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Health Centers S 2 - Y

(SLIDING FEE DISCOUNT PROGRAM APPLICATION
( DARI)

Patient’s Name: R 4 al MRN: b 8, i | Today’s Date (month/da.y/year)
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Name ! Relationship Age | Income Amount | # Hours Worked (per | Pay Frequency
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Total Number of People in Your Household: Ladi 03 3l 31 80 a3

(Include yourself/spouse, children, and any taxable dependent relatives living with you)
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Date Patient/Legal Guardian Signature

VERIFICATION AND DETERMINATION (Office Use Only)

1. Household Income verified: O Yes O No (Patient will provide) O No (Self-Declaration Form)

2. If“No,” Date documents due: . Date documents provided: .

3. SFDP Level: O Slide A (= 100%) 3 Slide B (>100 - 125%) 3 Slide C (>125 - 150%)
0 Slide D (>150 - 175%) 3 Slide E (>175 - 200%) 3 Full Fee (> 200%)

4. SFDP Expires:

Verified by: Date:

Social Care Referral: O Yes O No Date:

Sliding Fee Program Application Form: Dari| April 2026



