Request for Fee Reduction Form
Date Completed:  ____________
Patient ID #:  __________
Patient Name:  _____________________________
Effective Date of Reduction:  ____________
_____________________________________________________________________________________________
USE THIS SECTION TO APPLY FOR A FEE REDUCTION FOR CURRENT OR FUTURE SERVICES:

Patient’s Total Annual Family Income:  $_______________
Has above income been verified

_____
YES – attach verification and continue with form
through documents below?

_____     NO – STOP - Patient is NOT eligible for fee reduction

Number of Family Members claimed on Federal Tax Return:  ____
Proceed to Subsidy Allowance Calculator to determine applicable fee reduction and insert amounts below:


Patient Responsibility:
____%

Subsidy Allowed:

____%
​​​​​​​​​​​​_ Proof of income must include one of the following for each qualifying household member: 

Previous year income tax return – preferred document

Four of your most current pay stubs from employer 
W-2 earnings statement 
Social security statement of earnings or Supplemental security income -SSI  
Unemployment compensation determination letters 
Worker's compensation 
Retirement benefits/pension 
Veterans' benefit statement 
Statement of self-employment earnings 
Food stamp benefits information 
Court documentation of bankrupt condition 
Written confirmation of situation – I attest the information contained herein is true and correct  ​​_____ Patient initial
___________________________________________________________________________________
USE THIS SECTION TO APPLY FOR A REDUCTION IN BALANCES OWED ON PREVIOUS SERVICES:

Patient’s Total Annual Family Income:  $_______________
Has above income been verified

_____
YES – attach verification and continue with form
through documents above?

_____     NO – STOP - Patient is NOT eligible for fee reduction

Total Balance Outstanding as of this request:  $_______________
Amount of Adjustment requested on Balance Owed:  $_______________
Include a brief statement of justification for request: ______________________________________________________________
_________________________________________________________________________________________________________

_________________________________________________________________________________________________________
_______________________________________________________________________________________________
Signature of Staff member submitting Form:_____________________________________
Signature of Division Director (only required for reduction of previous balances):_______________________________________
Signature of CFO
(only required for reduction of previous balances):_________________________________________________

Signature of Executive Director (only required for reduction of previous balances):__________________________________
