
THREE RIVERS MEDICAL
Sliding Fee Scale Application

It is Three Rivers Medical’s policy to provide essential services regardless of the 
patient’s ability to pay.  Discounts are offered depending upon family income and size.  
Please complete the following information and return to the front desk to determine if you 
or members of your family are eligible for a discount.

Patient 
name:____________________________________________________________
 (last)    (first)    (middle initial)

M a i l i n g 
Address:__________________________________________________________
       (street or box #)   (city)  (state)  (zip)

Physical 
Address:_______________________________________________________________
  (street)     (city)  (state)  (zip)

Birthdate:_______________________________  Age:__________Sex:_____________
      (month, day, year)               (male or female)

Social Security #:____________________  Home Phone #:______________________
        (area code & number)

What is your occupation?
____________________________________________________________

Employer’s 
Name:_____________________________________Phone:______________________

Address:_______________________________________________________________
     (street or box #)   (city)   (state)   (zip)

Do you have any of the following?  Insurance _____ Medicare _____ Medicaid ______

Family Unit or Persons Living Together 
NAME I N S U R A N C E 

COVERAGE
SSN RELATIONSHIP 

TO PATIENT
DATE OF 

BIRTH
SEX



Income
Avg Hours 
Worked per 

Week

Per hour 
rate

Weekly rate Monthly Rate Yearly Rate

# 1 person 
from above

# 2 person 
from above
# 3 person 
from above
# 4 person 
from above
#5 person 
from above

Total Household Members:_________  Total Annual Income:$______________

VERIFICATION OF INCOME
(Use additional sheets if necessary)

Person # __ Person # __ Person # __ Total
IRS Tax Form

Total Gross Income
Wages & Salaries
Self Employment

Public Assistance, 
AFDC, other

Social Security 
Disability

Unemployment

Worker’s 
Compensation

Social Security 
Income



Person # __ Person # __ Person # __ Total

Veteran’s Benefits

Alimony

Retirement 
(pension)

Rent

Interest

Dividends

Other: Specify

Total Gross Income

Percent discount _______ Staff Signature ___________________Date _______


