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1. What is a Sliding Fee Scale? 
 

The Sliding Fee Scale is a system that adjusts fees or payments for health services based on 
the clients’ ability to pay.  
 

2. I already have insurance. Should I still apply? 
 

Yes, please apply! if you qualify for the Sliding Fee Scale your determined maximum monthly 
payment may be less than your insurance co-pays/co-insurance/deductibles for services. 
 

3. What does “household member” mean? 
 

Household members include the client, their spouse if they have one, and any legal 
dependents. If the client is a minor the household members would include the client, their legal 
guardian(s), and any legal dependents of their legal guardian(s).  
 

4. Who needs to provide proof of income? 
 

All household members with income must provide proof of income. Household members ages 
18 or older without income must complete a verification of no income.  
 

5. What happens if I don’t have proof of income for each household member with 
me? 
 

All required documents are needed to complete your sliding fee scale. If you are unable to 
provide proof of income for each required household member, they cannot be counted towards 
the household size.  
 

6. How long does a Sliding Fee Scale last? 
 

Each sliding fee lasts for 1 year. You must re-apply annually or pay for services in full out of 
pocket. 
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PLEASE NOTE THE FOLLOWING: 

• To comply with state guidelines, Unified Community Services (UCS) is required to provide a 
sliding fee discount to clients. The sliding fee scale application is used to determine eligibility 
and to assess the level of discount assigned to you as a client. In order to determine if you are 
eligible for this discount, you will need to fill out and sign this application. 

• Your answers will be kept on file and in strict confidentiality. 
• Proof of identification may also be required. The following are acceptable forms of 

identification: 
o Driver’s license 
o Health Insurance Card 
o Birth Certificate 
o Employment Badge 
o Passport 
o Marriage license (if name verification is needed) 
o Other verification methods deemed appropriate by UCS staff 

• In addition to this application, it is necessary for UCS to obtain the following: 
o Proof of income for you and anyone who resides in your home. The following items may 

be used as proof of income: 
  W‐2 forms 

  Two most current pay stubs 

  Income tax returns 

  Any other income documentation (i.e. statement of unemployment benefits, social 
security benefit letter, etc.) 
  If you are not working, and do not have a source of income, a letter of support 
from the sustaining party or individual that you are living with 

 
Patient Information: 
 
Name: (Last)__________________________(First)______________________ (MI) _____ 
 
Date of Birth____________  
 
Family size: total number of people living in your house: _________________________ 
(dependent children, spouse/partner, parents or in-laws) 
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Household Members & Gross Income: 
** Proper proof of income documents must be provided for each household member. 

Name Amount Frequency Employer: 

Self 

Other 

Certification 
I promise that everything I have written on this form is true and right as far as I know. I 
understand that Unified Community Services (UCS) may make sure that what I have said 
on this form is true, and I authorize UCS to contact third parties to make sure that the 
information is right. I understand that if I said anything in this application that is not true, I 
will not be able to get financial help, any financial help may be reversed, and I will have to 
pay back any charges. 

I agree & understand that I am responsible for any fees associated with my visit. 

Patient Name (Print): __________________________________ Date: ______________ 

Patient/Guardian Signature: _______________________________ Date: ____________ 

To be filled out by UCS staff only: 

Check if verified and obtained 

____Identity Verified 
____ Paycheck stub dated within last 30 days 
____ Most Recent Tax Return 
____ Company letter stating annual earnings 
____ Official letters/documents 
____Patient Refused to provide proof of income information 

________________________________________ _________________ 
Signature of UCS Staff          Date 
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