Ilanka Community Health Center - Sliding Fee Discount Application

May magagamit na mga serbisyo sa pagsasalin. Kung kailangan mo ng tulong sa pagbabasa o pag
kumpleto ng mga documentong ito maaring markahan ang kahon. [_]

Sercicios de traduccion disponibles.
Si necesita avuda para leer o cmpletar este formulario. maraue la casilla. [_]

As a Community Health Center, we offer a sliding fee discount for services performed at our Clinic.
Discounts are available based on income and family size regardless of insurance coverage.

Patient or Responsible Party Section

Full Name: Date of Birth: / /
Mailing Address: City: State/Zip:
Permanent Address: City: State/Zip:
Social Security Number: Home Phone: Work Phone:

Do you have Medicaid? = Yes  No

If you have Medicaid, it auto qualifies you for Tier 3 and providing proof of income is not required. However,
patients are encouraged to provide income verification to see if they qualify for a greater discount.

Please list all insurance or other coverage information:

Household Members & Income:
Disclosure and verification of ALL annual income is required. Income includes, but is not limited to,
wages, social security, unemployment benefits, retirement benefits and self-employment net income. (Exempt
Income: Alaska PFD and income from children under the age of 18) See reference sheet provided.

Full Name: Date of Birth | Relationship IRS Employer Gross Income

Dependent?

S~ Y~~~ [~~~
S~ S~ Y~~~ ~| >~

/]

For additional members please continue the list on a separate piece of paper.

If you have no income, how are you paying for housing, food, clothes, and other essentials?




Discount Table

Category Nominal Fee Tier 1 Tier 2 Tier 3 >200
Clinical Services $10 $50 $75 $100 No discount, regular
Behavioral Health $10 $50 $75 $100 charges apply based
Eye Exams* $10 $50 $75 $100 on type of visit.
Teeth Cleanings** $10 $50 $75 $100
Ultrasound $30 $50 $75 $100
In House Labs $0 $5 $10 $15
In House Medications $0 $2 $4 $6

* Discounts apply toward Eye Exams for glasses. Contact lens exams, eyeglasses, contact lens, or other supplies are not covered.
** Discounts apply towards Teeth Cleaning services. Additional services or supplies are not covered.

One Time Discount with Income Estimate:

Your first visit is eligible for discounts based on the information provided on the “Household
Members & Income” section. For this application to be complete, all proof of income has to
be returned to Ilanka Clinic within 7 Business Days.

You will receive written notification of eligibility after application has been fully processed.

Certification Statement

I certify that the information I provided is true and correct to the best of my knowledge. I further
understand if any information is found to be inaccurate, I may be denied a discount and/or subject to
legal action for knowingly providing false information.

I agree that ICHC may contact each employer of all persons I have listed as living in my household to
verify income.

I agree to notify ICHC of all changes in income, address, living arrangements, number of household
members, and/or other circumstances within 30 days of a change.

I authorize all government agencies, employers, and any companies or agencies or person listed herein
to provide information about me to ICHC. I also authorize ICHC to disclose this information to other
healthcare providers as necessary to qualify me for affiliated discount programs.

I understand that the information given about me will be kept confidential except for the purpose noted
above and will not be released without written permission. I also understand that if I do not agree with
any decision made concerning this application, I can appeal the decision in writing.

Signature: Date:

Printed Name:




INFORMATION FORM - ADDITIONAL FEES

Please note that your plan of care/treatment from your visits at llanka Community Health
Center may include equipment, supplies or services.

Examples include, but are not limited to, medications, orthopedic supplies such as braces
or slings and possibly lab work or ultrasounds. These have additional fees associated with
them. Please feel free to ask your provider for pricing.

SLIDING FEE DISCOUNT PATIENTS:

Sliding fee discounts for services provided by Eye Guys or Prism Optical only applies to eye
exams. Should you choose to have a contact lens exam or purchase hardware, such as
eyeglasses or contact lens, it will result in additional out-of-pocket costs which are not
covered under llanka’s Sliding Fee Discount Program.

If you were referred to Dr. Urata, DMD for teeth cleaning services, any additional services
that are chosen or recommended during your visit will result in additional out-of-pocket
costs and are not covered under the Sliding Fee Discount Program.

Patient Signature Date

Printed Name

If you have any questions or concerns, please contact:
Shannon Mallory, Revenue Cycle Manager at 424-3622

Native Village of Eyak — llanka Community Health Center
705 Second Street PO Box 2290 Cordova, AK 99574 Ph: 907.424.3622 Fax: 907.424.3275
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