[ ] o [
P 1123 Application for Sliding-Fee Discount

Community Homeless Healthcare Program
Health Centers

Phone: (802) 264-8124 Fax: (802) 540-0165 www.chcb.org patientsupport@chcb.org

1. Applicant

Name (Last) (First) (Middle Initial)
Street Address City State Zip
Home Phone Date of Birth Social Security Number

Single Married Divorced Separated Widowed

2. Tax Household Members (Who would be listed on your tax return documents. Please include all household members on one form.)
Name Relationship on Taxes CHC Patient? (Y/N) Birth Date Social Security #

o M W NP

3. Are you a College/University student? Yes No

(If “Yes”you will need to supply a copy of your Free Application for Federal Student Aid [FAFSA] to apply.)
Can you be claimed as dependent on someone else’s tax return? I:l Yes No

(If yes, additional proof of income will be required)

3a) Are you experiencing homelessness? Yes No (If yes, please check appropriate box below)

3b)|:|Douinng up or living with others Shelter Street Transitional Housing

3c) Where and how long will you be staying there?

3e) Are you aware of community services for those experiencing homelessness in our community?DYes[lNo

4. Total Taxable Household Income
(Tax filers and all dependents)

Total Household Members Wages/Salary $ per =$
From Sections 1 & 2 Self-employment $ per =$
Unearned $ per =$

Total Annual Gross Income $

5. Self-Declaration of Income

D Self-Declaration: | declare that | have been working and receiving payments in_cash in the amount of
1. $ per |:|Week []Month |:|Year

| have no pay stubs or other documentation to prove my earnings.

|:|_|Self —Declaration: | declare that | have no employment and do not have income of any kind. If you choose this option,
please explain how you pay for basic expenses including housing, food and utilities:



http://www.chcb.org/
mailto:patientsupport@chcb.org

6. Insurance
Do you or your spouse have dental insurance coverage? |:| Yes |:| No Insurance Company:

Do you or your spouse have health insurance benefits? |:| Yes |:|No Insurance Company:

If yes, is it a Vermont Health Connect Policy? |:|Yes |:| No
|:| Insured - Insurance Provider:
|:| No medical or dental insurance coverage

|:| Filled out State Insurance Application (Green Mountain Care [GMC])
|:|Application pending/Called GMC with patient to check application status

7. Do you have a medical and dental provider?
[ ]ves, Medical Provider Name:
|:|No health care coverage.
|:|Yes, Dental Provider Name:
[ ]No dental coverage.

Are you interested in receiving information about any of the following community services?
|:|Medical
|:|Dental

|:|Counseling |:|Food Shelf |:|Housing
Would you like us to connect you with these services today? |:|Yes |:| No

8. Signature

By signing below, | give permission to the Community Health Centers of Burlington, Inc. (CHC) to share this document and any
attachments thereto with University of Vermont Medical Center (UVMMC) for the purposes of enrollment in its sliding fee schedule.
I understand this sharing of information may decrease any out-of-pocket cost to me for services ordered at CHC but performed at
UVMMC (e.g., laboratory testing). | also understand that | may revoke this permission if CHC has not yet acted in reliance on it by
writing ‘do not share with UVYMMC next to my signature below and that signing this document is not a condition of receiving
treatment at CHC or UVYMMC.

To the best of my knowledge, the above information is true and correct. | agree to inform the Health Center of any changes in
my employment, financial status or housing. If the above information proves to be incorrect, | understand that the discount
provided to me will be terminated. (I also give permission for the health Center staff to contact my employer or any other
source to verify income.)

Patients are expected to provide accurate information about their medical coverage and financial information. Intention-al
omission or falsification of identity, financial, or demographic information is fraud and may result in dismissal from the
practice for up to one year. In the event of falsification, the patient will be responsible for the full payment.

Signature of Applicant Date

FOR OFFICE USE ONLY

Auth. Initials Slide Level Approval/Denial Date Renewal Date

Please return this form with one of the following forms of income verification to
patientsupport@chcb.org:

2 consecutive paystubs from the last 30 days

Social Security, disability or pension benefitsstatements

IRS Form W2 or 1099

FAFSA form (if you are a student, you will also need to provide this document)

Most recently filed tax return (form 1040) Revised 06/21/23.
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k’.\"i""*i Pon xin Giam Gja theo Thang Dich vu
Community Chwong trinh Y té cho Ngw¢'i v gia cw

Health Centers
' ' bién thoai: (802) 264-8124  Fax: (802) 540-0165 www.chcb.org patientsupport@chcb.org

1. Ngwe&i nop don

Tén (Ho) (Tén) (Tén Dam)
Dia chi Budng phd Thanh phé Tiéu bang Ma Zip
Pién thoai Nha Ngay Sinh S6 An sinh Xa hdi

Déc than D4 két hon Palydi Pa ly than Goa

2. Thanh vién trong Hé gia dinh Khai Thué (Nhiing nguoi sé duoc liét ké trén to khai hoan thué cia quy vi). Vui long ghi tat ca thanh vién
trong gia dinh trén mét to khai.)
Tén Méi quan hé dé Khai thué Bénh nhan CHC? (C6/Khong) Ngay Sinh S6 An sinh Xa hoi

o M 0 D=

3. Quy vi c6 phai la sinh vién DPai hoc/Cao dang khéng? []1C6 []Khéng ( cung cap mdt ban sao Pon xin Lién

bang Hb tro' Sinh vién [FAFSA] dé dang ky.)
Quy vi c6 khd nang dwoc coi la nguwoi phu thudc trong t& khaij
(Néu cé thi phéi c6 thém bang ching bé sung vé thu nhap)

& clia ngudi khac khong? [ Co [1Khéng

3a) Quy vi co6 dang trong tinh trang vo gia cw khong Zdel. CO ong (Néu cé thi vui Iong dénh vao 6 thich hop bén dudi )

3b) [] O ghép hodc sbng v&i ngudi khac [ OPuwéng phd [ Nha trung chuyén

3c) Quy vi sé & dau va & do bao lau?

3e) Quy vi c6 biét vé cac dich vu coglf

4. Téng Thu nhéap Hé gia dink
(Nguoi khai thué va tat ca ngt

Téng s6 Thanh vién Gia dinh Lwong/Tién cong $ / =$
T Muc 1 &2 Tw kinh doanh $ / =$
Thu nhap ngoailwong $  / =$

Téng Thu nhap Hang nam $

5. Tw Ké khai Thu nhap

[J Tw Ké khai:  T6i khang dinh Ia t6i dang lam viéc va nhan thanh toan bang tién mat Ia
1. $ / [JTuan []Thang [J]Nam

Téi khong ¢ cubng phiéu lwong hodc chirng tir ndo khac dé chirng minh thu nhap ctia minh.

[] Tw Ké khai: T6i khang dinh 1a t6i khong c6 viéc 1am va khong co6 thu nhap dwdi bét ky hinh thirc nao. (Néu chon phan nay
thi vui long giai thich cach quy vi thanh toan cac chi phi co’ ban, bao gom nha &, thwc pham va tién ich.)
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5. Bao hiém
Quy vi ho&c vo/chdng cla quy Vi co bao hiém nha khoa khéng?
[JC6 [JKhéng Cdng ty Bao hiem:
Quy vi hodc vo/chdng cla quy vi co quyén lgi bao hiém y té khong?
[]C6 []JKhdéng Céng ty Bao hiém:
Néu c6 thi cé phai la Vermont Health Connect Policy (Hop ddng Bao hiém Vermont Health Connect) khong? []C6 [ ] Khéng

[]Cé bao hiém - Cong ty Bao hiém:

[] Khéng c6 Bao hiém y t& hodc nha khoa

[]Pa dién Bon xin Bao hiém cua Tiéu bang (Green Mountain Care [GMC])
[]Bon dang chd xét/Da goi GMC véi bénh nhan dé kiém tra trang thai ciia don

Quy vi co bac si y khoa va nha khoa khéng?
[]Co6 Tén Bac sTY khoa:
[1Khéng c6 Béo hiém y té hodc nha khoa.
[] Cé, Tén Bac si Nha khoa:
[]1Khéng c6 Bac si Nha khoa

Quy vi cé mudn nhan théng tin vé bat ky dich vu cong dong nao sau day khong?
[]Y khoa

[[]Nha khoa

[]Tw van []Ké Cung cép Thuwc phdm [JNha &

Quy vi c6 mudn chung téi gi¢i thiéu cac dich vu nay cho quy vi ngay h ng?[1C6 [1Khdng

6. Chir ky

Khi ky tén bén dwi, t6i cho phép Trung tdm Strc khde Con
kém theo vé&i Dai hoc Trung tam Y t& Vermont (UVMMC
Téi hiéu rang viéc chia sé thong tin nay cé thé lam gia
dwoc thye hién tai UVMMC (vi du nhw xét nghiém)
viéc d6 bang cach viét lai cau ‘khéng chia sé thon

g.ddng cla ngton, Inc. (CHC) chia sé tai liéu nay va cac tai liéu

ng ky vao ké hoach gidm gia theo thang dich vu cta ho.

i tw trd dbi véi cac dich vu dwoc chi dinh & CHC nhung lai
ang toi c6 thé rat lai sw cho phép nay néu CHC chwa thwe hién

hi’éu rang t6i sé khong dwoc gia ; ing cho phép nhan vién cta Trung tam y té lién lac vé&i céng ty cua toi hodc
bat ky ngudn nao khac dé xac

Bénh nhén phai cung cap théng ti inh xac vé bao hiém y té va théng tin tai chinh cta ho. Viéc cé tinh khai gian hoic bé
sot thong tin veé nhan dién, tai chinh f6ac nhan khéq hoc déu bi coi la gian 1an va quy vi cé thé bi cAm tham gia chwong
trinh 1én dén moét nam. Trong trwéng hop c6 gian doi, bénh nhan sé phai chju toan bd thanh toan.

Chir ky caa Ngwei nép don Ngay

CHI DANH CHO van phong CHC ) )
Xac thuwe. Tén viét tat Mtrc Thang Ngay Chap thuan/Twr choi Ngay Gia han

Vui long guwri lai mau don nay cling v&i mét trong nhirvng mau xac minh thu nhap sau
den patientsupport@chcb.org:

e 2 cubng phiéu trd lwong lién tiép ttr 30 ngay gan nhét

e Bang ké phuc loi An sinh Xa hoi, khuyét tat hodc hwu bong.

e Mau IRS W2 hoac 1099

e Don FAFSA (néu la sinh vién thi phai mang theo tai liéu nay)

e T& khai hoan thué da nép mai nhat (mau 1040) Stra déi 06/06/23.
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