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PART 2 – SLIDING FEE SCHEDULE

PSYCHIATRIC CLINIC

SLIDING FEE SCHEDULE FOR UNINSURED
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


YEARLY INCOME              

10,000-20,000

  55.00

20,001-30,000

  65.00

30,001-40,000

  75.00

40,001-50,000

  85.00

50,001-75,000

  95.00

75,000-100,001
  115.00

Financial Sheet

FOR UNINSURED INDIVIDUALS ONLY:

SLIDING SCALE FEE SCHEDULE USED TO DETERMINE FEE: 

YEARLY INCOME: 

Circle one:              

10,000-20,000

  55.00

20,001-30,000

  65.00

30,001-40,000

  75.00

40,001-50,000

  85.00

50,001-75,000

  95.00

75,000-100,001

  115.00

PROOF OF INCOME REQUIRED FOR ELIGIBILITY AND MUST BE KEPT ON FILE :   

CLIENT NAME: ______________________________________DOB: _____/_____/_____:__________________   

$    ___PER SESSION



$ 30    NO SHOW FEE




$ 25     LATE CANCELLATION

We require 24 hours’ notice if you are unable to keep your appointment.  The late cancellation or no-show fee will be charged if Insufficient notice is given or if an appointment is missed.

My signature below indicates agreement to the above payment schedule. I verify that I am not covered by any other health insurance and will notify the agency if I obtain insurance in the future and of any change of income.

CLIENT SIGNATURE:
  __________________________________________________DATE _____/_____/_____

OFFICE USE ONLY:

I have verified income based upon income tax information or 2 most recent paychecks:

STAFF NAME __________________________________________________________________________

STAFF SIGNATURE:
  __________________________________________________DATE _____/_____/_____
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