
2100 Alan St Idaho Falls, ID 83404 208.528.7655 

 

Sliding Fee Discount Application 
It is policy of Community Council Clinic of Idaho to provide essential services regardless of the Patient’s ability to 
pay. The Sliding Fee Scale Is a method for providing reduced fees, based on a household’s size and income. In 
order to be eligible for this program, the following application must be complete, signed& dated, and submitted to 
the receptionist, along with proof of income. Your Sliding Scale discount is active for 12 months and this form 
must be completed upon expiration on__________________. 

Name of Head Household:_______________________________________Phone#:_______________________ 

Mailing Address:___________________________________City:_____________State:_________Zip:________ 

SOURCES OF INCOME: All Members living in the household. “ Household” is considered all  persons living with 
you at the same address. If living situation is temporary, please advise Community Family Clinic staff about your 
situation 

Source Amount($) Weekly Bi-Weekly Monthly Annually  Staff Notes 
Salary and Wages (Self)        
Salary and Wages (spouse)        
Salary and Wages (other)        
Works Comp (SIIS)        
Social Security (self/Spouse)        
Social Security (children)        
SSI ( Supplemental Security)       
Child Support/ Almony       
Military/ Veterans Benefits       
Unemployment Benefits        
Other Family Members        
 

Other Income Received NOT LISTED ABOVE  

Source:      

Amount $:      

 

Total Income Received between all sources  

SELF$  SPOUSE$ OTHERS$ TOTAL$ 

 

 

   Continue On Back        



2100 Alan St Idaho Falls, ID 83404 208.528.7655 
   

 

HOUSEHOLD SIZE: List all Household members by NAME, DATE OF BIRTH AND SOCIAL SECURITY NUMBER, 
include yourself:                                                                                                                                                                                                                                                                                                  

                  NAME                                     DATE OF BIRTH           RELATIONSHIP              SOCIAL SECURITY# 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

___________________________     _________________    __________________       _________________________ 

PLEASE READ THE FOLLOWING CAREFULLY  

I Declare that my household’s financial status is as listed as above,  and I understand and certify to 
the following:  

• Community Family Clinic is using federal tax to assist me in receiving health care  
• Giving false information regarding my household income is considered fraud against the U.S. Government. 
• Previous Year Tax Return, pay stubs and or other information verifying income is required before a discount 

is approved. 
• $25 is the minimum payment for each medical visit but it is not the TOTAL PRICE for it. Any other 

services, medical procedures and blood tests are charged separately. Blood tests must be paid the day 
they are drawn. I understand that if I do not submit (my or my spouse’s is applicable) proofs of income 
within the next 30 days, this may result in full price charged for the consumption and other services 
provided to me and any other members of my family in this clinic.  

Applicants Signature___________________________________________________ Date__________________ 

Office Use Only  
Patients Name :___________________________________ Approved  Discount Scale:_______ 

Approved by:_____________  Date Approved:_______________ Date Backdate to:_______________ 

Verification Check List :  

Proof of 
Income: 

Pay Stubs     Income Tax 
Return 

Bank 
      Statements 

Work 
         Verification 

Letter 

    Food Stamp 
   Award Letter 

 Child Support 
Award Letter 

       SS, SSI, SSD 
   Unemployment, 

Pensions, VA, 
Alimony ETC. 

Other, 
Please Explain 

 


