Health Centers ®OPMA QAMOHEK”APAUMM
' NMPOIrPAMMBbI CKOJIb3ALWWEW LWKATbI OMJATDI

(SLIDING FEE PROGRAM SELF-DECLARATION FORM: RUSSIAN)

Amsa naymeHTa (Patient’s Name): MRN: Hata Bu3uTa (mecsau/yuncno/roa)
(Today’s Date):

Ecnu y Bac HeT cdomHaHCOBOW NOAOEPXKKM UMK [OKYMEHTOB, NOATBEPXXAaOLWMX Balll 4OX0[, Bbl MOXeTe COOBLMUTL HaMm 06
3TOM, 3arMorHMB AaHHY0 DopMYy.

Y106l CaMOCTOATENBLHO NOATBEPAUTL CBOM A0X0A, Bbibepute 1 13 cnegyolmnx BapnaHToB 1 NOCTaBLTE NOANUCH BHUSY.
A noaTeBepxkaato, UTO Y MEHs1 HET Apyroro cnocoba NoaTBepAnTb CBOM J0X04. 3TO NPOUCXOAUT NOTOMY, YTO:

O A nony4ato 3apnnaty Hanu4HbIMK. A He nony4alo Yekos/kopeLukoB o 3apnnarte. (I am paid in cash. | do not
get paychecks/pay stubs.)

O A He mory NpegocTaBUTb HUKaKMX AOKa3aTenbCTB 4OX0Aa, MOCKOMbKY HU Y MEHSI, HU Y APYrMX YNIEHOB MOEMN
CeMbM HET HUKaKNX UCTOYHUKOB foxoaa. (I am unable to provide any proof of income because neither | nor any
other member of my household has any source of income.)

A nogTBepkaato, YTO Y MeHst HeT Apyroro criocoba noATBepAuTb CBOW Aoxod. S noaTeBepkaalo, YTO BbllleykasaHHas
nHdopMaLMA ABNAETCA NPaBAMBON U NPaBUIBHOW, HACKOMBKO MHE M3BECTHO. S MOHUMAlD, YTO ecnn NpeaocTaBneHHas
MHO MHCOPMALIUSA OKaXETCA NOXHON, MHe ByaeT oTkasaHo B (PMHAHCOBOM MOMOLLM, U 8 ByaQy HECTM OTBETCTBEHHOCTL 33
npeaocTasneHHbIe YCnyry 1 AoMmKeH Gyay Ux onnatuts.

MUmsa naumeHTa/onekyHa (ne4aTHbIMU GykBamum) OTHolweHue nuua, nognucbiBaloLwero gopmy, K
Patient/Legal Guardian Name (Print) nauueHT (Hanpumep, nauMeHT, poanTenb, OMeKyH)
(Relationship to Patient of Individual Signing Form)

Mognuck nauneHTa/onekyHa Dara (Date)
(Patient/Legal Guardian Signature)

VERIFICATION AND DETERMINATION (Office Use Only)
| certify that | asked the applicant/recipient about all the sources of income received by the household and, before

using this form, used my best efforts to obtain other possible sources of documentation. The information reported on
this form was provided solely by the applicant/recipient and reflects the income the applicant reported to me.

Employee’s Signature: Date:
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