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Healthcare for All People

INFORMATION REQUIRED TO APPLY FOR
SLIDING FEE SCALE PROGRAM

All applicants need to furnish the following documentation at the time of the appointment:

e 2 proofs of Indian River County residency — Current and 6 Months ago
e 1 photo ID or two forms of verified identification

e Verification of household income for the last 8 weeks

A proof of residency could be:
Utility bill*
Telephone bill*

Rent Receipt*

>

>

>

»  Taxbill
» Homestead exemption
» Driver’s license

>

Other documents acceptable
Per policy

P.O. BOXES CANNOT BE USED
AS PROOF OF RESIDENCY

If you would like to apply
for this program,
please call:

(772) 257-8224

Verification of household income must be:

For Working Applicants

1. Last 8 weeks check stubs from employer or statements from employer
indicating gross income.

2. For self-employed applicants, copy of prior year Income Tax Form 1040.

For Unemployed Applicants

1. A statement from the applicant explaining how you have been
living without any type of income.

2. Letters of Support. If you are receiving help from anyone, they
also need to furnish a photo ID and a statement indicating they
are helping you.

If you are collecting unemployment, then you need to furnish:

1. Copy of the check or a statement from the Unemployment Office.

For Disabled Applicants

1. A statement from the Disability Office indicating that you are
disabled.

2. Proof of the amount of your disability check.

If you have any questions,
please call 772-257-8224
and ask for the following extension(s):
Central Vero: Ext. 740
Oslo: Ext. 323
Fellsmere: Ext. 122

PLEASE PHONE AHEAD FOR AN APPOINTMENT

All residents of the Indian River County could be eligible for the Sliding Fee Scale Program regardless of age,
gender, race, or migratory status. Eligibility is based on household income and family size. Patients who have
Medicaid or are potentially eligible for Medicaid will not qualify for this program. The Sliding Fee Scale
Program is good only to cover charges from Treasure Coast Community Health; it does not cover outside

Services.
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Healthcare for All People

Patient Name

APPLICATION FOR
Financial Assistance

Application Date:

Marital Status: Single Married Widowed Divorced Separated

Guarantor Name

Mailing Address City , FL/ZIP

Street Address City , FL/ZIP

How Long a Resident of Indian River County Year(s) Month(s)

Home Phone Cell Phone Email Addr:

Family/Personal Information
Family Member Name Relationship Age D.O.B. u.S. Social Security # Medical
Include Maiden Name Citizen? Insurance?

Patient

Income & Employment Information

TOTAL Number of Family Members:

1

Patient

s/ Guar an Employer Name & Address

Monthly Income

Spouse Occupation Employer Name & Address

Monthly Income

Other Source of Income

Assets /| Financial Information

Real Estate located at:

Mortgage Holder

Monthly Income

Estimated Value Balance Owed Equity
Checking Account: S

Bank Account # Balance
Savings Account: S

Bank Account # Balance
Other Assets:  Yes No If yes, explain
Automobile 1: Year Make Model Balance Due
Automobile 2: Year Make Model Balance Due
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Indebtedness and Living Expenses

Food Stamps

Public Housing Assistance

O

O

this information in complete confidence.

Type of Expenses Monthly Payment

Mortgage or Rent

Balance Owed

Water

Electric

Phone

Cable

Car Payment

Car Insurance

Credit Cards

Personal Loans

Hospital & Doctor

Miscellaneous

Food

SUB TOTAL

NET INCOME

| certify that | am a resident of the Indian River County Hospital District for 6 months or more
and that the information given in this application is true and correct. If it is discovered that any
information is false, the application may be denied.

| certify that all information given in this application is true and correct. If it is discovered that
any information is false, the application may be denied.

I authorize TCCH to verify all information given. | understand that TCCH will make every effort to keep
I understand that in accordance with s. 817.50 providing false
information to defraud a health care provider for the purposes of obtaining goods or services is a

misdemeanor in the second degree.

I also understand that any insurance money or liability recovery which may be paid or due me at a later
date for these services must be paid to Treasure Coast Community Health. Failure to forward any third
party recovery amount to TCCH will result in rescission of the approval for Sliding Fee Scale Program.

Applicant Signature

Witness Signature/Date
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Healthcare for All People

SLIDING FEE SCALE PROGRAM

SELF DECLARATION OF INCOME

I, certify that I am self-employed or have
worked odd jobs for cash, for the last months/years.
My average monthly income is $ . I have no records nor have I filed

Income Taxes.

Generally, the type of work I do is . If you need to verify

this information you may contact the following person for a reference:

Name:

Address:
City:
Phone Number:

| certify that the information listed above is true and correct to the best of my knowledge, | understand that in
accordance with SECT.817.50, of the Florida State Statue, providing false information to defraud a health care
provider for the purpose of obtaining goods or services is a MISDEMEANOR in the second degree.

Applicantds Signature Date

Self-Declaration of Income-English

Page 4 of 4



