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Sliding Scale Application 
 
Langley Health Services is a Federally Qualified Health Center. We are able to offer a discount on some 
services based on a household’s income and size. LHS uses the Federal Poverty Guidelines to determine your 
eligibility. Applications must be received within 30 days of the service date for discount to apply. Your 
household discount will be assessed every 12 months. You must reapply for the Sliding Fee discount and 
provide updated income documentation at this time. 
PLEASE NOTE: You may be responsible for the payment of some procedures, labs, and medications. 
 
If you wish to qualify for the sliding fee, you must show proof of income for all individuals living in your 
household. If you do not have any source of income, please speak with a financial counselor for Self‐
Declaration Form. Please note W‐2 Forms and 1099 Forms are not acceptable forms of proof of income. 
Examples of acceptable Financial Documentation: 

• Most recent complete income tax return (irs.gov). 
• Social Security, Disability, and/or VA benefit letter (S.S. # 1‐800‐772‐1213). 
• Proof Retirement/Pension Income or previous month pay statements from all sources. 
• Food Stamp letter showing amount awarded each month (myflorida.com/accessflorida). 
• TANF (Temporary Assistance for Needy Families) letter showing the award amount. 
• Court Order and/or Payment History for Child Support. 
• Employment verification form (must list 4 consecutive pay periods) 
• College Financial Statement 

Name Date of Birth Phone Number Household size 
(patient, spouse, and tax dependents) 

 
 

   

 
List name(s) and date(s) of birth of individuals living in household: 

Name Date of Birth Social Security Number 

   

   

   

 
DISCLAIMER: I hereby certify that the above information is, to the best of my knowledge, true and correct. I 
understand that I must re‐qualify every 12 months to maintain my eligibility and my sliding scale will be 
terminated if any information I provide is false. 

 
Signature of Patient or Guardian: ____________________________ Date: _____________________ 
 
Signature of LHS Witness:__________________________________ Date: _____________________ 

FOR INTERNAL USE ONLY 

Eligible for sliding fee discount category: __________                         ⃝ Proof of income verified 
Slide Expiration Date: _________________________                  ⃝ Patient does not qualify 
Verified by: _________________________________               ⃝ Patient refused to complete 
Date verified: _______________________________       
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Financial Verification/Documentation 

 
Date: _______________________     

Patient Name: _____________________________________    Patient Date of Birth: _________   

Patient Phone number: ______________________________   Patient Account #: ___________   

 

Income Documentation Pay Frequency 

Source of Income Amount ($) Weekly Bi-Weekly Monthly Annually 

Salaries/wages      

Social Security, Disability, 

VA Benefits 

     

Child Support / Alimony      

Workman's Compensation      

Unemployment Benefits      

Public Assistance      

Other Sources of Income      

Note: Documentation is required for each source of income listed above. 
 

 
For Internal Use Only 

 
Thank you for applying for our Sliding Scale. Based upon the financial documentation presented 
to us, you qualify for Slide Scale: _______.  This sliding scale discount expires on: _______. 
 
The Amount you Pay for our services: 
 

Office visit with provider:  

X-ray:  

Dental visits (not all services 
are eligible for sliding scale): 

 

 
Laboratory Fees are billed separately for all results. 
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Employment Verification 

 
Today’s Date: _________________  

Employee’s Name: ______________________________ 

Company Name: ________________________________ Company Phone #: _____________    

Company Address: ______________________________________________________________    

The employee named above, or his/her family member, has applied for discounted fees for 
medical and/or dental services at our center and we are required to request this information to 
determine their eligibility for discounted medical services. 
 
I authorize my employer to release my employment information as requested below. 
 
Employee Signature: _____________________________ Date: ________________________   
 

 
This section to be completed by Employer. 

 
Job Title: ______________________________     
 
Employment Status (Circle One): Full-time Part-Time Temporary 
 
Paid (Circle One): Weekly Daily Bi-weekly Other (Describe)    
 
Does employee have group health insurance coverage? Yes No 

• If answer is yes, name of insurance: ________________________________________  
• If answer is yes, does employee have dependent coverage (Circle One)?     Yes         No 

 
Record of Pay Received: 

Payroll Received Gross Earnings Hours Worked Net Pay 

    

    

    

    

 
Name and Title of Person Completing Form: ______________________ Date: _____________ 
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Self‐Declaration Form and Letter of Support 
 

Today’s Date: _________________  

Patient Name: _________________________________ Patient Date of Birth: ____________  

Patient Phone number: __________________________    

Guarantor Name:  ______________________ 

  I am the legal guardian / parent of the patient.  
 

I declare that my household income is $____________ per ___________ (period) and I certify 

that a total number of __________ people live in my household. 

 

 
Statement of Support Section ‐ Completed by Individual Supporting Patient (Optional) 

To Whom It May Concern: 
 
I, ___________________________, help support __________________________ and I 
contribute the following amounts towards contribute this amount per item each month: 
 
 

Item Amount 

Food $ 

Housing $ 

Utilities $ 

Transportation $ 

Personal Items $ 

 
 
Printed Name of Supporter: ___________________________________ Date: _____________ 
 
Signature of Supporter: ______________________________________ 
 
The provision of false information by an applicant may result in dismissal from the sliding scale 
discount program. I hereby certify that the information provided above is true and correct to 
the best of my knowledge and understand this information will be used to determine eligibility 
for the sliding fee discount program. 
 
Signature: _________________________________________________ Date: _____________    
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Hardship Exemption 
 
Langley Health Services offers a hardship exemption to patients who qualify and who have no 
medical and/or dental insurance. If you would like to apply for the hardship exemption, you 
must bring in Financial Documentation and proof of hardship for everyone in your home or 
dwelling. 
 
The qualifying exemption categories will include, but are not limited to: 

• Homelessness 
• Facing eviction or foreclosure on your home 
• Experienced domestic violence 
• Experienced the death of a directly related family member (i.e. spouse, child, mother, 

father) 
• Experienced a natural disaster such as a fire, flood, or other natural or human‐caused 

disaster. 
• Filed bankruptcy 

 
Financial Counselor Comment:   ___________________________________________________ 
 
_____________________________________________________________________________ 
 

 
 
Today’s Date: _________________    
 
To Whom It May Concern: 
 
I, _____________________________ (Patient Name), _______________ (Account Number) 
would like to apply for hardship exemption consideration for services provided by Langley 
Health Services due to a hardship exemption _______________________________________ 
(list reason(s)). 
 
I understand I may be required to provide financial proof and hardship documentation before 
review for hardship exemption can be granted. 
 
Applicant signature: ________________________________________ Date: _____________ 
 
Approved: ⃝ Denied: ⃝ 
 
CEO Signature: _________________________________ Date: _____________*Please 
provide copy of this form to billing@telmedical.com to ensure appropriate billing. 

mailto:billing@telmedical.com
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