GENERATIONS FAMILY HEALTH CENTER, INC. 2026
SLIDING FEE SCALE DISCOUNT APPLICATION

It is the policy of Generations Family Health Center, Inc. to provide essential services regardless of the patient's ability to pay. Discounts
may be offered based upon family/ household size and annual income. Please complete the following information to determine if you or
members of your family are eligible for a discount.

Patient Name: Address (Street, City, State and Zip Code)
Head of household name, if different then patient:

FAMILY SIZE: Please provide the number of persons living in your household, supported by household income: :
All family member accounts listed below will have this form scanned into their record's here at Generations

Employed or have Income?

Relationshi If, b . . - "
elationship (self, spouse List names for any person(s) included in the household size above DOB
dependent, other) Yes No

ANNUAL (YEARLY) HOUSEHOLD INCOME:

Individual Enter amount under corresponding frequency Please Note:

Reportable income can include (but is not limited to): social security, annuity,

Weekly |Biweekly Monthly _ |Yearly pension, veterans payments, unemployment, public aid, alimony, child support, etc.
Self $ - IS $ - 15 The amount you list under "Other" should not be included in the amoutn you list on
Spouse $ - s S - s the left
Adult child $ - s $ - |$ . . - .
Oth Do NOT report: SNAP or food assistance, housing subsidies, tax refunds, one-time

er 2 . 3 i —Jgifts or loans, non-cash assistance.

Other $ - |3 $ - ]S - I

Please initial the following statements to indicate your understanding and compliance with our Sliding Fee Scale Discount Program.

* In requesting a financial discount, | understand that | may be required to provide proof of income to support the information provided in this application.
*Should I, and my family/household, be approved for a discount, | understand that the discount will only apply to dates of service that fall within the application period. The
application period is the date the application is completed and signed and is effective for one year.

*| understand that it is my responsbility to report any changes to income, household/family size, and/or insurance immediately upon change, and that such changes can
impact discount eligibility or discount amount.

*Based on the information above, if | qualify for the discount program, | understand that my nominal fee payment is due at every visit. | also acknowledge that any incurred
dental lab fees are not included in my nominal fee discount.

*If | am insured, and have requested my insurance not be billed, | will not be able to utilize the sliding fee scale discount. I also will not be eligible for a discount on any
serivces at Generations that an insurance company or third party company has paid directly to me. | agree to bring such funds to the office to be applied directly to the service
being paid for.

By signing below, | hereby verify that the above information is true and accurate. | acknowledge that this is a federally funded program
and knowingly providing false information may disqualify me and my family from the sliding fee scale discount program.

The patient (if 18 and older) or the head of household/guardian is to sign below, attesting to the statement and information above.

Print Name: Date:

Signature:

Office Use Only:
| Certify that | have reviewed this application and confirmed data accuracy with the patient or guarantor.
Staff Name: Date:

Signature: Date:

Updated 2026



