
APPLICATION FOR SLIDING FEE ELIGIBILITY PROGRAM 

NEIGHBORHOOD 
HEALTH CENTER 

Healthcare 

that welcomes you. 

Patient Name: 
Last 

Address: 
Street Address 

City 

Date of Birth: 

Home Number: 

Patient Account Number: _____ _ 

A licant Information 

First M.I. 

Apartment/Unit# 

State ZIP Code 

Social Security Number: 

Cell Number: ______________ _ 

Please check the one that best describes your current housing status 

____ Housed (secure, permanent, legally occupied) 

____ Emergency Shelter( homeless or domestic violence shelters) 
____ Transiently housed(treatment program, hospital, jail, respite care, motel paid by day, week, or voucher) 
____ Doubled Up (living temporarily with family, friends, acquaintances) 

Unsheltered (places not designed for human habitation-streets bridges cars woods tent abandoned buildings) , , I , I 

Household Relationships 
Members 

Do you have? Medicaid 

DOB 

Medicare 

SS# 

IHA CB 

Income/ 
Wk/Mo/Yr 

Univera CHP 

Income Proof 

BC YC UHC 
(Attach copy of Ins. Card) other: ______________ _ 
Please provide proof of all household income and family size. Please see attached Documentation checklist (reverse side). Failure to 
provide sufficient proof will result in the return of your application and delay in approval. 

I hereby request Neighborhood Health Center to make a determination ofmy eligibility for the sliding fee program. I 
understand that the information, which I submit concerning my family income and size, is subject to verification. I also 
understand that if information, which I submit, is determined to be false, I will be liable for all services at full charge. In 
signing this application I affrrm that the information provided above is true and correct to the best of my knowledge. I 
understand that it is my responsibility to inform Neighborhood of all changes in my insurance information and should I fail 
to do so payment in full will be my responsibility. 

Signature: ________________ _ Date: 
-------------

For Office Use Only: Date Submitted: _______ Household Income: ___ _ SFS: 
Staff Reviewed By: __ _ 
Supervisor/Manager Reviewed by: __ _ Additional comments: 

-----------------

Entered into tickler and Enterprise __ Account balance verified __ 
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