
 

2026 SLIDING FEE/FINANCIAL ASSISTANCE APPLICATION  

DISCOUNT SCHEDULE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Based on the 2026 Federal Poverty Guidelines for the 48 contiguous states and the district of Columbia. 



 
 

Sliding Fee Scale Intake Form 
(Application must be complete & current income information attached for consideration) 

 
Patient Name_____________________________ Birth Date_________________ Sex      M      F 
 
Mailing Address__________________________ City___________________ State_____   Zip__________ 
 
Phone _______________________                                        
 
Are you eligible for Medicaid (Optional)?   Y    N   Don't know     
Are you eligible for Nevada Check-up (Optional)?  Y    N    Don't know 

 
Responsible Party ______________________________  Single   Married   Divorced  Separated (Optional) 
 
Spouse/Significant Other____________________________________ 
 
Mailing Address (if different from above) _________________________________ 
 
City_______________________ State _______   Zip ____________ 
 
Employer_____________________________  Employer Phone__________________________ 
 
Number of adults living at home ______   Number of dependent children living at home _____ 
 
Income $________ weekly/bi-weekly/monthly/yearly (Current income information for entire household 
must be attached). 
 

INCOME INCLUDES: WAGES, CHILD SUPPORT, ALIMONY, UNEMPLOYMENT 
BENEFITS, SOCIAL SECURITY BENEFITS, AND/OR DISABILITY BENEFITS. 
 
I authorize this office to obtain such information as may be required concerning statements made in this 
application. I/We certify that all statements in this application are true and complete, and request financial 
assistance from this office.  If I/We give any false or misleading information, or if I do not follow the 
required guidelines, I understand that I will no longer be eligible for the Sliding Fee Program.  
 I authorize the members of this office to perform any and all treatment deemed necessary for the above 
named patient. I have read and understand the attached information sheet, and agree to the expectations 
and requirements of the program. This consent shall remain in effect until canceled by the patient or 
responsible party.  
 
Patient/Parent/Guardian___________________________________________Date___________________  
 
Witness_________________________________________________________ Date___________________ 


