Sample Sliding Fee Scale: Form
	Patient Information                          
	Today’s Date:                  /                 /

	First Name: 
	  Middle:
	Last:
	Other names:

	Home Address: 
	City:
	 State:                       
	Zip:

	Mailing Address: 
	City:
	State:                       
	Zip:

	Home Phone #:  (                )                       -
	Home Phone #: (                )                       -

	Date of Birth:            /           /
	Social Security #               -             -
	Do you have insurance? (circle one)      Yes                       No

	Marital Status: 
	Single            In a relationship         Married           Divorced          Separated           Widowed


	Household Size
	
	

	Name
	Date of Birth
	Social Security Number

	
	/         /
	           -                 -

	
	/         /
	               -                 -

	
	/         /
	               -                 -

	
	/         /
	               -                 -

	
	/         /
	               -                 -



	Household Income

	Name
	Amount
	Frequency (Circle one)
	Employer:

	You
	$   
	Weekly   Monthly   Yearly
	

	Spouse
	$   
	Weekly   Monthly   Yearly
	

	Children
	$   
	Weekly   Monthly   Yearly
	

	Other 
	$   
	Weekly   Monthly   Yearly
	

	
	$   
	Weekly   Monthly   Yearly
	

	TOTAL 
	$                              
	Weekly   Monthly   Yearly
	

	
	
	
	

	Other Income
	You
	Spouse
	Children
	Other
	Subtotal

	Social Security
	
	
	
	
	

	Public Assistance
	
	
	
	
	

	Retirement Pension
	
	
	
	
	

	Food Stamps
	
	
	
	
	

	Child Support, Alimony
	
	
	
	
	

	Interest Income
	
	
	
	
	

	Other
	
	
	
	
	

	
	
	
	
	TOTAL
	$



I do hereby swear or affirm that the information provided on this application is true and correct to the best of my knowledge and belief. I agree that any misleading or falsified information, and/or omissions may disqualify me from further consideration for the sliding fee program and will subject me to penalties under Federal Laws which may include fines and imprisonment. I further agree to inform [health center name] if there is a significant change in my income. If acceptance to the sliding fee program is obtained under this application, I will comply with all rules and regulations of [health center name]. I hereby acknowledge that I read the foregoing disclosure and understand it.
Date:_________________________   

Name (Print):__________________________________________________    

Signature:____________________________________________________
2008 HHS Poverty Guidelines 
	Number of Persons in Family or Household 
	48 Contiguous States and D.C. 
	Alaska 
	Hawaii 

	1 
	$10,400 
	$13,000 
	$11,960 

	2 
	14,000 
	17,500 
	16,100 

	3 
	17,600 
	22,000 
	20,240 

	4 
	21,200 
	26,500 
	24,380 

	5 
	24,800 
	31,000 
	28,520 

	6 
	28,400 
	35,500 
	32,660 

	7 
	32,000 
	40,000 
	36,800 

	8 
	35,600 
	44,500 
	40,940 

	For each additional person, add 
	3,600 
	4,500 
	4,140 


Source: Federal Register, Vol. 73, No. 15, January 23, 2008, pp. 3971–3972 

Why are the poverty guidelines (and fee schedules) different for Alaska and Hawaii? 
The differences are due to the administrative practices of the Office of Economic Opportunity beginning in the 1966-1970 period. See Frequently Asked Questions Related to the Poverty Guidelines and Poverty, http://aspe.hhs.gov/poverty/faq.shtml#differences 

Sample Schedules of Income Thresholds Based upon 2008 Federal Poverty Guidelines
Sources: Federal Register, Vol. 73, No. 15, January 23, 2008, pp. 3971–3972. 

The Poverty Guidelines are posted online at: http://aspe.hhs.gov/poverty/08poverty.shtml 
SIX Discounted/Sliding Fee Pay Classes for Use in the 48 Contiguous States 
Annual Basis 
	Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	> 200% 

	1 
	$10,400 
	13,000
	15,600
	18,200
	20,800 
	20,801

	2 
	14,000 
	17,500
	21,000
	24,500
	28,000 
	28,001

	3 
	17,600 
	22,000
	26,400
	30,800
	35,200 
	35,201

	4 
	21,200 
	26,500
	31,800
	37,100
	42,400 
	42,401

	5 
	24,800 
	31,000
	37,200
	43,400
	49,600 
	49,601

	6 
	28,400 
	35,500
	42,600
	49,700
	56,800 
	56,801

	7 
	32,000 
	40,000
	48,000
	56,000
	64,000 
	64,001

	8 
	35,600 
	44,500
	53,400
	62,300
	71,200 
	71,201 

	The co-payment for those below 100% of poverty is $______. 


Notes: The income ceiling for the minimum fee pay class is equal to the federal poverty level. 

The 2008 federal poverty guideline increases by $3,600 for each family member. For example, 

a family of nine at 100% of poverty is $39,200, a family of ten is $42,800 etc. 

Monthly Basis 
	Monthly Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	201% 

	1 
	867 
	1,083
	1,300
	1,517
	1,733 
	1,734

	2 
	1,167 
	1,458
	1,750
	2,042
	2,333 
	2,334

	3 
	1,467 
	1,833
	2,200
	2,567
	2,933 
	2,934

	4 
	1,767 
	2,208
	2,650
	3,092
	3,533 
	3,534

	5 
	2,067 
	2,583
	3,100
	3,617
	4,133 
	4,134

	6 
	2,367 
	2,958
	3,550
	4,142
	4,733 
	4,734

	7 
	2,667 
	3,333
	4,000
	4,667
	5,333 
	5,334

	8 
	2,967 
	3,708
	4,450
	5,192
	5,933 
	5,934 

	The co-payment for those below 100% of poverty is $______. 


Note: The monthly schedule is equal to the annual schedule divided by 12 months. 

FIVE Discounted/Sliding Fee Pay Classes for Use in the 48 Contiguous States 
Annual Basis 
	Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	25% pay 
	50% pay 
	75% pay 
	100% pay 

	Poverty 
	100% 
	133% 
	166% 
	200% 
	201% 

	1 
	10,400 
	13,832
	17,264
	20,800 
	20,801

	2 
	14,000 
	18,620
	23,240
	28,000 
	28,001

	3 
	17,600 
	23,408
	29,216
	35,200 
	35,201

	4 
	21,200 
	28,196
	35,192
	42,400 
	42,401

	5 
	24,800 
	32,984
	41,168
	49,600 
	49,601

	6 
	28,400 
	37,772
	47,144
	56,800 
	56,801

	7 
	32,000 
	42,560
	53,120
	64,000 
	64,001

	8 
	35,600 
	47,348
	59,096
	71,200 
	71,201 

	The co-payment for those below 100% of poverty is $______. 


Notes: The 2008 federal poverty guideline increases by $3,600 for each family member.
           For example, a family of nine at 100% of poverty is $39,200, a family of ten is $42,800 
           etc. 

Monthly Basis 
	Monthly Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	25% pay 
	50% pay 
	75% pay 
	100% pay 

	Poverty 
	100% 
	133% 
	166% 
	200% 
	201% 

	1 
	$867 
	1,153
	1,439
	1,733 
	1,734

	2 
	$1,167 
	1,552
	1,937
	2,333 
	2,334

	3 
	$1,467 
	1,951
	2,435
	2,933 
	2,934

	4 
	$1,767 
	2,350
	2,933
	3,533 
	3,534

	5 
	$2,067 
	2,749
	3,431
	4,133 
	4,134

	6 
	$2,367 
	3,148
	3,929
	4,733 
	4,734

	7 
	$2,667 
	3,547
	4,427
	5,333 
	5,334

	8 
	$2,967 
	3,946
	4,925
	5,933 
	5,934 

	The co-payment for those below 100% of poverty is $______. 


Note: The monthly schedule is equal to the annual schedule divided by 12 months. 

Six Discounted/Sliding Fee Pay Classes  for Use in ALASKA 
Annual Basis 
	Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	> 200% 

	1 
	$13,000 
	16,250
	19,500
	22,750
	26,000 
	26,001

	2 
	17,500 
	21,875
	26,250
	30,625
	35,000 
	35,001

	3 
	22,000 
	27,500
	33,000
	38,500
	44,000 
	44,001

	4 
	26,500 
	33,125
	39,750
	46,375
	53,000 
	53,001

	5 
	31,000 
	38,750
	46,500
	54,250
	62,000 
	62,001

	6 
	35,500 
	44,375
	53,250
	62,125
	71,000 
	71,001

	7 
	40,000 
	50,000
	60,000
	70,000
	80,000 
	80,001

	8 
	44,500 
	55,625
	66,750
	77,875
	89,000 
	89,001 

	The co-payment for those below 100% of poverty is $______. 


Notes: The income ceiling for the minimum fee pay class is equal to the federal poverty level.  
          The 2008 federal poverty guideline increases by $4,500 for each family member. For 
          example, a family of nine at 100% of poverty is $49,000, a family of ten is $53,500 etc. 

Monthly Basis 
	Monthly Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	201% 

	1 
	$1,083 
	1,354
	1,625
	1,896
	2,167 
	2,168

	2 
	$1,458 
	1,823
	2,188
	2,552
	2,917 
	2,918

	3 
	$1,833 
	2,292
	2,750
	3,208
	3,667 
	3,668

	4 
	$2,208 
	2,760
	3,313
	3,865
	4,417 
	4,418

	5 
	$2,583 
	3,229
	3,875
	4,521
	5,167 
	5,168

	6 
	$2,958 
	3,698
	4,438
	5,177
	5,917 
	5,918

	7 
	$3,333 
	4,167
	5,000
	5,833
	6,667 
	6,668

	8 
	$3,708 
	4,635
	5,563
	6,490
	7,417 
	7,418 

	The co-payment for those below 100% of poverty is $______. 


Note: The monthly schedule is equal to the annual schedule divided by 12 months. 

FIVE Discounted/Sliding Fee Pay Classes for Use in ALASKA 
Annual Basis 
	Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	25% pay 
	50% pay 
	75% pay 
	100% pay 

	Poverty 
	100% 
	133% 
	166% 
	200% 
	201% 

	1 
	$13,000 
	17,290
	21,580
	26,000 
	26,001

	2 
	17,500 
	23,275
	29,050
	35,000 
	35,001

	3 
	22,000 
	29,260
	36,520
	44,000 
	44,001

	4 
	26,500 
	35,245
	43,990
	53,000 
	53,001

	5 
	31,000 
	41,230
	51,460
	62,000 
	62,001

	6 
	35,500 
	47,215
	58,930
	71,000 
	71,001

	7 
	40,000 
	53,200
	66,400
	80,000 
	80,001

	8 
	44,500 
	59,185
	73,870
	89,000 
	89,001 

	The co-payment for those below 100% of poverty is $______. 


Notes: The income ceiling for the minimum fee pay class is equal to the federal poverty level.  
           The 2008 federal poverty guideline increases by $4,500 for each family member. For
           example, a family of nine at 100% of poverty is $49,000, a family of ten is $53,500 etc. 

Monthly Basis 
	Monthly Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	25% pay 
	50% pay 
	75% pay 
	100% pay 

	Poverty 
	100% 
	133% 
	166% 
	200% 
	201% 

	1 
	$1,083 
	1,441
	1,798
	2,167 
	2,168

	2 
	$1,458 
	1,940
	2,421
	2,917 
	2,918

	3 
	$1,833 
	2,438
	3,043
	3,667 
	3,668

	4 
	$2,208 
	2,937
	3,666
	4,417 
	4,418

	5 
	$2,583 
	3,436
	4,288
	5,167 
	5,168

	6 
	$2,958 
	3,935
	4,911
	5,917 
	5,918

	7 
	$3,333 
	4,433
	5,533
	6,667 
	6,668

	8 
	$3,708 
	4,932
	6,156
	7,417 
	7,418 

	The co-payment for those below 100% of poverty is $______. 


Note: The monthly schedule is equal to the annual schedule divided by 12 months. 

Six Discounted/Sliding Fee Pay Classes for Use in HAWAII 
Annual Basis 
	Annual Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	> 200% 

	1 
	$11,960 
	14,950
	17,940
	20,930
	23,920 
	23,921

	2 
	16,100 
	20,125
	24,150
	28,175
	32,200 
	32,201

	3 
	20,240 
	25,300
	30,360
	35,420
	40,480 
	40,481

	4 
	24,380 
	30,475
	36,570
	42,665
	48,760 
	48,761

	5 
	28,520 
	35,650
	42,780
	49,910
	57,040 
	57,041

	6 
	32,660 
	40,825
	48,990
	57,155
	65,320 
	65,321

	7 
	36,800 
	46,000
	55,200
	64,400
	73,600 
	73,601

	8 
	40,940 
	51,175
	61,410
	71,645
	81,880 
	81,881 

	The co-payment for those below 100% of poverty is $______. 


Notes: The income ceiling for the minimum fee pay class is equal to the federal poverty level. 

The 2008 federal poverty guideline increases by $4,140 for each family member. For 
example, a family of nine at 100% of poverty is $45,080, a family of ten is $49,220 etc. 

Monthly Basis 
	Monthly Income Thresholds by Sliding Fee Discount Pay Class and Percent of Poverty 

	Family Unit Size 
	Minimum Fee 
	20% pay 
	40% pay 
	60% pay 
	80% pay 
	100% pay 

	Poverty 
	100% 
	125% 
	150% 
	175% 
	200% 
	201% 

	1 
	$997 
	1,246
	1,495
	1,744
	1,993 
	1,994

	2 
	$1,342 
	1,677
	2,013
	2,348
	2,683 
	2,684

	3 
	$1,687 
	2,108
	2,530
	2,952
	3,373 
	3,374

	4 
	$2,032 
	2,540
	3,048
	3,555
	4,063 
	4,064

	5 
	$2,377 
	2,971
	3,565
	4,159
	4,753 
	4,754

	6 
	$2,722 
	3,402
	4,083
	4,763
	5,443 
	5,444

	7 
	$3,067 
	3,833
	4,600
	5,367
	6,133 
	6,134

	8 
	$3,412 
	4,265
	5,118
	5,970
	6,823 
	6,824 

	The co-payment for those below 100% of poverty is $______. 


Note: The monthly schedule is equal to the annual schedule divided by 12 months. 

FIVE 
NOTE: To comply with federal regulations, in order to give you a discount on our medical services, it is necessary for us to ask some personal questions. Your answers will be kept on file and in strict confidence.  You must verify your income at least every year.  


Your yearly income tax return, a copy of your W-2 form, last month’s paycheck stubs, copies of your social security checks, or other checks you may receive will be sufficient proof.  Your annual income and your family size will be used to calculate your discount.





Sliding Fee Scale:





A – 80% Discount





B – 60% Discount





C – 40% Discount





D – 20% Discount





E – 0%Discount








