Bluestone Health Association, Inc.
SLIDING FEE DISCOUNT PROGRAM APPLICATION

Applicant Information

Applicant Name

Date of Birth

Home Address

Mailing Address (if different)

Phone Number

Email Address

Marital Status

Insurance (Yes/No)

Household Members

Name

Date of Birth

Relationship

Household Income

Household Member

Employer/Source Amount

Frequency

Income Verification

1 Recent pay stubs

OW-2 form

[J Social Security award letter

[ Veterans benefits documentation

[ Department of Human Services documentation

[ Verification of no income (if applicable)

Applicant Certification
| certify that the information provided is true and complete to the best of my knowledge.




Applicant Signature

Date

Staff Use Only

Sliding Fee Level

Approved By

Effective Date
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