
Address
City

Patient?
Patient?
Patient?
Patient?
Patient?
Patient?

DME

Please acknowledge each statement below by initialing each box

          e.

         f. Vision Wear Upgrades

*Proof of Income is required before my discount can be approved.  I must provide this information within thirty (30) 

days of the date of service

Patient Name (Print)                         Signature of Patient or Guardian                                 Date

b. Dental Prosthetics, including Crowns, Implants, Guards, Spacers, and Dentures

c. Long‐Acting Reversible Contraceptives, including IUDs and Nexplanon

d. HPV Vaccines

Household Income: As defined on reference sheet 
section 2

Total: $

By Signing Below, I certify the following to be true:

a. All services and equipment received or purchased outside of Five Rivers including

4. Name DOB
5. Name DOB
6. Name DOB

DOB
2. Name DOB
3. Name DOB

Patient Completion Section

Applicant's Name

Primary Phone

*I must update this information if my Family Size or Household income changes.

*A new application must be completed at least once every twelve (12) months.

*If I am a self‐pay patient, I will be asked to pay a minimum of $20 prior to receiving any healthcare services.

MRN

It is Five Rivers Health Centers' Policy to provide primary health care services to patients in 
need regardless of ability to pay. Discounts are offered to members of households with 
combined income of 200% and below of the Federal Poverty Level. To determine the 

percentage for which you qualify, please complete the following information and return to the 
front desk.

Zip code
Secondary Phone

Family Size: As defined  on reference sheet section 1 Total Including Self:

1. Name

1) The Family Size and income information provided is complete and accurate.

2) I have received information explaining the program and I understand and agree to abide by the terms.

3) The Discount program will only apply to services received at Five Rivers Health Centers.

4) The sliding fee discount amount may vary depending on the services received.

5) The following services or equipment are not covered by this discount.

    i. Laboratory testing done off site

    ii. Prescriptions

    iii. X‐Ray interpreting by a consulting radiologist

    iv. Other such services

*If an unpaid balance exists on my account after applying my discount percentage, I can contact Five River's Financial Services Dept 
at 937-281-6900 to make payment arrangements



If SFS is approved, add Careassurance to patient's coverages including effective and term dates

Staff Signature:

Notes:

Next Steps for PARS:
Add SFS to the "Sliding Fee Scales Count" spreadsheet located in the FRHC PARS team files Sliding Fee Scale Folder

Scan SFS application into the patient's media manager and CC your site's PAR Manager

If approved, send the paper SFS application via interoffice mail to Manager

Complete the patient's FPL information including income and if application is approved or denied

Family Size
SFS Income Level:
Application Approved?
Processed Date:

1               2              3               4               5
YES NO

Staff Name:

Patient MRN

Do not sign below if you wish to be considered for a sliding fee discount.

I choose not to complete the Sliding Fee Application at this time. I am waiving my right to any discount 
for which I may be entitled. I understand that I will be responsible for full payment of all charges at the time of 

service

WAIVER OF SLIDING FEE DISCOUNT

For Office Use -To be completed by Five Rivers Health Centers' Staff Only

Please do not write below this line

YES NO

Signature Date

Proof of Income Provided?
Verification Type
Gross Annual Household Income


