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Sliding Fee Application 

 

_________________________________________ _______________________________________ 
Last Name      First Name 
 
_________________________________________ _______________________________________ 
Date of Birth      Phone Number 
 

Are you employed? □ Yes □ No  _______________________________________ 
      Name of Employer 
 

Do you receive:  □ Social Security   □ Unemployment? 

Please list spouse and dependents living in your household: 

 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
_______________________________             ____________           _______________________________ 
Name                            DOB     Relationship 
 
By my signature below I attest that the information provided herein is complete and accurate. I understand 
that I may be required to provide additional information and documentation upon request for the purpose 
of determining my eligibility to participate in the Sliding Fee Discount Program. I agree to inform HFSTX of 
any changes of condition or circumstance that might impact my eligibility to participate in the Discount 
Program. I understand I am responsible for the minimum fee for the sliding fee category assigned at the 
time of each medical visit unless other arrangements have been made. 

 

______________________________________________________  ________________________ 
Patient/Guardian Signature                                                                            Date 
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Office Use only 

Income Period: □ Weekly (x52)                  □ Bi-Weekly (x26)                 □ Monthly (x12)                                                                                                  

                                 □ Semi-Monthly (x24)    □ Annual (x1) 

 

Household Income: $ __________________ Family Size: _______   % of Poverty: ________ 

Type of Income:   □ Check Stub    □ W2/Income Tax     □SSI        □ Award Letter 

                                    □ Other: __________________________ 

Sliding Fee Category Assigned:    □ A-$10   □ B-$20   □ C-$30   □ D-$40   □ E-$50   □ N/A 

 
 
PM System Updated: □ YES □ NO    Expiration Date: ______________________ 
 
______________________________________________  _______________________________ 
Staff Signature       Date 


