
0 - 15,960 15,961      - 19,950 19,951      - 23,940 23,941      - 27,930 27,931      - 31,920

0 - 21,640 21,641      - 27,050 27,051      - 32,460 32,461      - 37,870 37,871      - 43,280

0 - 27,320 27,321      - 34,150 34,151      - 40,980 40,981      - 47,810 47,811      - 54,640

0 - 33,000 33,001      - 41,250 41,251      - 49,500 49,501      - 57,750 57,751      - 66,000

0 - 38,680 38,681      - 48,350 48,351      - 58,020 58,021      - 67,690 67,691      - 77,360

0 - 44,360 44,361      - 55,450 55,451      - 66,540 66,541      - 77,630 77,631      - 88,720

0 - 50,040 50,041      - 62,550 62,551      - 75,060 75,061      - 87,570 87,571      - 100,080

0 - 55,720 55,721      - 69,650 69,651      - 83,580 83,581      - 97,510 97,511      - 111,440

FAMILY SIZE: _____________________________

Sliding Fee Application

THIRD STREET FAMILY HEALTH SERVICES SLIDING FEE ELIGIBILITY

A B C D

 NAME: _________________________________

MARITAL STATUS:    ☐ Single    ☐ Married    ☐ Divorced    ☐ Separated 

Family/Household Size

Third Street Family Health Services assures that no patient will be denied healthcare due to their inability to pay. Eligibility for Third Street Family's Sliding Fee program is 

determined based upon annual income and household size. A discounted fee will be charged per visit to all eligible patients according to income guidelines. This form must be 

completed every 12 months or if your financial situation changes.

INCOME TYPE:    ☐ Full Time    ☐ Part Time    ☐ Disability    ☐ Other: _________________ 

Please circle the area on the table below that best fits your family size and annual household income:

2026

E

66,000

DATE OF BIRTH: _______________________LAST 4 DIGITS OF SS#: ______________________

77,360

88,720

 PRIMARY INSURANCE: _____________________

F

31,920

43,280

54,640

1

2

3

4

5

•  If not eligible for sliding fee, circle the "F" area on the table (NIA if above 200% per guidelines above.) By Signing Below:

•	I certify that the application has been examined by myself or read to me and is true and complete to the best of my knowledge

•	I understand that Third Street Family Health Services holds this information confidential and may investigate any of the provided    information I have 

given.    

•	 I authorize this information to be updated in the household members account listed on this application whom also receives services at Third Street 

Family Health Services.        

•	I understand that payment must be made on the day of services.

•	If l have insurance, my insurance will be billed accordingly before any discount is applied.

I hereby self-declare the above amount selected is completely accurate, being aware that Third Street Family Health Services reserves the right to verify 

the accuracy of the information provided. **If the information provided proves to be false, you may no longer receive a discount and will be responsible 

to pay full price. By providing false information you could be dismissed and will no longer receive care at Third Street Family Health Services**

Patient/Guarantor: ___________________________________________Date: _________________________________________

Staff Signature: ______________________________________________Date: _________________________________________

* For families/households with more than 8 persons, add $5,680 for each additional person

6

7

8 111,440

100,080


