Sliding Fee Discount Program

Rural Health Group believes that access to health care is a
fundamental right that should not be limited by an
individual’s ability to pay. It is the intent and purpose of
RHG’s Sliding Fee Discount Program to guarantee that all
patients have access to quality medical care, regardless of
their ability to pay for such services. “Inability to pay” is
specifically defined as those patients with annual household
income of 200% and below the federal poverty guidelines.

Request for Discount

Patients, family members, case managers, or other staff can request
discount services. Patients may apply for the Sliding Fee Discount
Program regardless of insurance status.

Verify Your Income

Must provide one of the following:

e  Most recent W-2's

e  Most recent pay stub(s)

e  Social Security Letter

e  Bank statements showing income

e  Letter from employer

e  Form 4506-T (if W-2 not filed)

Self employed individuals will be required to submit income and expenses
for the most recent two months of business.

Application Completion

The patient/responsible party must complete the Sliding Fee application
entirely. By signing the application, this person authorizes RHG access to
confirm income as disclosed on the application form. Failure to complete
the application and/or provide income information within 30 days
disqualifies the patient from receiving service discounts.

Who is Eligible?
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healthcare that fits your family

Discounts will be available for patients whose household size and income fall

within 200% of the federal poverty guidelines.

Sliding Fee Discount Program Scale
2024 Federal Poverty Guidelines
Patient Responsibility of Total Charges

Percentage of
Federal Income
Guidelines

A
0% -100%
(Nominal Fee)

B
101% -133%

Cc
134% -166%

D
167% -200%

Medical/Behavioral

Flat Fee Per Visit $10.00 $15.00 $20.00 $25.00
Dental
Preventive $35.00 $40.00 $45.00 $50.00
Services
Dental $50 o 30% - 35% - 40%
Additional Services [min. nominal fee+$1] | [min. scale B+$1] [min. scale C+$1]
Household Size
1 $0 - $15,060| $15,061 - $20,030]$20,031 - $25,000[ $25,001 - $30,120
2 $0 - $20,440| $20,441 - $27,185]|$27,186 - $33,930| $33,931 - $40,880
3 $0 - $25,820| $25,821 - $34,341]$34,342 - $42,861|$42,862 - $51,640
4 $0 - $31,200| $31,201 - $41,496] $41,497 - $51,792|$51,793 - $62,400
5 $0 - $36,580| $36,581 - $48,651]$48,652 - $60,723|$60,724 - $73,160
6 $0 - $41,960| $41,961 - $55,807] $55,808 - $69,654| $69,655 - $83,920
7 $0 - $47,340| $47,341 - $62,962| $62,963 - $78,584|$78,585 - $94,680
8 $0 - $52,720| $52,721 - $70,118]$70,119 - $87,515|$87,516 - $105,440

For more than
8 persons

Add $5,380 / person

Add $7,155 / person

Add $8,931 / person

Add $10,760/person

For more than 8 family members, add these amounts for each additional person to determine 100% of the FPG for

that family size

For more information, visit: www.rhgnc.org/patients
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