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Heartview Foundation

Sliding Fee Discount Application

It is the policy of Heartview Foundation, to provide essential services regardless of your ability to pay. Heartview is committed
to assisting you to meet the financial responsibility associated with SUD treatment. Heartview will help you explore all available
financial support/resources to cover your financial responsibility for treatment.

Discounts are offered based on family size and annual income. Please complete the following

information and return to the front desk to determine if you or members of your family are eligible for a discount.

The discount will apply to all services received at this clinic, but not those services or equipment that are purchased from outside,
including reference laboratory testing, drugs, and x-ray interpretation by a consulting radiologist, and other such services. This form
must be completed every 12 months or if your financial situation changes.

Patient lnformation:

Name Date of Birth:

Are you Employed? Yes fl No f] lf yes, list employer lf no, List last day worked

Mailing Address:

City: State: _ Zip:

Self: Spouse: Other: Total:

Total:

Annua! Household lncome:

Source: Gross woges, salories, tips, etc.
I ncome from business, selfem ployment,
ond
dependents
U ne m ploym e nt com pe nsotion,
wo rke rs' com pe nsotio n, Soci o I
Secu rity, Su pple m e ntal Secu rity
lncome, public ossistonce, veterons'
payments, survivor benefits, pension
or retirement income
lnterest, dividends, rents, royalties,
income from estates, trusts,
educotionol ossistonce, olimony, child
support, ossistance from outside the
household, o nd other miscellaneous
sources



List spouse and dependents under age 18:

Name: Date of Birth: Name: Date of Birth:
Spouse: Dependent:

Dependent: Dependent:

Dependent: Dependent:

Dependent Dependent:

NOTE: Copies of tax returns, pay stubs, or other information verifying income may be required before a
discount is approved.
I certify that the family size and income information shown above is correct.

Print Name:

Patient Signature Date

OFFICE USE ONLY

Patient Name

Approved Discount:

Approved by'

Date Approved,

Verifi cation Checklist:

Yes No
ldentification/Address: Driver's license, utility bill,
employment lD, or
other

lncome: Prior year tax return, three most recent pay
stubs,
or other
lnsurance: lnsurance Cards


