
‭SLIDING FEE DISCOUNT PROGRAM APPLICATION‬

‭●‬ ‭A separate application is required for each member of the household who wants to participate in this‬
‭program, including minor children.‬

‭●‬ ‭You must complete the entire application.‬
‭●‬ ‭If you need assistance, please contact Patient Services by visiting our office location or calling‬

‭931-879-5864.‬

‭Name: ______________________________________________‬ ‭Date of Birth: ________________________‬

‭Mailing Address: _______________________________________________________________________________‬

‭Primary Phone Number: ________________________________  Cell Number: _____________________________‬

‭Do you have health insurance?: YES / NO   If Yes, please list ____________________________________________‬

‭Have you applied to Medicare/Medicaid within the last year? YES  /  NO‬
‭We recommend that all applicants apply to Medicare/Medicaid each year.‬

‭It is necessary for Primary Care of Jamestown, LLC to ask personal questions in order to determine if you are‬
‭eligible for this program. This information will be kept on file in strict confidence. You must verify your income‬
‭when you apply and once a year when your application is renewed. Copies of your yearly federal income tax return,‬
‭payroll check stubs covering the past month, Social Security benefit statements or other income sources are‬
‭required. We cannot use bank statements for this purpose. Your annual income and household size will be used to‬
‭determine your visit fee. I declare the above information is true and give Primary Care of Jamestown, LLC‬
‭permission to investigate any information in this application.‬

‭I understand that:‬
‭●‬ ‭My information will be held in strict confidence.‬
‭●‬ ‭If this information is found to be false, I will lose my eligibility for the program and be liable to repay any‬

‭benefit I have received.‬
‭●‬ ‭If my income or household size changes, I am required to notify the Patient Services as soon as possible,‬
‭●‬ ‭I have six weeks to return this application complete with proof of my annual income or this application will‬

‭expire.‬
‭●‬ ‭I may reapply to the program at any time, but reduced fees will apply only from the date of the new‬

‭application.‬
‭●‬ ‭If I am found to be eligible for reduced fees but failed to make required payments, my account may be sent‬

‭to a collection agency.‬

‭____________________________________________________‬ ‭____________________________‬
‭Patient Signature‬ ‭Date‬

‭____________________________________________________‬ ‭____________________________‬
‭Parent/ Legal Guardian Signature‬ ‭Date‬
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‭SLIDING FEE DISCOUNT PROGRAM APPLICATION CHECKLIST‬

‭●‬ ‭Complete signed application for each applicant, listing all household members and income sources‬
‭●‬ ‭Proof of income for each income source for each adult‬
‭●‬ ‭If you have very low or no income, you must complete the "Zero Income Worksheet” for each adult to be‬

‭considered for the program.‬
‭●‬ ‭Most recent federal tax return if you file taxes‬

‭HOUSEHOLD: Please list all names and date of births for all members of your household‬‭including yourself.‬
‭●‬ ‭If you file taxes‬‭your household is you, your spouse and any dependents you claimed on your taxes.‬
‭●‬ ‭If you are claimed as a dependent by someone else‬‭, your household is you, the person who claims you‬‭and‬

‭anyone else listed on their tax return.‬
‭●‬ ‭If you do not file taxes and are not claimed as a dependent by anyone else‬‭, your household is you‬‭and your‬

‭spouse and children if they live with you.‬

‭INCOME: You need to provide proof of income for each of the following sources of income for each member of‬
‭your household to see if you qualify. Please note that we cannot accept bank statements as proof of income.‬

‭If you have very low or no income, you must complete the Zero Income Worksheet.‬

‭Employed:‬‭Pay stubs for the last four weeks‬‭OR‬‭federal tax return‬

‭Self-employment and Rental Income:‬‭you must provide a copy of your most recent federal tax return‬

‭Current Benefit Statement for:‬
‭Unemployment | Social Security | TANF | Worker’s Compensation | Long or short term disability | Child‬
‭support/Alimony | Retirement pension and or annuity‬

‭First and Last Name‬ ‭Relation to you‬ ‭Date of Birth‬ ‭Gross Income before‬
‭taxes and deductions‬

‭Income Source with‬
‭documents attached‬

‭SELF‬ ‭$_______ per‬

‭$_______ per‬

‭$_______ per‬

‭$_______ per‬

‭$_______ per‬
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‭Zero Income Worksheet‬

‭Application for (‬‭person with NO income‬‭): __________________________________________‬

‭Date of Birth: ______________________________‬

‭I, ______________________ certify that I have not received any income since ___________.‬

‭Place(s) of last‬

‭employment:__________________________________________________________________.‬

‭______ I am a full-time student over the age of 18.‬

‭Housing‬

‭I live in:‬

‭________My own home/apartment‬ ‭Do you receive housing assistance?     Yes     No‬

‭________Someone else’s home/apartment‬ ‭Name of house/apartment owner:‬

‭___________________________‬

‭________Shelter/Transitional housing‬

‭Other:‬‭_______________________________________________________________________‬

‭Food‬

‭Do you receive Food Stamps? _____Yes (If Yes, you must attach a copy from DHHS.)‬

‭_______No‬

‭Transportation‬

‭_____I have my own vehicle‬

‭_____A friend or relative provides me with transportation‬

‭_____I use public transportation‬

‭Communication Expenses‬

‭Do you have a cell phone?     Yes     No‬

‭If Yes, who pays for your cell phone? ______________________________________________‬
‭Page 3‬

‭931-879-5864 (Clinic)‬ ‭Clinic Address:‬
‭931-879-0796 (Fax)‬ ‭101 S Duncan St | Suite C‬
‭www.jamestownmedical.com‬ ‭Jamestown, TN 38556‬



‭Page 4‬

‭931-879-5864 (Clinic)‬ ‭Clinic Address:‬
‭931-879-0796 (Fax)‬ ‭101 S Duncan St | Suite C‬
‭www.jamestownmedical.com‬ ‭Jamestown, TN 38556‬


