@ Rural Health Group Income Assessment

RURAL HEALTH GROUP

Why am | asked about my income?

Rural Health Group is a federally qualified health center (FQHC) and asks ALL patients about housing, veteran status, household
size and income. RHG uses the household size and income to determine eligibility for the Sliding Fee Discount Program. These
questions are asked regardless of insurance status. You can still qualify for a sliding fee discount even if you have medical
insurance. We screen you for programs you may be eligible for and give you information to help you apply.

Patient Information

Patient Name: Date of Birth:

If patient is under 18, Parent/Legal Guardian Name: Relationship:
Please check your housing/living situation: Are you a veteran?
[] Living in my own home/apartment (own or rent) [_| Living with relatives/friends | [ ]Yes [ _|No
[ ] Experiencing Homelessness [ ] Shelter/Transitional housing

Do you have medical insurance? [_]Yes [_]No

Health Insurance Name:

(If you have insurance, we will bill your insurance and apply the discount to any balance due for co-pays and deductibles.)
Please mark the box for your total annual household income range next to the total number of people in your household:

B C D E
$26,495 - $31,920 [ $31,921 or more

A
[J0$0 - $15,960

1 (] $15,961-$21,227 [ $21,228-$26,494 []

2 [O$0 - $21,640 O $21,641-$28,782 [ $28,783-$35923 [ $35,924-$43,280 [] $43,281 or more
3 [J$0 - $27,320 [0 $27,321-$36,336 [] $36,337-$45,352 [] $45,353-$54,640 [] $54,641 or more
4 [J$0 - $33,000 [0 $33,001-$43,800 [ $43,891-$54,780 [] $54,781-$66,000 [] $66,001 or more
5 [J$0 - $38,680 [0 $38,681-$51,445 [ $51,446-%$64,209 [] $64,210-$77,360 [ $77,361 or more
6 [J$0 - $44,360 O] $44,361-$58,999 [1 $59,000-$73,638 [1 $73,639-$88,720 [] $88,721 or more
7 [J$0 - $50,040 [0 $50,041-$66,554 [] $66,555-$83,067 [] $83,068 -$100,080 []$100,081 or more
8 [J$0 - $55,720 O $55,721-$74,108 [ $74,109-$92,496 [] $92,497- $111,440 [ $111,441 or more

] More than 8 people in the household (RHG staff will assist with scale calculation).
[] I do not wish to disclose my household income.

Certification

By signing this | certify the following:
e Rural Health Group’s Sliding Fee Discount Program has been explained to me.
¢ | have been offered an opportunity to apply for the discount program.
o If lam ineligible for the program or do not wish to apply at this time, | understand that | can be reassessed for
the program if my income or household size changes or | decide to complete the application process by
providing my household size and proof of income.

/ /

Signature Date
(Patient or legal guardian/closest relative/authorized representative, if the patient cannot sign)

FOR OFFICE USE ONLY

Annual Income: $ Family Size
[IMeets guidelines for Scale [ JA [1B [C [ID [IDoes not meet guidelines (E)  [_]Did not disclose

Sliding Fee Application: [_] Conditionally Approved — 30 Day (Need POI) [_] Application offered, patient does not wish to
apply at this time

RHG Staff (Printed Name & Signature): Date:

Rev. January 2026





