	Name:

DOB:               

                               (AFFIX LABEL HERE)
                       
	Add Health Department address and phone info here


Socio-Economic Income Statement
Circle Correct Answers:

Resident of North Carolina
Yes

No

Medicaid Eligible

Yes

No

Insurance


Yes

No

Self-pay



Yes

No

No-pay



Yes

No

___________
Gross annual income of economic unit

___________
Total number in household supported by income above 

Sliding Fee Scale Percentage: __________%

Gross income is defined as salary, wages, overtime pay, earnings from self-employment, investment income (stocks, bonds, savings account interest, rentals, etc.), public assistance monies, unemployment compensation, alimony and child support payments, military allotments, Social Security benefits, Veterans Administration benefits, retirement and pension, Workers Compensation, regular contributions from individuals not living in the household, Supplementary Security Income (SSI) benefits, prize winnings, lawn maintenance as a business and house cleaning as a business.

Economic unit includes persons living in the household, related or non-related, who share their production of income and consumption of goods.

Verification of income is required as noted in the ________________________ Health Dept. (______________) Eligibility & Fee Policy.  
Patients who do not provide proof of income at time of registration will be charged 100% of our current fees for services provided.    Patients will have 7 calendar days to return to the ______________ with proof of income in order for the sliding fee scale to apply.  If proof of income has not been provided within the 7-calendar day period, charges will remain at the full 100% of our current fees.  Patients who prefer not to provide proof of income will be charged 100% of our current fees.  Payment is due the day services are rendered.
Upon penalties prescribed by law, I hereby affirm that to the best of my knowledge and belief, this income statement is true and correct.  

· I prefer not to provide ______________ with proof of income; therefore, I understand that I am fully obligated for payment of fees for services provided at 100% of ______________’s standard fees.
· Confidential Contact or Emancipated Minor – considered family of one and based on minor’s income only

· Declaration of “no income” -   reasonable answers for living expenses provided – all programs.  
· Proof of income has been provided as required    
· Proof of income will be provided within 7 calendar days of signature date below.  I understand if proof of income is not provided   within the 7-calendar day period, charges will remain at 100% of current fees.
· Proof of income has been provided for date of service:  _________________         Within 7 calendar days:     Yes     No 

· I have health insurance but prefer that it not be filed for this visit.  I understand that I will be responsible for payment of fees based on income eligibility under the Sliding Fee Scale.
I, the undersigned, verify the above information is true to the best of my knowledge and I understand payment is expected at the time of service for all services rendered.
_____________________________​​​_____/___________​​​​​​​___
                   ________________________________________________

Signature of Patient/Parent/Authorized Representative/Date


                   Relationship of Authorized Representative 
_________________________________/_______________

Signature of Witness/Date                      
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