
Sliding Fee Discount Program Instructions 

The Sliding Fee Scale Program will be provided to eligible patients based on their ability to pay.  Ability 
to pay is determined by the household size and the annual household gross income.  The Sliding Fee 
Rate Schedule is based on the most recently published Federal Poverty Guidelines, issued annually 
by the U.S. Department of Health and Human Services. 
For purposes of the Sliding Fee Discount Program, the term “household” is defined as any persons, 
related or unrelated, living in the same dwelling who share household expenses.  This definition 
includes unrelated roommates (non-college) who share the cost of rent, utilities, food, or household 
supplies.  Individuals who reside in a boarding house, residence hall, or other dwelling where household 
expenses are completely independent are not considered a household. If applicant is a single parent 
household and claiming dependent children in household, applicant must give proof of child support or 
reason why they don’t receive child support for your children.  Please indicate under the special 
consideration section below. 

Definition of gross household Income is the total annual cash receipts before taxes from all sources 
including salaries, public assistance, unemployment, retirement payments, Social Security, child 
support, etc.: but excluding gifts, receipts from sale of property, or non-cash benefits such as Medicaid, 
food stamps, public housing, etc. (Dept. of Health and Human Services). 

Income from children over the age of 19 and still living at home must be included in total 
family income. 

You should provide as many of the documents listed below as possible for each person in the 
household that contributes to the household expenses.   

• Most recent Federal 1040 Income Tax Return (W-2’s not accepted)

• Most recent two pay stubs (or any other form of paycheck verification)

• Bank Statements- one month’s worth

• Social Security Award Letter for the Current Year

• Disability Income

• Unemployment Benefit Determination Statement

• Child Support Income

• Alimony Income

• Retirement Payment(s) Documentation

• Monthly Pension Statement or Most Recent 1099

• Worker’s Compensation Checks

• Student Loan Income Award Letter/Stipend/Award Letter (for students)

• Rental and Land Contract Income

• Cash Payment for Services Rendered (when a 1099 is not issued)

If you do not have any income, or are homeless, include a letter from the person who supports  you 
with the application. If you do not have a support person, contact the Billing Office (330-797-0070) to 
complete the application. 



 
 
 
Regarding Approval:  
If approved, you will be asked to re-verify your household size and gross income on an annual basis 
to continue to receive the sliding fee scale.  You are also obligated to contact Meridian Healthcare’s 
Billing Office if your income or household status changes. 
 
If you do not bring appropriate documentation, you may “self-declare” your income for one initial visit.  
Self-declaration is only acceptable for an initial visit.  You will be charged for the initial visit according 
to your reported income.  If you self-declare, you will need to complete the sliding fee discount 
application before your next visit or within 30 days, whichever is sooner.  Final eligibility will be applied 
to future visits unless your circumstances change.   
 
Anyone who is unwilling to provide proper documentation may not be eligible to participate in the Sliding 
Fee Discount Program and will be required to pay 100% of charges.    
 
All uninsured applicants will be assisted in applying for publicly available insurances, such as Medicaid. 
Failure or refusal to complete the application process will result in a redetermination of eligibility in the 
Sliding Fee Discount Program. 
Regarding Payment, if approved: 
You will have to make the discounted payment at time of service.  It is expected that you will make 
continuous efforts to pay any balances. You will be billed in a manner consistent with payment and 
collection policies similar to other businesses.  You will be billed monthly, and accounts are expected 
to be kept current.  After 90 days of account inactivity, you will be contacted regarding your 
outstanding balance. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

Sliding Fee Discount Application 
 
It is the policy of Meridian Healthcare to provide essential services regardless of the patient’s ability to pay. 
Discounts are offered based on family size and annual income. Please complete the following information and 
return it to the front desk to determine if you or members of your family are eligible for a discount. 
 
The discount will apply to services received at this facility, but not those services or equipment that are purchased 
from outside, including reference laboratory testing, drugs, and x-ray interpretation by a consulting radiologist 
and other such services. This form must be completed every 12 months or if your financial situation changes. 

 
Name of Head of Household Place of Employment 

Street City 

State Zip Phone 

 
Please list spouse and any dependents under age 18: 
Name Date of Birth Name Date of Birth 

Self  Dependent  

Spouse  Dependent  

Dependent  Dependent  

 
Annual Household Income: 
Source Self Spouse Other Total 

Gross wages, salaries, tips, etc.     

Income from business, self-employment, and dependents     

Unemployment compensation, worker’s compensation, 
Social Security, Supplemental Security Income, public 
assistance, veterans’ payments, survivor benefits, pension 
or retirement income 

    

Interest, dividends, rents, royalties, income from estates, 
trusts, educational assistance, alimony, child support 
assistance from outside of the household, and other 
miscellaneous sources 

    

Total Income     
*NOTE: Copies of tax returns, pay stubs, or other information verifying income my be required before a discount is approved. 



 
 

Self‐Declaration/Social Declaration  
Source of Income (state name of employer or other income source):  

Gross Monthly Earnings for 
Household (before taxes): 

$ 
How often do you receive your income? 

 Daily   Weekly   Bi-Weekly   Bi-Monthly   Monthly 

Has your housing changed 
dramatically in the past year? 

 Yes 
 No 

If so, how? 

 
Affidavit 
By signing below, I attest that, as of the date of my signature, the income sources listed constitute all 
of my household income, and that the household members listed are all solely dependent on that 

income, or that the explanation provided to verify my income level is truthful and correct.   
 
     

Name (Print)  Signature  Date 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 

OFFICE USE ONLY 
 

Patient Name:  Approved Discount:  

Approved By:  Date Approved:  

 

Verification Checklist 
 Yes No 

Identification/Address: Driver’s license, utility bill, employment ID, or other   

Income: Prior year’s tax return, three most recent pay stubs, or other   

Insurance: Insurance Cards   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



A B C D N/A

0 - 100% > 100 - 150% > 150 - 175% > 175 - 200% > 200% 
  Fee per family

member, per visit Nominal Fee  $10 Patient Pays $15 Patient Pays $20 Patient Pays $25 100% of Charges

Family Size Income less than Income less than Income less than Income less than Income less than or 
equal to Income more than

Annual(up to)  $                  15,650.00  $                23,475.00  $            27,387.50  $               31,300.00  $        31,300.00 
 $                    1,304.17  $                  1,956.25  $              2,282.29  $                 2,608.33  $          2,608.33 
 $                       300.96  $                     451.44  $                 526.68  $                    601.92  $             601.92 

Annual(up to)  $                  21,150.00  $                31,725.00  $            37,012.50  $               42,300.00  $        42,300.00 
 $                    1,762.50  $                  2,643.75  $              3,084.38  $                 3,525.00  $          3,525.00 
 $                       406.73  $                     610.10  $                 711.78  $                    813.46  $             813.46 

Annual(up to)  $                  26,650.00  $                39,975.00  $            46,637.50  $               53,300.00  $        53,300.00 
 $                    2,220.83  $                  3,331.25  $              3,886.46  $                 4,441.67  $          4,441.67 
 $                       512.50  $                     768.75  $                 896.88  $                 1,025.00  $          1,025.00 

Annual(up to)  $                  32,150.00  $                48,225.00  $            56,262.50  $               64,300.00  $        64,300.00 
 $                    2,679.17  $                  4,018.75  $              4,688.54  $                 5,358.33  $          5,358.33 
 $                       618.27  $                     927.40  $              1,081.97  $                 1,236.54  $          1,236.54 

Annual(up to)  $                  37,650.00  $                56,475.00  $            65,887.50  $               75,300.00  $        75,300.00 
 $                    3,137.50  $                  4,706.25  $              5,490.63  $                 6,275.00  $          6,275.00 
 $                       724.04  $                  1,086.06  $              1,267.07  $                 1,448.08  $          1,448.08 

Annual(up to)  $                  43,150.00  $                64,725.00  $            75,512.50  $               86,300.00  $        86,300.00 
 $                    3,595.83  $                  5,393.75  $              6,292.71  $                 7,191.67  $          7,191.67 
 $                       829.81  $                  1,244.71  $              1,452.16  $                 1,659.62  $          1,659.62 

Annual(up to)  $                  48,650.00  $                72,975.00  $            85,137.50  $               97,300.00  $        97,300.00 
 $                    4,054.17  $                  6,081.25  $              7,094.79  $                 8,108.33  $          8,108.33 
 $                       935.58  $                  1,403.37  $              1,637.26  $                 1,871.15  $          1,871.15 

Annual(up to)  $                  54,150.00  $                81,225.00  $            94,762.50  $             108,300.00  $      108,300.00 
 $                    4,512.50  $                       61.00  $              7,896.88  $                 9,025.00  $          9,025.00 
 $                    1,041.35  $                  1,562.02  $              1,822.36  $                 2,082.69  $          2,082.69 

Annual(up to)  $                    5,500.00  $                  8,250.00  $              9,625.00  $               11,000.00  $        11,000.00 
 $                       458.33  $                     687.50  $                 802.08  $                    916.67  $             916.67 
 $                       105.77  $                     158.65  $                 185.10  $                    211.54  $             211.54 

8 Monthly
Weekly

Each Additional Person Monthly
Weekly

5 Monthly
Weekly

6 Monthly
Weekly

7 Monthly
Weekly

2 Monthly
Weekly

3 Monthly
Weekly

4 Monthly
Weekly
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