Over $4,442
4 $0 ‐ $2,679 $2,706 ‐ $3,697 $3,724 ‐ $4,019 $4,046 ‐ $5,358 Over $5,358
5 $0 ‐ $3,138 $3,169 ‐ $4,330 $4,361 ‐ $4,706 $4,738 ‐ $6,275 Over $6,275
6 $0 ‐ $3,596 $3,632 ‐ $4,962 $4,998 ‐ $5,394 $5,430 ‐ $7,192 Over $7,192
7 $0 ‐ $4,054 $4,095 ‐ $5,595 $5,635 ‐ $6,081 $6,122 ‐ $8,108 Over $8,108
8 $0 ‐ $4,513 $4,558 ‐ $6,227 $6,272 ‐ $6,769 $6,814 ‐ $9,025 Over $9,025

Each >8 Add: $917

Family Size Annual Income
1 $0 ‐ $15,650 $15,807 ‐ $21,597 $21,754 ‐ $23,475 $23,632 ‐ $31,300 Over $31,300
2 $0 ‐ $21,150 $21,362 ‐ $29,187 $29,399 ‐ $31,725 $31,937 ‐ $42,300 Over $42,300
3 $0 ‐ $26,650 $26,917 ‐ $36,777 $37,044 ‐ $39,975 $40,242 ‐ $53,300 Over $53,300
4 $0 ‐ $32,150 $32,472 ‐ $44,367 $44,689 ‐ $48,225 $48,547 ‐ $64,300 Over $64,300
5 $0 ‐ $37,650 $38,027 ‐ $51,957 $52,334 ‐ $56,475 $56,852 ‐ $75,300 Over $75,300
6 $0 ‐ $43,150 $43,582 ‐ $59,547 $59,979 ‐ $64,725 $65,157 ‐ $86,300 Over $86,300
7 $0 ‐ $48,650 $49,137 ‐ $67,137 $67,624 ‐ $72,975 $73,462 ‐ $97,300 Over $97,300
8 $0 ‐ $54,150 $54,692 ‐ $74,727 $75,269 ‐ $81,225 $81,767 ‐ $108,300 Over $108,300

Each >8 Add: $11,000$5,500 $7,590.00 $8,250 $11,000

Appendix E

Annual Income
Annual Income Annual Income Annual Income

Monthly Income
Monthly Income Monthly Income Monthly Income Monthly Income

$458 $633 $688 $917

Annual Income

Category A Category B Category C Category D
$20.00 $30.00 $35.00 $45.00

FPL 0 ‐ 100% FPL 101% ‐ 138% FPL 139% ‐ 150% FPL 151% ‐ 200%

Sliding Fee Categories

Jericho Road Community Health Center
Sliding Fee Schedule ‐ Effective 3/1/2025
(for Medical, Behavioral Health, and Physical Therapy Services)

Approved by the JRCHC Board of Directors: 2/27/2025

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



Category E
Generic: Usual and Customary
Brand Name: Usual and Customary
% of Poverty 
Level (FPL) FPL Over 200%

Family Size Monthly Income
1 $0 ‐ $1,304 $1,317 ‐ $1,800 $1,813 ‐ $1,956 $1,969 ‐ $2,608 Over $2,608
2 $0 ‐ $1,763 $1,780 ‐ $2,432 $2,450 ‐ $2,644 $2,661 ‐ $3,525 Over $3,525
3 $0 ‐ $2,221 $2,243 ‐ $3,065 $3,087 ‐ $3,331 $3,353 ‐ $4,442 Over $4,442
4 $0 ‐ $2,679 $2,706 ‐ $3,697 $3,724 ‐ $4,019 $4,046 ‐ $5,358 Over $5,358
5 $0 ‐ $3,138 $3,169 ‐ $4,330 $4,361 ‐ $4,706 $4,738 ‐ $6,275 Over $6,275
6 $0 ‐ $3,596 $3,632 ‐ $4,962 $4,998 ‐ $5,394 $5,430 ‐ $7,192 Over $7,192
7 $0 ‐ $4,054 $4,095 ‐ $5,595 $5,635 ‐ $6,081 $6,122 ‐ $8,108 Over $8,108
8 $0 ‐ $4,513 $4,558 ‐ $6,227 $6,272 ‐ $6,769 $6,814 ‐ $9,025 Over $9,025

Each >8 Add: $917

Family Size Annual Income
1 $0 ‐ $15,650 $15,807 ‐ $21,597 $21,754 ‐ $23,475 $23,632 ‐ $31,300 Over $31,300
2 $0 ‐ $21,150 $21,362 ‐ $29,187 $29,399 ‐ $31,725 $31,937 ‐ $42,300 Over $42,300
3 $0 ‐ $26,650 $26,917 ‐ $36,777 $37,044 ‐ $39,975 $40,242 ‐ $53,300 Over $53,300
4 $0 ‐ $32,150 $32,472 ‐ $44,367 $44,689 ‐ $48,225 $48,547 ‐ $64,300 Over $64,300
5 $0 ‐ $37,650 $38,027 ‐ $51,957 $52,334 ‐ $56,475 $56,852 ‐ $75,300 Over $75,300
6 $0 ‐ $43,150 $43,582 ‐ $59,547 $59,979 ‐ $64,725 $65,157 ‐ $86,300 Over $86,300
7 $0 ‐ $48,650 $49,137 ‐ $67,137 $67,624 ‐ $72,975 $73,462 ‐ $97,300 Over $97,300
8 $0 ‐ $54,150 $54,692 ‐ $74,727 $75,269 ‐ $81,225 $81,767 ‐ $108,300 Over $108,300

Each >8 Add: $11,000

Appendix F

$5,500 $7,590 $8,250 $11,000

$458 $633 $688 $917

Annual Income
Annual Income Annual Income Annual Income Annual Income

Monthly Income
Monthly Income Monthly Income Monthly Income Monthly Income

$5.00 $6.00 $7.00 $8.00

FPL 0 ‐ 100% FPL 101% ‐ 138% FPL 139% ‐ 150% FPL 151% ‐ 200%

Category A Category B Category C Category D
$3.00 $4.00 $5.00 $6.00

Sliding Fee Categories

Jericho Road Community Health Center
Sliding Fee Scale‐ Effective 3/1/2025
(for Pharmacy Services)

Approved by the JRCHC Board of Directors: 2/27/2025

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



Dental Services Category E
% of Poverty Level (FPL) FPL Over 200%
Exams & Preventative (Prophy, Fluoride, 
and Sealants) 100% Charges
Comprehensive Exam Including X‐rays 
(Excluding X‐rays) 100% Charges

Extraction (per tooth) 100% Charges
Restoration (Surface 1/2/3/4) 100% Charges
Periodontal Treatment (Per Side) 100% Charges
Endodontics (Anterior/Bicuspid/Molar) 100% Charges
Crowns & Bridges (per tooth) 100% Charges
Removable Prosthetics (per arch) 100% Charges
Other Visits by Description (Labs are 
additional charge) 100% Charges

Family Size Monthly Income
1 $0 ‐ $1,304 $1,317 ‐ $1,800 $1,813 ‐ $1,956 $1,969 ‐ $2,608 Over $2,608
2 $0 ‐ $1,763 $1,780 ‐ $2,432 $2,450 ‐ $2,644 $2,661 ‐ $3,525 Over $3,525
3 $0 ‐ $2,221 $2,243 ‐ $3,065 $3,087 ‐ $3,331 $3,353 ‐ $4,442 Over $4,442
4 $0 ‐ $2,679 $2,706 ‐ $3,697 $3,724 ‐ $4,019 $4,046 ‐ $5,358 Over $5,358
5 $0 ‐ $3,138 $3,169 ‐ $4,330 $4,361 ‐ $4,706 $4,738 ‐ $6,275 Over $6,275
6 $0 ‐ $3,596 $3,632 ‐ $4,962 $4,998 ‐ $5,394 $5,430 ‐ $7,192 Over $7,192
7 $0 ‐ $4,054 $4,095 ‐ $5,595 $5,635 ‐ $6,081 $6,122 ‐ $8,108 Over $8,108
8 $0 ‐ $4,513 $4,558 ‐ $6,227 $6,272 ‐ $6,769 $6,814 ‐ $9,025 Over $9,025

Each >8 Add: $917

Family Size Annual Income
1 $0 ‐ $15,650 $15,807 ‐ $21,597 $21,754 ‐ $23,475 $23,632 ‐ $31,300 Over $31,300
2 $0 ‐ $21,150 $21,362 ‐ $29,187 $29,399 ‐ $31,725 $31,937 ‐ $42,300 Over $42,300
3 $0 ‐ $26,650 $26,917 ‐ $36,777 $37,044 ‐ $39,975 $40,242 ‐ $53,300 Over $53,300
4 $0 ‐ $32,150 $32,472 ‐ $44,367 $44,689 ‐ $48,225 $48,547 ‐ $64,300 Over $64,300
5 $0 ‐ $37,650 $38,027 ‐ $51,957 $52,334 ‐ $56,475 $56,852 ‐ $75,300 Over $75,300
6 $0 ‐ $43,150 $43,582 ‐ $59,547 $59,979 ‐ $64,725 $65,157 ‐ $86,300 Over $86,300
7 $0 ‐ $48,650 $49,137 ‐ $67,137 $67,624 ‐ $72,975 $73,462 ‐ $97,300 Over $97,300
8 $0 ‐ $54,150 $54,692 ‐ $74,727 $75,269 ‐ $81,225 $81,767 ‐ $108,300 Over $108,300

Each >8 Add: $11,000

Appendix G

$175.00
$450/$550/$650

$500.00
$600.00

$75/$90/$110/$130
$225.00

$550/$650/$750
$600.00
$650.00

$100.00
$250/$350/$450

$375.00
$500.00

$55/$60/$70/$100
$125.00

$350/$450/$550
$450.00
$550.00

$50.00 $60.00 $70.00 $80.00
$45/$50/$60/$80 $65/$75/$90/$110

$60.00 ($35.00) $65.00 ($40.00) $70.00 ($45.00) $75.00 ($50.00)
Services Below By Tooth, Quad, or Arch

Category DCategory A Category B Category C

Jericho Road Community Health Center
Sliding Fee Scale‐ Effective 3/1/2025
(for Family Dental Services)

Approved by the JRCHC Board of Directors: 2/27/2025
Sliding Fee Categories

Annual Income Annual Income

$5,500

Monthly Income Monthly Income

$7,590

FPL 0 ‐ 100% FPL 101% ‐ 138%

Annual Income

Monthly Income

$55.00$50.00

$458

$60.00

FPL 139% ‐ 150% FPL 151% ‐ 200%

$65.00

$40.00  $50.00  $60.00  $70.00 

$8,250 $11,000

Monthly Income Monthly Income

$633 $688 $917

Annual Income Annual Income

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