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(SLIDING FEE PROGRAM SELF-DECLARATION FORM: DARI)
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| am paid in cash. | do not get paychecks/pay stubs.
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| am unable to provide any proof of income because neither | nor any other member of my household
has any source of income.
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Patient/Legal Guardian Name (Print) Relationship to Patient of Individual Signing Form
(For example, patient, parent, guardian)
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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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